BOARD PUBLIC

DUMFRIES AND GALLOWAY NHS BOARD
PUBLIC MEETING
A meeting of the Dumfries and Galloway NHS Board will be held at 10am on
Monday 14th February 2022. The meeting was held via Microsoft Teams with the
NHS Board Members.

AGENDA
Time

No

Agenda Item

Who

Attached
/ Verbal

10.00am 145 Apologies

L Geddes

Verbal

10.00am 146 Declarations of Interest

N Morris

Verbal

10.05am 147 Previous Minute

N Morris

Attached

10.10am 148 Matters Arising and Review of Actions List N Morris
 Board Agenda Matrix 2021/22

Attached

QUALITY AND PATIENT SAFETY
10.15am 149 Healthcare Associated Infection Report
10.25am 150 Patient Feedback Update

M Kelly /
R Darley
J Pollard

ITEMS FOR APPROVAL
10.35am 151 West of Scotland Specialist Adult Cardiac J Ace
Services Strategy
10.45am 152 IJB and NHS Membership Revisions
COVID-19 PANDEMIC
10.55am 153 COVID-19 Update
 Urgent Items for update

N Morris
L Geddes
J Ace

Attached
Attached
Attached
/ Attached
Verbal

FINANCE & PERFORMANCE
11.05am 154

Financial
Performance
Quarter 3 Update

2021/22

11.15am 155

Summary Service Performance Report

– K Kerr

Attached

J White

Attached

ITEMS FOR UPDATE
11.25am 156 Sexual Assault Response Coordination
Service (SARCS)

M Kelly/
A Solley

Attached

11.35am 157 Health and Social Care Workforce Plan
2022-25

C Cooksey / Attached
T Parker
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Time

No

Agenda Item

11.45am 158 Workforce Information Report
11.55am 159 Integration Joint Board Annual Report
12.05pm 160 Final Draft Integration Joint Board
Strategic Commissioning Plan 2022-2025
12.15pm 161 Whistleblowing Update
BOARD AND COMMITTEE UPDATE
12.25pm 162 Committee Minute Matrix

Who

Attached
/ Verbal

C Cooksey/
T Parker
J
White
A Allan
L Forsyth
V Gration

Attached
/ Attached
/ Attached

K Donaldson / Verbal
M Caig
L Geddes

Attached

12.30pm 163

Area Clinical Forum
 Update from the last meeting –
24th November 2021
 Minutes from the previous meeting
o 24th November 2021

B Irving

Attached

12.35pm 164

Audit and Risk Committee
 Update from the last meeting –
24th January 2022
 Minutes from previous meetings
o 25th October 2022

L Douglas

Attached

12.40pm 165

Healthcare Governance Committee
 Update from the last meeting –
17th January 2022
 Minutes from previous meetings
o 6th September 2021
o 15th November 2021

B Irving

Attached

12.45pm 166

Performance and Resource Committee
 Update from the last meeting –
13th December 2021
 Minutes from previous meetings
o 4th October 2021

M Caig

Attached

12.50pm 167

Public Health Committee
 Update from the last meeting –
7th February 2022

G Cardozo

Verbal

12.55pm 168

Staff Governance Committee
 Update from the last meeting –
24th January 2022
 Minutes from previous meetings
o 27th September 2021
o 22nd November 2021

L Bryce

Attached
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Time

No

Agenda Item

ANY OTHER COMPETENT BUSINESS
1.00pm 169

Who

Attached
/ Verbal

N Morris

Verbal

DATE AND TIME OF NEXT MEETING
170  11th April 2022 at 10am – 1pm. This meeting will be held via video
or telephone conferencing.
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Agenda Item 147

DUMFRIES AND GALLOWAY NHS BOARD
NHS PUBLIC BOARD
Minute of the public meeting of Dumfries and Galloway NHS Board held on
Monday 8th November 2021 at 10.00am by Microsoft Teams.
Present
Nick Morris (NM)
Jeff Ace (JA)
Lesley Bryce (LB)
Marsali Caig (MC)
Grace Cardozo (GC)
Laura Douglas (LD)
Ros Francis (RF)
Claire Holmes (CH)
Greg Black (GB)
Kim Dams (KD)
Victoria Keir (VK)
Bill Irving (BI)
Ken Donaldson (KD)
Katy Kerr (KK)
Alice Wilson (AW)
Valerie White (VW)

-

Chair
Chief Executive
Non-Executive Member / Vice Chair
Non Executive Member
Non Executive Member
Non Executive Member
Non Executive Member
Non Executive Member
Non Executive Member
Non Executive Member
Non Executive Member / Employee Director
Non-Executive Member / Chair of Area Clinical Forum
Medical Director
Director of Finance
Nurse Director
Director of Public Health

In Attendance
Caroline Cooksey (CC)
Julie White (JW)
Ross Darley (RD)
Joan Pollard (JP)
Alison Milne (AM)
Linda Bunney (LB)
Laura Geddes (LG)
Linda McKie (LM)

-

Workforce Director
Chief Operating Officer
Infection Control Nurse
Director of Allied Health Professionals
Clinical Lead – Public Dental Service
Head of Primary Care Development
Corporate Business Manager
Executive Assistant (Minute Secretary)

Apologies
Andy Ferguson (AF)

-

Non Executive Member

NM welcomed members to the meeting and introduced Claire Holmes, Greg Black
and Kim Dams, who were recently appointed to the Non-Executive Board Member
vacancies and took up their posts from 1st November 2021. NM also extended a note
of thanks to RF for her contribution to the Board as this will be her last meeting prior
leaving the organisation in January 2022.
120.

Apologies
Apologies for the meeting have been noted above.
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121.

Declarations of Interest
NM 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.

122.

Minute of the Meeting of the NHS Board held on 13th September 2021
NM presented the minute from the last meeting on 13th September 2021,
asking NHS Board Members to review and highlight any points of accuracy.
NHS Board Members approved the minutes from the NHS Board meeting on
13th September 2021 as an accurate record.

123.

Matters Arising and Review of Actions List
NM asked NHS Board Members if they had any items to be discussed under
matters arising that were not noted on the agenda or within the action list.
No items were put forward under matters arising.
NM presented the Actions List, taking members through the updates that had
been received, noting the following key point of progress from the list:


Item 48 – Remobilisation Plan 3
A concern was raised that although there had been a workshop held on
the Remobilisation Plan 4 (RMP4) there had been no impact assessment
discussion held at the workshop prior to the signing of the plans. KK
advised that work was in progress with a further session arranged for early
January 2022 to discuss the next phase of the 3 year recovery plan. JW
advised that the impact assessment is now in draft and the team are
meeting with L Fitzpatrick this week to finalise the assessment, agreeing to
share the document with NHS Board Members prior bringing the RMP
back to Board in February 2022.
There was a request for an outline of the plan and draft EQIA to be
circulated to NHS Board Members by the end of November 2021 prior to
final sign off.
Action: JW



Item 99 – Healthcare Associated Infections Report
JA advised that Laing O'Rourke were currently working in Dumfries and
Galloway Royal Infirmary and have isolated the water issue to a calorifier
problem and have now fixed one of the calorifier’s serving the kitchen unit
and are monitoring the results and moving through the remainder of the
hospital to check the rest of the water system.

NHS Board Members noted the Action list.
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Board Agenda Matrix 2021/22
LG presented the NHS Board Agenda Matrix 2021/22, confirming that all
changes noted at previous Board meetings and any requests for items to be
brought back later in the financial year are included within this iteration of the
matrix.
NHS Board Members noted the NHS Board Agenda Matrix 2021/22.
124.

Healthcare Associated Infections Update Report
AW presented the Healthcare Associated Infections Update report to NHS
Board Members, highlighting the following key points as part of the update:


8 cases of Staphylococcus aureus bacteraemia (SAB) have been reported
during the last 3 months, which is above the monthly exceedance limit and
therefore will not stay on target for the year.



The national data included within the report shows NHS Dumfries and
Galloway’s rates are comparative to the rest of Scotland. In order to gain
a better understanding of the causes of SAB infections, the Infection
Control Team have undertaken some research and have included their
findings within the report.



It was highlighted that there had been 9 cases of Clostridioides difficile
(CDI) identified over the last 3 months period and although this is an
increase, the Board remains below the exceedance limit.



It was noted that there had been an increase in E.coli bacteraemia (ECB)
over the last 3 months with 22 cases reported. This indicates that the
Board will not remain within the exceedance limits this year.



NHS Board Members were advised that in terms of COVID-19 hospital
acquired cases 18 cases had been reported between April – August 2021.
The latest national data shows that 0.2% of all cases within NHS Dumfries
and Galloway were definite onset hospital acquired cases.

Noted below are some of the points raised by Board Members following
presentation of the paper:


A clarification was sought on the reason why the quarter 2 data wasn’t
included within the funnel chart. AW advised that although the national
quarter 1 data is different from the Board’s quarter 1 the data recorded is
comparable.



A question was raised on whether there was a commonality on settings
across SABs and E.Coli. AW advised that this was quite disparate, with
no one place of concern, however the data is being made available to the
Healthcare Governance Committee (HCG) for further review and scrutiny.
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NHS Board Members took assurance from the report that internal controls are
in place, which operate effectively with the aim of ensuring objectives are
achieved.
125. Patient Feedback Update
JP gave a verbal update on Patient Feedback to NHS Board Members, which
gives assurance on the Board’s adherence to the requirements set out in the
Healthcare Quality Strategy and the Patient Rights (Scotland) Act 2011,
specifically around seeking and responding to feedback.
Noted below are some of the key points raised by Board Members following
presentation of the paper:


Compaints have increased over recent months and have returned to prepandemic levels, with a slight change in the pattern of complaints to the
end of September 2021. The top complaints are around clinical treatment
and in particular around the delay in diagnosis or treatment, followed by
poor nursing care and staff attitude.



NHS Board Members were made aware of the significant increase in
members of the public demonstrating anger or distress towards staff. This
has impacted on staff wellbeing and the Board is managing this through
listening to staff concerns, signposting staff to appropriate support services
and offering sessions on dealing with conflict and mediation.



Scottish Government have been working with Boards and National Groups
to develop a suite of communication materials, targeted at key messages
to the public around how the system will not tolerate violence and
aggression against staff and will continue to address all areas in order to
enable and support individuals to have respectful conversation.

Noted below are some of the points raised by Board Members following the
verbal update:


A comment was raised on giving staff the opportunity or the ability to walk
away and get time out from a situation. JP advised that the majority of the
current aggression is by telephone, which has had a significant impact on
staff as the current violence and aggression training is based on face to
face conflict with the majority of staff receiving only online training, and due
to the shift of change, staff should be able to advise the abusive caller that
they are going to end the call.



It was noted that individuals are also working from home, therefore, the
violence and aggression impact is greater on the individuals and would be
beneficial to hold a further discussion at Staff Governance Committee.
Action: CC

NHS Board Members noted the verbal update.
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126. NHS Board Dates 2022/2023
LG presented the NHS Board Dates for 2022/23 to NHS Board Members,
highlighting that over the last 2 years the Board ran with varied meeting
frequencies and are now trying to bring the meetings back to a more
structured schedule by moving to bi-monthly meeting for the coming new year.
NHS Board Members reviewed and approved the proposed dates for the
Public NHS Board Meetings as described in section 2.3 of this paper.
127.

COVID-19 Urgent Update
VW gave a verbal update and presentation on the current COVID-19 position,
noting the following key points:


NHS Board Members were made aware of the case rate in Scotland with
an ideal rate of 310 cases per 100,000 with the test positive at 8.8%
preferred.



It was noted that Dumfries and Galloway have seen an increase in the
case rates per 100,000, which is currently sitting at 380, with a test
positivity rate of 11.2% and a further 200 cases reported this week.



NHS Board Members were made aware that different age cohorts receive
different vaccine doses, with the uptake of the first vaccine for 12–18 year
olds sitting slightly ahead of other Boards in Scotland.



It was noted that 9 priority groups have been recommended to have the
booster vaccine. In Dumfries and Galloway the data shows 50.7% of the
over 50 year old population having had the booster. Vaccinations have
been completed in Care Homes for both staff and residents, with the
programme to be complete for housebound patients by early Winter 2021.



It was noted that COVID still remains a significant risk over the autumn
and winter period, stressing the need for individuals to take up the
opportunity to get vaccinated where possible.

Noted below are some of the points raised by Board Members following the
verbal update:


A question was raised on whether there was a reason for the increase in
cases across the region and whether it was due to people spending more
time indoors. VW advised that although there is no definitive reason for the
increase, it could be attributed to the recent October holidays or that
individuals are mixing more socially inside.



A question was raised on whether the uptake for the vaccine was lower in
the younger age groups. VW advised that although there were still
individuals receiving appointments within those age groups, the Board
remains on track to meet the required target figures.
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NHS Board Members asked if there was any correlation between
vaccinations and hospital admissions. VW advised that with the majority
of the population double vaccinated it is less clearly known, but what is
know is that the case rate in the unvaccinated is far greater.

NHS Board Members noted the verbal update.
128.

COVID-19 Containment Work
VW gave a verbal update on COVID-19 Containment Work, advising that
although there was little change in the available information, the Health
Protection Team and Test and Protect Team continues to progress with
outbreak management and contacts.
NHS Board Members noted the verbal update

129.

Continued Support for Staff Wellbeing
CC gave a presentation on the continued support for staff wellbeing, taking
NHS Board Members through the following key points:


NHS Board Members were made aware of the NHS Scotland Stepped
Care Model which has been put in place to guide and drive the staff
support and wellbeing strategy across Scotland.



It was noted that although the Mental Health First Aiders training pilot has
commenced, the main programme has been paused until the Spring 2022.



Dr Grecy Bell is leading on a piece of work around the development of
medical and clinical support needs, similar to those implemented by West
Suffolk Trust.



NHS Board Members were made aware of the fortnightly evening clinical
conversations that were established in September 2021, which seem to
have been well received within the clinical areas.

NHS Board Members noted the verbal update.
130.1. Financial Performance Update 2021/22 Quarter 2 Update
KK presented the Financial Performance Update 2021/22 – Quarter 2 Position
to NHS Board Members, highlighting the following key points:


There has been no material movement from the Quarter 1 position,
highlighting the range of over and under forecasts across the directorates.



Confirmation has been received from Scottish Government that they will
provide the Board with financial support to deliver a breakeven position on
a non-repayable basis, however, the Board is required to produce a
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recovery plan for 2022/23, which Scottish Government will monitor on a
monthly basis over the remainder of the year and as part of the
development of the plan.


The Scottish Government budget is due to be released on
9th December 2021 and will include various decisions and announcements
in relation to the financial position for Health and Social Care, in particular
the recurring nature of some of the initiatives that have been requested by
Scottish Government, such as the vaccination programme and social care
winter plan. KK agreed to bring back details on the budget announcement
to NHS Board Members when available.



Significant funding has been allocated to the Partnership, through the
Local Authority to support both Care at Home staff and interim placements
as part of overall Winter Planning.
The Health and Social Care
Partnership is reviewing the allocations and planning the best use of the
funds. KK agreed to share the letter from Scottish Government with NHS
Board Member.
Action: KK



Discussions were progressing with David Rowland around aligning the
financial plan with the Remobilisation Plan 4 (RMP4), the development of
the savings plan and how they are recognised and developed within the
Board through positive discussions in Performance and Resource
Committee.



Work is progressing across the partnership around the scale of the
financial plan and service pressures due to the impact of COVID. KK
agreed to bring further detail to Performance and Resource Committee in
December 2021 with the final plan being presented to the NHS Board in
April 2022.

Noted below are some of the key points raised by Board Members following
presentation of the paper:


A question was raised on projects that are going to be delivered and
whether updates will be given on savings. KK advised that NHS Board
Members will continue to receive updates through Performance and
Resource Committee around the savings programme.



In relation to the Scottish Government feedback on the Quarter 1 position,
clarification was sought on the expectation that at the end of Quarter 3
there will be a saving plans developed at 50% of the required target. KK
advised that discussions are ongoing with Scottish Government following
receipt of the letter to make them aware that the Board the 50% of the
target is unachievable; however, work is progressing on drafting an
assessment of potential savings deliverable.
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Discussions took place on the Storage Area Network replacement
proposal, where KK asked for Board approval on the proposal prior to
progressing with the plan.

NHS Board Members approved the Storage Area Network (SAN) replacement
proposal and took assurance from the update on the Board’s current financial
position.
130.2 Summary Service Performance Report
JW presented the Summary Service Performance Report to NHS Board
Members, highlighting the following key points:


Treatment Time Guarantee figures have underperformed in relation to the
Remobilisation Plan 3 (RMP3) target which is mainly due to the challenge
around Orthopaedic flow and joint surgery. Elective surgery has also been
suspended as we are unable to maintain the green flow throughout the
hospital and the hospital surge plan being enforced to use the surgical
short stay unit to help with bed capacity issues.



Work is continuing with the Acute and Clinical teams to look at options for
the Board to safely recommence elective pathways during the winter
period to maintain the green flow.



Outpatients have outperformed against the RMP3 trajectory, with the
Board continuing to be one of the highest performing Boards in Scotland in
this area.



Ophthalmology is one of the areas showing a high number of patients
waiting more than 12 weeks for appointments. Ophthalmology are work
on a number of options to try to reduce this number.



Cancer waiting times have seen an increase in relation to colorectal
referrals, which are a result of bed capacity issues.



The unscheduled care performance is below the 95% standard which is
extremely challenging with more than half of the waiting times beyond four
hours due to limited bed capacity and a greater than normal number of
emergency admissions to hospital which has seen an increase in the
average length of stay figures.



It was noted that although delayed discharges continue to increase, the
majority of delays are due to people awaiting packages of care within the
community setting. This is as a result of having limited capacity to provide
care packages for people in their own homes.

Noted below are some of the key points raised by Board Members following
presentation of the paper:
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JW advised that the Musculoskeletal service has been under significant
pressure as many of the staff have been deployed elsewhere. JW
agreed to include Musculoskeletal figures into future reports and hold a
further discussion at the Performance and Resource Committee.
Action: JW



A question was raised around promoting jobs in Health and Social Care
as a positive career choice with school leavers. JW advised that a
session was held with the Director of Education and the Lead for the
Young Academy for National Education Scotland on developing plans
for a new apprenticeship qualification for young people, which will give
them skills, experience and knowledge around careers in health and
social care.

NHS Board Members took assurance from the update on the Board’s current
summary service performance position
131.

Delivery of Enhanced Services to address Pandemic Harms
VW gave a brief verbal update on the Delivery of Enhanced Services, advising
that following the paper presented to the NHS Board in June 2021, services
continue to be monitored.
NHS Board Members noted the verbal update.

Alison Milne (AM) joined the meeting.
132.

Dental Services Update
AM presented the Dental Services update to NHS Board Members,
highlighting the following key points as part of the update:


Although the latest available data on dental registration from March 2020
indicates that 90% of the population of Dumfries and Galloway are
registered with an NHS Dentist, this masks a very fragile service which has
struggled to recruit and retain Dentists for a number of years. The
summary position within Dental Services is that the service has been
adversely affected by the pandemic and the requirement for enhanced
Personal Protective Equipment for many dental procedures has meant that
Dental practices are still only able to provide 50% of their pre COVID
activity levels resulting in an extensive backlog of routine dental care.



Public Dental Service clinics in Dumfries and Stranraer are providing
emergency dental care for unregistered patients. This has impacted on
their ability to provide care for their own patients with special care
treatment needs.



Two Dental practices closed at the end of October 2021, the first in
Newton Stewart where 1,800 patients have been offered either transfer to
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the Dental Practice in Stranraer for private care or to be added onto the
NHS waiting list.


The second practice that closed was in Castle Douglas and although it has
not been possible to arrange NHS registration for the 1,500 patients
affected, they have been signposted to the Dental helpline for advice and
support. Both practices were unable to recruit to the vacant positions prior
to closure.



Oral Health Improvement Programme staff have been deployed to
pandemic critical roles, some of whom continue to support services in
these roles. Oral Health 1:1 support sessions have been remobilised to
see families referred by Health Visitors, with 10% of Schools having reestablished their tooth brushing programmes which are being supported
and taken forward on a phased basis followed by Fluoride Varnish
Programme remobilisation.



The dental student outreach and dental therapy student clinics continue to
work through the backlog of patients with the appropriate support and
Personal Protective Equipment. At this stage the clinics are not able to
accept new referrals, however, this is continuously to be reviewed.

Noted below are some of the key points raised by Board Members following
presentation of the paper:


AM advised that the practice in Newton Stewart was owned by a Dentist
who had another practice is Stranraer. When the Newton Stewart practice
closed, patients were offered to either go to Stranraer privately or be
added onto the NHS waiting list. There is another Dental Practice in
Newton Stewart who does take NHS patients, but their list is closed as the
moment as their patient list is at full capacity.



AM confirmed that Dentists continue to be supported by the Child Smile
programme, which helps promote oral health to young children and their
families. It was also noted that proposed changes in funding measures
are planned for early 2022.



A question was raised on whether there has been any feedback received
from the dental students that decided not to stay in the region. AM advised
that discussions are being held with the Dental Hospital and the University
of the Highland and Islands to seek feedback.

NHS Board Members noted the fragile position of NHS dental services in the
region and asked for a further update on the situation to be brought back to a
future meeting of the NHS Board.
133.

Whistleblowing Update
KD gave a verbal update on Whistleblowing to NHS Board Members,
highlighting the following key points as part of the update:
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The Whistleblowing role will now sit within the Patient Services Team and
approval has been given from the Board Management Team to increase
staff capacity in this area.



It was noted that additional work is required on communication and
individual contacts along with General Manager training on the new
standards, which will tie in to the culture and wellbeing work.

NHS Board Members took assurance that progress was being made around
Whistleblowing.
134.

Workforce Information Report
CC presented the Workforce Information Report to NHS Board Members,
highlighting the closure of the iMatter staff development cycle which had
achieved a 50% response rate in 2020 against the NHS Scotland average,
and has achieved as a system a 55% staff engagement for this year.
NHS Board Members took assurance that confidence of compliance with
legislation, policy and Board objectives.

135.

Board and Committee Minutes and Matrix
NM introduced the minutes from the Board Governance Committees to
NHS Board Members asking the Committee Chairs to highlight any key
points from the minute or committee meetings, for interest.


Area Clinical Forum
NHS Board Members noted the minutes from the Area Clinical Forum on
the following dates:





Audit and Risk Committee Minutes
NHS Board Members noted the minutes from the Audit and Risk
Committee on the following dates:







th

25 August 2021
nd
22 September 2021

th

26 April 2021
st
21 June 2021
th
12 July 2021
th
26 July 2021

Performance and Resource Committee
NHS Board Members noted the verbal update from the Performance and
Response on 4th October 2021.

Page 11 of 12

BOARD PUBLIC


111.

Staff Governance Committee
NHS Board Members noted the minute from the Staff Governance Lite
Committee on 24th May 2021.

Any Other Competent Business
No other items were raised under this item on the agenda.

112.

Date of Next Meeting
The next meeting of the Dumfries and Galloway NHS Board will be held on
Monday 14th February 2022 at 10am via Microsoft Teams.
The meeting concluded at 12.35pm.
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Actions List from NHS Board Meeting
Date of
Meeting
14/06/2021

Agenda
Item
48.

Action
Remobilisation Plan 3
A question was raised on whether an
impact assessment should have
been completed prior to approval.
VF advised that although the impact
assessment has yet to be completed,
this was due to the timing of the
drafting of the plan. VF agreed to
follow up progress on the impact
assessment, the learning from which
will be included in the next version of
the plan. Feedback on the findings
from the impact assessment will be
fed back to NHS Board Members in
when available.

14/06/2021

50.

Responsible
Manager

Current Status

Agenda Item 148.1
Anticipated
End Date

D Rowland

Feedback on the findings from the 28/02/2022
impact assessment will be fed back
to NHS Board Members when
available.

L Geddes

Work on the Participation and 30/04/2022
Engagement Strategy is being
progressed and an update will be
brought to NHS Board later in the
year for approval.

Participation
Request
and
Community Asset Transfer Annual
Report 2021/22
NHS
Board
Members
also
highlighted that little work has been
undertaken in relation to the
production of a Participation and
Engagement Strategy for the Board.
LG confirmed that work began on the
strategy prior to the COVID
pandemic, but since then little
progress has been able to be made.
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Date of
Meeting

Agenda
Item

12/07/2021

81.

Action
LG is in discussion with the
Communications Team to develop
the strategy and will bring an update
back to NHS Board prior to the next
annual report being developed in
June 2022.

Responsible
Manager

Current Status

Anticipated
End Date

Minute of the Meeting of the NHS
Board held on 14th June 2021
LG highlighted a point of accuracy
raised by MC prior to the meeting. It
was noted that on page 3 within the
previous minute a question on how
the Board were going to prioritise
workshops is not reflected within the
actions. It was noted that since the
last Board Meeting NM has asked
Non Executive Board Members for
their views on prioritisation, but has
still to update LG on the comments
received and plan the workshops.

N Morris/
L Geddes

NM and LG met in August 2021 to 30/04/2022
review the workshop topics to
prioritise them in line with feedback
given to NM.
Suggested workshops have been
added to the diaries for 2021/22,
with
the
exception
of
the
Development Sessions for NHS
Board, the formats of which have
still to be discussed and arranged.
LG to meet with NM to finalise and
report the final list back to NHS
Board in April 2022, along with the
planned workshops for 2022/23.
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Date of
Meeting
13/09/2021

Agenda
Item
99.

Action
Healthcare Associated Infections
Update Report
It was noted that at a recent
Healthcare Governance Committee a
report on water quality had been
received, which related to fluctuations
in water temperature. JA noted that
he had recently attended a meeting
with Highwood Health to address
progress, assuring NHS Board
members that work was underway to
reduce the water temperature.

Responsible
Manager

J Ace

Current Status

Anticipated
End Date

An update on this item will be 28/02/2022
presented back to NHS Board when
available.
JA gave an update on the situation
at the November 2021 NHS Board
and will bring back a final update
once the work has been complete
by Laing O’Rourke to the February
2022 NHS Board.

NM asked that NHS Board Members
were advised when the water issues
have been resolved.
08/11/2021

123.

Matters Arising and Review of
Actions List
Item 48 – Remobilisation Plan
There was a request for an outline of
the plan and draft EQIA to be
circulated to NHS Board Members by
the end of November 2021 prior to
final sign off.

J White
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Closed actions to be removed from the Actions List
Date of
Agenda
Action
Meeting
Item
08/11/2021
125.
Patient Feedback Update

08/11/2021

130.1

Responsible
Manager

Current Status

Anticipated
End Date

Date
Completed

It was noted that individuals are also
working from home, therefore, the
violence and aggression impact is
greater on the individuals and would
be beneficial to hold a further
discussion at Staff Governance
Committee.
Financial Performance Update
2021/22 Quarter 2 Update

C Cooksey

CC will take this item through Staff 28/02/2021
Governance
Committee
for
discussion.
No further action
required at NHS Board for the
moment.

04/02/2021

Significant
funding
has
been
allocated to the Partnership, through
the Local Authority to support both
Care at Home staff and interim
placements as part of overall Winter
Planning. The Health and Social
Care Partnership is reviewing the
allocations and planning the best use
of the funds. KK agreed to share the
letter from Scottish Government with
NHS Board Member.

30/11/2021

Letter shared with NHS Board 08/11/2021
Members following the Board
Meeting.

08/11/2021

Page 4 of 5

BOARD PUBLIC
Date of
Meeting
08/11/2021

Agenda
Item
130.2

Action
Summary
Report

Service

Performance

JW advised that the Musculoskeletal
service has been under significant
pressure as many of the staff have
been deployed elsewhere.
JW
agreed to include Musculoskeletal
figures into future reports and hold a
further discussion at the Performance
and Resource Committee.

Responsible
Manager

J White

Page 5 of 5

Current Status

Anticipated
End Date

Figures will be included within 28/02/2022
future reports and Performance and
Resource Committee have been
informed of the action to have
further discussion at committee
level. No further action for NHS
Board.

Date
Completed

05/01/2022
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Agenda Item 149

NHS Dumfries and Galloway
Meeting:

NHS Board (Public)

Meeting date:

14 February 2022

Title:

Healthcare Associated Infection Report

Responsible Executive/Non-Executive: Mark Kelly, Interim Nurse Director
Report Author:

Ross Darley, Infection Prevention and
Control Manager

1

Purpose
This is presented to the Board for:
 Assurance
This report relates to a:
 Government policy and directive
This aligns to the following NHSScotland quality ambition(s):
 Safe
 Effective
 Person Centred
Please select the level of assurance you feel this report provides to the
board/committee and briefly explain why:
Significant
Moderate
X
Limited
None
Not yet assessed
Comment:
This provides an update from the papers presented by the IPCT at the Infection
Control Committee (ICC) on the 21st of December 2021 and the HCGC on the
17/01/2022. A moderate assurance level has been assigned as although both
committees felt assured by the IPC process of assessment, management,
recording and lessons learned approach of the data presented, the committees
did highlighted concern regarding the continuing high trajectory for both the
HCAI SAB and HCAI ECB.
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From the list below, please select which Board Priority this paper relates
to. If none of the priorities suit, please select other and briefly explain why
this paper needs to be reviewed at Board/Committee:
COVID-19 Containment Work
Delivery of Sustainable Service
Models
Other (please explain below)

X

Continued Support for Staff
Wellbeing
Delivery of Enhanced Services to
address Pandemic Harms

Comment:
Not applicable

2

Report summary
This paper demonstrates implementation of the national Healthcare Associated
Infection Standards to be met by 2022 at NHS Board level. This HAI harm
reduction activity supports implementation of the Healthcare Quality Strategy.

2.1

Situation
This paper presents data for the first 7 months of 2021/22 relating to E.coli
bacteraemia (ECB), Staphylococcus aureus bacteraemia (SAB) and
Clostridioides difficile (CDI) along with some updates in regards to papers
presented or discussions held at the previous ICC held in December 2021.

2.2

Background
The Scottish Healthcare Associated Infection (HAI) standards are requirements
expected to be met by NHS Boards and subject to inspection by the Healthcare
Environment Inspectorate. This includes scrutiny not only of performance
against local delivery plan targets and key performance indicators but systems
and processes in place to escalate concerns and address poor performance at
ward level.

2.3

Assessment
NHS Dumfries and Galloway continues to see high levels of both HCAI SAB and
HCAI ECB. However, the data reported continues to see HCAI CDI meeting the
required trajectory.

2.3.1 Quality/ Patient Care
There have been no significant quality or patient care issues identified when
preparing this paper.
2.3.2 Workforce
There have been no workforce relates issues identified when preparing this
paper.
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2.3.3 Financial
There have been no financial issues identified when preparing this paper.
2.3.4 Risk Assessment/Management
No risk assessments have been undertaken when preparing this paper.
2.3.5 Equality and Diversity, including health inequalities
No impact assessments have been undertaken when preparing this paper.
2.3.6 Other impacts
No other impacts have been identified within this paper.
2.3.7 Communication, involvement, engagement and consultation
The Board has carried out its duties to involve and engage external
stakeholders where appropriate and in accordance with the Health and Social
Care Communication and Engagement Strategy and process.
2.3.8 Route to the Meeting
This report was taken to:


Infection Control Committee on the 20th July 2021 for assurance.



Healthcare Governance Committee on the 19th July 2021 for assurance.

2.4

Recommendation
Assurance - The paper is to give Board Members the assurance that NHS
Dumfries and Galloway have internal controls in place which operate
effectively with the aim of ensuring objectives are achieved.

3

List of appendices
The following appendices are attached to this report:


Appendix 1 – Healthcare Associated Information Update Paper
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Agenda Item 149 - Appendix 1

DUMFRIES and GALLOWAY NHS BOARD
Involving People, Improving Quality
Appendix 1: Healthcare Associated Infection Report
Date 14/02/2022
1. HCAI Staphylococcus aureus bacteraemia (SAB)
The following data was reported to the ICC on the 21/12/2021 and the HCGC on
17/01/2021.
For the purposes of national reporting we now record all hospital acquired (HAI) and
healthcare associated infections (HCAI) as: Healthcare Associated Infections
(HCAI).
NHS Dumfries and Galloway HCAI SAB exceedance limit is based on a 10%
reduction in healthcare associated infections over 3 years. This is based on the
HCAI SAB data performance during 2018-19.
The exceedance limit to be met by the end of 2021/22, is no more than 14 cases of
HCAI SAB in the 12 month period, which is approximately 1.25 HCAI SAB cases per
month.
The IPCT can now report that NHS Dumfries and Galloway have recorded 17
HCAI SAB’s within the first 7 months of 2021/22 and are now above the
national HCAI SAB exceedance limit.
As can be seen from Figure 1 and Figure 2, the monthly exceedance limit has only
ever been only achieved within three of the first seven months of 2021/22.
Figure 1- No of HCAI SAB cases per Month for 2021/22 with NHS D&G
Month/Year
April 2021
May 2021
June 2021
July 2021
August 2021
September 2021
October 2021
Total

No of HCAI SAB Cases
4
1
5
1
2
3
1
17

MANAGEMENT IN CONFIDENCE
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Figure 2- HCAI Monthly SAB Number in comparison to the monthly SAB
exceedance Limit

Figure 3, captures the HCAI SAB data against the HCAI Quarterly SAB rate,
requiring a 10% reduction by 2021/22. The local rate continues traject above the
decreasing exceedance line, although the rate attributed to July through to
September (Quarter 2) has improved from a peak high rate recorded in Quarter 1
(April to June 2021).
Figure 3- HCAI Quarterly SAB rate against 10% reduction by 2021/22

MANAGEMENT IN CONFIDENCE
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The latest national board comparison HCAI SAB data can be seen in figure 4. This
funnel plot relates to the national Quarter 2 time period (April to June 2021) but for
NHS Dumfries and Galloway, this is recorded as Quarter 1, 2021.
NHS Dumfries and Galloway continue to be comparable in the funnel plot analysis,
however as detailed in figure 5, the rate for this quarter is the second highest in
Scotland, for this time period.
Figure 4- National Apr to Jun Quarter 2 (2021) HCAI SAB Rate

Figure 5- Quarter 2 (April to June 2021) HCAI SAB Rates of NHS Scotland
Boards
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Page 3 of 17

BOARD PUBLIC
The identification of entry points or sources of HCAI SAB, continues to be an integral
aspect in the future SAB prevention and on which IPCT improvement work can be
based. The identification, so far, of HCAI SAB source, in 2021/22, can be seen in
Figure 6 below:
Figure 6- Pareto of HCAI SAB by Source April 2021 to October 2021 D&G NHS

The ICC and HCGC were informed that the four 2021/22 HCAI SAB cases, related to
skin and soft tissue, could not have been prevented and no lessons learned could be
attributed. However, the IPCT did inform the ICC and HCGC of their anxiety in
relation to the number of HCAI SAB, with sources directly related to healthcare
invasive devices i.e. urinary catheter, PVC, VAD etc. The ICC were equally
concerned at the data presented regarding healthcare invasive devices, however
they also acknowledged the current pressure, all employees are facing within
healthcare, as a result of the Covid 19 pandemic. The ICC has therefore requested
the Quality lead for NHS Dumfries and Galloway, along with colleagues within the
board, to identify both immediate and longer term strategies to improve the
prevention of HCAI SABs within the board.
HCAI SAB time and place report
At a previous HCGC/Board meeting the IPCT were asked about links to time and
place with regards to HCAI SAB cases, for 2021/22. This review is now complete
and been reported to both the ICC and HCGC. The IPCT can confirm there is no link
to time or place with any of the cases reviewed.

MANAGEMENT IN CONFIDENCE
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Recurrent SAB
The IPCT notified, both the ICC and HCGC, of concern at the number of recurrent
SABs in 2021/22. Therefore, a further review has been undertaken and reported to
governance committees.
The total number of recurrent SAB cases is reported for the previous 5 years in
figure 7 below. As can be seen in, there has indeed been a large increase in
2021/22.
Figure 7- Number of Recurrent SAB by Year 2017/21 to 2021/22

The ICC and HCGC were informed that although the review did identify indeed a
large increase, there were no themes identified and therefore no lessons could
learned to prevent future recurrent SAB cases.
Community Acquired (CAI) SAB
The IPCT have briefly reported, at previous governance committees, of a formal
notification received from ARHAI Scotland. This related to an exception in the CAI
SAB data for the national quarter 2, in 2021. ARHAI Scotland had therefore
requested NHS Dumfries and Galloway respond via an urgent review of this data
and an action plan.
At the recent ICC and HCGC meetings the IPCT presented the review and action
plan and this has been sent to ARHAI as requested.

MANAGEMENT IN CONFIDENCE
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The recommendation from report is attached below for the board’s reference:
“Whilst the board acknowledges that its S. aureus bacteraemia rate was high, when
compared with the Scottish rate, we have to date been unable to identify any
interventions at Board level which will impact on this rate.
Once resources become available the primary focus will continue to be on
healthcare associated bacteraemia’s as part of the Board’s Remobilisation Plan.
However, the IPCT, will continue to work in collaboration with Public Health
colleagues, to drive any SAB improvements within the community.”
In response to this notification and although there are no national exceedance limits
currently for CAI SAB cases, the IPCT did request that the ICC consider
incorporating CAI SAB data within future ICC HAI papers. This was to ensure
appropriate governance oversight. This was agreed and will form part of future ICC,
HCGC and Board HAI papers.

MANAGEMENT IN CONFIDENCE
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2. Clostridioides difficile (CDI)
The following data was reported to the ICC on the 21/12/2021 and the HCGC on
17/01/2021.
Scientific literature and ARHAI now refer to Clostridium Difficile as Clostridioides
difficile infection (CDI). For the purpose of reporting CDI will be used.
For the purposes of national reporting we now record all hospital acquired (HAI),
healthcare associated infections (HCAI) and Unknown (UK) as: Healthcare
Associated Infections (HCAI).
A reduction of 10% is required for HCAI CDI over 3 years, to be achieved in 2021/22.
The Infection Prevention and Control team calculated this to be no more than 31
cases of HCAI CDI in a 12 month period. In order to meet this NHS Dumfries and
Galloway require no more than 2.75 HCAI cases per month.
The IPCT can report that within the first seven months of 2021/2022, NHS
Dumfries and Galloway have recorded 18 HCAI CDI cases and on current
trajectory the exceedance limit may still be met by the end of 2021/22.
Figure 8- NHS Dumfries and Galloway HCAI CDI Cases Run Chart

Figure 8 and 9 highlight that in the first 7 months NHS Dumfries and Galloway have
met the month exceedance limit 4 times.
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Figure 9- NHS Dumfries and Galloway HCAI CDI Monthly Cases Table
Month/Year
April 2021
May 2021
June 2021
July 2021
August 2021
September 2021
October 2021
Total

No of HCAI CDI Cases
1
1
4
2
3
5
2
18

As detailed to both the ICC and HCGC the IPCT continue to investigate, via a route
cause analysis, all CDI cases. In general terms CDI development tends to be as a
result of antimicrobial prescribing and at the point of writing this report, all cases
assessed, have found antimicrobial prescribing to be in line with guidance.
Figure 10, captures the HCAI CDI data against the HCAI Quarterly CDI rate,
requiring a 10% reduction by 2021/22. As can be seen from the graph, this rate has
shifted back above the exceedance trajectory line within the last quarter.
Figure 10- NHS D&G HCAI Clostridioides Difficile rate against 10% CDI Rate
Reduction

MANAGEMENT IN CONFIDENCE
Page 8 of 17

BOARD PUBLIC
The latest national board comparison data for HCAI CDI can be seen below in figure
11. This funnel plot relates to the national Quarter 2. NHS Dumfries and Galloway
continue to be comparable with other boards across Scotland, which is replicated in
the rate graph in Figure 12.
Figure 11- Funnel Plot Analysis HCAI SAB National Quarter 2 (April to June
2021)

Figure 12- HCAI CDI Rate Quarter 2 (April to June 2021)

It was felt that both the ICC and HCGC were assured by the data presented.
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HCAI CDI Time and Place Review
At previous ICC and HCGC meetings the IPCT reported on a review which had been
undertaken to assess if there was a direct link to time and place within the HCAI CDI
cohort for 2021/22.
Within this review the IPCT did identify five HCAI CDI cases that had a similar
location (Combined Assessment Unit (CAU)), within DGRI, however this is where the
admission sample was taken and is not directly relating to poor antimicrobial
practice. No other links were established.
Community Acquired (CAI) CDI
The IPCT have briefly reported, at previous governance committees, of a formal
notification received from ARHAI Scotland. This related to an exception in the CAI
CDI data for the national quarter 2, in 2021. ARHAI Scotland had therefore
requested NHS Dumfries and Galloway respond, via an urgent review of the data
and an action plan
At the recent ICC and HCGC meetings the IPCT presented the review and action
plan and this has been sent to ARHAI as requested.
The recommendation from report is attached below for the committee’s reference:
“A sub group, including attendees form the local IPCT, A&S and PH, have reviewed
the data sent via the SBAR and thank ARHAI for the formal notification. In general,
the sub group feel that currently there is limited concern, around the data sent from
quarter 2, 2021 and feel this is a likely quarter anomaly. This can be evidenced by a
review of Quarter 3, 2021 (July-September) where again only two CAI CDI cases
have been reported.
However, the sub group felt it was an excellent opportunity to assess the CAI CDI
data, which indeed highlighted some concerns around GP prescribing and
management of patients, especially in relation to Urinary Tract Infections (UTI’s).
The boards AMT medical lead is due to hold a UTI prescribing update, relating to
SIGN 160, at the end of October 2021, and this review will form part of the education
session with a lessons learned approach undertaken.
A HIIAT was not undertaken.”
In response to this notification, and although there are no national exceedance limits
currently for CAI CDI cases, the IPCT requested that the ICC consider incorporating
CAI CDI data within future ICC HAI papers. This is to ensure appropriate governance
oversight. This was agreed and will form part of future ICC, HCGC and Board
papers.
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3. E.coli bacteraemia (ECB)
The following data was reported to the ICC on the 21/12/2021 and the HCGC on
17/01/2021.
As can be seen by the funnel plot below, NHS Dumfries and Galloway continue to be
comparable for HCAI ECB with other boards across Scotland, which is further
evidenced by the HCAI ECB rate comparison in Figure 31.
The following data was reported to the ICC on the 21/12/2021 and the HCGC on
17/01/2021.
For the purposes of national reporting we now record all hospital acquired (HAI) and
healthcare associated infections (HCAI) as: Healthcare Associated Infections
(HCAI).
As the Board will be aware, the standard for HCAI E.coli reduction has a slightly
different exceedance limit than that both HCAI SAB and HCAI CDI. This exceedance
limit is a 50% reduction in HCAI ECB by 2023/24, with an initial reduction of 25% by
2021/22.
This equates to an exceedance limit of 41 HCAI ECB cases by 2021/22 and an
exceedance limit of 28 HCAI ECB cases by 2023/24. IN order for NHS Dumfries and
Galloway to meet this exceedance limit there would be a requirement to not exceed
3.75 cases approximately per month.
In the first seven months of 2021/2022, NHS Dumfries and Galloway have
reported 41 HCAI ECB cases. NHS Dumfries and Galloway will not meet the
HCAI ECB exceedance limit for 2021/2022.
The monthly total figures for HCAI ECB can be seen below in Figure 13 and Figure
14.As can be seen the monthly exceedance limit of 3.75 HCAI ECB cases per month
has not yet been met.
Figure 13- HCAI Monthly ECB Number in comparison to the monthly ECB
exceedance Limit
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Figure 14- NHS Dumfries and Galloway HCAI ECB Cases Table 2021/22
Month/Year
April 2021
May 2021
June 2021
July 2021
August 2021
September 2021
October 2021
Total

No of HCAI ECB Cases
4
6
5
7
10
5
4
41

Figure 15, captures the HCAI ECB data against the HCAI Quarterly ECB rate,
requiring a 25% reduction by 2021/22 and a 50% reduction by 2022/23. As can be
seen from the graph, this rate continues to fluctuate well above the required
exceedance trajectory line.
Figure 15- HCAI Quarterly ECB rate against 25% reduction by 2021/22 and a
50% reduction by 2022/23
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Figure 16- National Apr to Jun Quarter 2 (2021) HCAI ECB Funnel Plot

Figure 17- National Quarter 2 HCAI ECB Rate

As with SAB, the identification of HCAI ECB entry points or sources allows the IPCT
to focus on where prevention and improvement work should focus. The identification
of HCAI ECB source for all 2021/22, so far, can be seen below in Figure 18.
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Figure 18- NHS Dumfries and Galloway HCAI ECB Attributable Sources

The ICC continue to be concerned at the level of reported HCAI ECB cases. The
ICC discussion, described previously in relation to HCAI SAB, brought in elements of
similar themes i.e. preventable infection related to devices and the associate
pressures on the service and this is as equally relevant. Therefore, the request from
the ICC to the Quality lead for NHS Dumfries and Galloway, along with colleagues
within the board, to identify both immediate and longer term strategies to improve the
prevention of HCAI SABs will also be inclusive of the prevention of HCAI ECB.
Community Acquired (CAI) ECB
As detailed previously regarding community acquired CDI and SAB, there is also no
national exceedance limit in relation to community acquired E.coli bacteraemia.
However, in light of recent CAI SAB and CDI national notifications, and to ensure
continued good governance, the IPCT again requested ICC colleagues to consider
the introduction of CAI ECB data within future ICC papers to ensure appropriate
governance. This was agreed by ICC colleagues and will form part of future ICC,
HCGC and Board papers.
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4. Other IPC Agenda Items from ICC/HCGC
Covid 19
The ICC and HCGC were informed that the IPCT, within Dumfries and Galloway,
continue to support all areas within health and social care with their response to the
Covid 19 pandemic. This included an update and switch from a solely Covid 19 focus
towards the new NHS Winter guidance for 2021/22. This commenced on the
13/12/2021. The new winter guidance builds on the previous Covid 19
addendums/guidance and replaces them using a broader scope, ensuring healthcare
facilities also investigate and manage general respiratory infection, know to increase
in the winter months. Examples of these include RSV & Influenza.
The ICC and HCGC were also assured after they were presented with the latest data
in relation to Covid 19 for noting (at the time of writing). The table represents the
latest Covid 19 data by board. As can be seen NHS Dumfries and Galloway
continues to have very low definite or probable hospital acquired rates in comparison
to the Scottish average.

Sterile Packs
The ICC and HCGC were also assured by the presentation of the final Sterile Packs
Incident paper.
The main points documented in this final report included:
•
A low stability in the number of similar incidents being reported, since
awareness and improvement planning commenced in March 2021.
•

CSSD now report all incidents via the Datix reporting system.
MANAGEMENT IN CONFIDENCE
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•

Individual areas are now responsible for in the investigation via Datix.

•
Scottish Government were informed of the incident, using the HIIAT process,
which scored as GREEN.
•
All identified incidents were risk assessed by the ICD and all were found to be
at low risk of infection.
•
Due to all patients being identified as low risk, the Duty of Candour, debated
at a previous Infection Control Committee meetings, would not be required.
The ICC and HCGC also felt assured by the process of the investigation and
management of these multiple incidents. This investigation and management
required a robust governance process, which included one Problem Assessment
Group (PAG), five Incident Management Team meetings (IMT’s) and multiple HAI
Executive group meetings.
Overall these incidents have highlighted the following:
Dumfries and Galloway Health and Social Care have a robust sterilisation
•
process within CSSD.
•
There was a lack of process from clinical colleagues in ensuring that only in
date sterile CSSD equipment are used for clinical procedures.
•
There was a lack of process within clinical areas to ensure out of date packs
are reviewed and sent back for re-sterilisation when expired or due to expire.
Dumfries and Galloway Health and Social Care have a robust investigation
•
process into such incidents, using the NIPCM PAG/IMT route, along with the ability
to call emergency HAI Executive colleagues together, to continue improvement
governance, after the initial IMT response.
Recommendations:
•
Dumfries and Galloway Health and Social Care should consider investigating
the cost versus benefit of an expanded electronic CSSD tracking recording system.
•
The CSSD manager continues to report the use of CSSD equipment, after
expiry, via the Datix system with triggers set for formal notification to the IPCT.
•
Dumfries and Galloway Health and Social Care should investigate the
introduction of a two year sterile instrument validation process.
•
CSSD continue with the process of planned laser etching on sterile items to
aide equipment placement and traceability.
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Incidents and Outbreaks
The ICC and HCGC were also assured by a report on the recent management of the
Covid 19 outbreak within the Cree Ward, Midpark Hospital. In total 10 patients were
found to be positive of COVID-19 along with 2 members of staff. Unfortunately two
HAI deaths were reported (1 x Definite HAI and 1 x Indeterminate HAI).
The report highlighted the complexities and lessons learned of managing incidents
within mental health facilities, however the requirement to ensure patient centred
care is clearly evidenced within the IMT process.
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Agenda Item 150

NHS Dumfries and Galloway
Meeting:

NHS Board (Public)

Meeting date:

14 February 2022

Title:

Patient Feedback Report

Responsible Executive/Non-Executive: Mark Kelly, Interim Nurse Director
Report Authors:

Emma Murphy, Patient Feedback
Manager
Joan Pollard, Director of Allied Health
Professions

1

Purpose
This is presented to the Board for:
 Assurance
This report relates to a:
 Government policy/directive
 Legal requirement
 Local policy
This aligns to the following NHSScotland quality ambition(s):
 Safe
 Effective
 Person Centred
Please select the level of assurance you feel this report provides to the
board/committee and briefly explain why:
Significant
None

Moderate
Not yet assessed

x

Limited

Comment:
This paper provides only high level information on our compliance with
requirements. Detailed assurance should be sought from the Directorates within
their regular Quality paper to Health Care Governance Committee.
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From the list below, please select which Board Priority this paper relates to.
If none of the priorities suit, please select other and briefly explain why this
paper needs to be reviewed at Board/Committee:
COVID-19 Containment Work
Delivery of Sustainable Service
Models
Other (please explain below)

X

Continued Support for Staff
Wellbeing
Delivery of Enhanced Services to
address Pandemic Harms

Comment:
There is a requirement to report complaints performance information to senior
management on a quarterly basis. It has been locally agreed that this will be
fulfilled through bi-monthly reports to Healthcare Governance Committee and
Board.

2

Report summary

2.1 Situation
This paper seeks to provide assurances on the implementation of the Healthcare
Quality Strategy (2010) and Patients Rights (Scotland) Act (2011). The Board is
required to adhere to the Patients Rights (Scotland) Act (2011) with regard to
seeking and responding to feedback.
Board are asked to discuss and note the Patient Feedback Report for NovemberDecember 2021 (Appendix 1). The last Patient Feedback report that Board
considered in detail was September 2021, therefore commentary is provided
below covering the period since.

2.2 Background
The Model Complaints Handling Process mandates the following:
 An annual submission of data to Scottish Government
 Publication of annual report on the website
 Local reporting to a senior management committee on a quarterly basis.
This paper fulfils the requirement for reporting to a senior management
committee on a quarterly basis and provides details our progress over a
rolling 25 month period.
The data for submission are as follows
Indicator One
Indicator Two
Indicator Three
Indicator Four
Indicator Five
Indicator Six

Learning from complaints
Complaint Process Experience
Staff Awareness and Training
The total number of complaints received
Complaints closed at each stage
Complaints upheld, partially upheld and not upheld
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Indicator Seven
Indicator Eight
Indicator Nine

Average times
Complaints closed in full within the timescales
Number of cases where an extension is authorised

A detailed analysis of trends in relation to these data is attached in Appendix 1.
This paper does not seek to address indicator one. Information around learning
from complaints is presented to Health Care Governance Committee by the
Directorates in their regular Quality update to committee.
The Model Complaints Handling Procedure sets the following standards:
 Stage 1 complaints should be closed within 5 days.
 Stage 2 complaints should be closed within 20 days.
 Where a complaint cannot be closed within the standard period of time an
extension should be in place.
These standards are accepted as good practice and NHS Dumfries and
Galloway has adopted them into its internal compliance framework.

2.3 Assessment
The Board manages Feedback within the Model Complaints Handling Process
and systems are in place to record feedback appropriately according to Stage and
monitor the progress against the response standards.
Indicator One
Indicator Two
Indicator Three
Indicator Four
Indicator Five
Indicator Six
Indicator Seven
Indicator Eight
Indicator Nine

Learning from complaints

Learning summaries in
place
Complaint Process Experience Opportunity for feedback
offered to all complainants
Staff Awareness and Training
Link to national e training
available via link to Turas
Learn on Beacon
The total number of complaints Captured
received
Complaints closed at each Captured
stage
Complaints upheld, partially Captured
upheld and not upheld
Average times
Captured
Complaints closed in full within Captured
the timescales
Number of cases where an Captured
extension is authorised

Detailed performance information in relation to the above standards is contained
in Appendix 1, with key points as follows:
 Complaints have returned to pre-pandemic levels and despite a drop in
August 2021, have remained largely above the median this financial year.
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 Average response times for Stage 1 complaints have been below the
median since October 2021, which brings them currently in line with the
statutory timescale of 5 working days.
 Average response times for escalated Stage 2 complaints continue to
fluctuate, which is to be expected due to the low numbers of cases dealt with
at this stage. At the time of writing, there was only one live Stage 2
Escalated complaint.
 Average response times for Stage 2 Direct complaints are significantly
above the standard and have been above the median for nine of the last
twelve months. This is in large part due to staffing and pandemic pressures,
with availability of clinical staff to contribute to investigations presenting a
particular challenge.
 The Acute and Diagnostics directorate continue to have a number of long
standing complaints that require a response. Eight of those cases have a
linked Significant Adverse Event Review which contributes to the complexity
and extends the timescale for investigation. The availability of clinical staff is
also a challenge as referenced above.
 Compliance with the requirement to arrange extensions has improved, with
services keeping patients and families informed where there are delays to
their response.
 At the time of writing there were two complaints overdue without extension.
Patient Services have worked with Directorates to develop enhanced
performance reporting through Datix ‘Dashboard’ to assist in the
management of live cases and associated timescales.
2.3.1 Quality/ Patient Care
This paper has no direct positive or negative impact upon the quality of care.
However as it reports feedback, both positive and negative, on the patient’s
experience of the quality of care received it serves as a barometer.
Overall, when compared to pre-pandemic levels there does not appear to be an
increase in dissatisfaction with our care and in reference to the number of
contacts within the system does not appear to indicate that we have a cause for
concern at this point.
Learning from complaints is not captured in this paper and is held in the reports
presented by the Directorates to Health Care Governance Committee.
2.3.2 Workforce
This paper has no direct positive or negative impact upon the workforce however
there is a requirement on behalf of the Board to ensure that staff learn from
patient feedback in relation to issues raised.
2.3.3 Financial
There are no financial consequences
2.3.4 Risk Assessment/Management
Risk assessment has not been completed.
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2.3.5 Equality and Diversity, including health inequalities
This paper does not support the Board’s responsibility within the Public Sector
Equality Duty, Fairer Scotland Duty, and the Board’s Equalities Outcomes.
An impact assessment has not been completed because learning from patient
feedback applies to all patients.
2.3.6 Other impacts
Nil noted.
2.3.7 Communication, involvement, engagement and consultation
This paper does not require communication involvement, engagement or
consultation.
2.3.8 Route to the Meeting
This paper has not been previously considered by any additional groups as part
of its development. This paper fulfils the requirement for reporting to a senior
management committee on a quarterly basis a required by the Model Complaints
Handling Procedure.
A similar paper is also presented to each Health Care Governance Committee for
more detailed discussion.

2.4 Recommendation
 Assurance – To give confidence of compliance with legislation, policy and
Board objectives.

3

List of appendices
The following appendices are included with this report:
 Appendix 1 – Patient Feedback Report
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Patient Feedback Report
November - December 2021

Version 1.0
Published 13 January 2022
Prepared by Patient Services
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Introduction
This report outlines patient feedback activity for NHS Dumfries and Galloway (NHS D&G)
and performance against standards set against a 25 month feedback pattern. The report
also includes details of any planned improvement actions.
At the time of writing, the UK was in the midst of the Coronavirus pandemic. This should be
kept in mind when interpreting the charts as it may have an effect on both numbers and the
type of concerns or complaints received.
Key notes:





Data was extracted from Qlikview and Datix on 13 January 2022 and includes data
up to and including 31 December 2021.
Time limits for complaints are based on working days, i.e. Monday to Friday
Unless otherwise stated, the median in all charts was calculated on the baseline of
April 2020 – March 2021.
To aid interpretation of charts, there are two things to consider:
o Six points either above / below the line represents a shift
o Five consecutive points either increasing / decreasing indicate a trend.

1. Patient Feedback
The following section provides a commentary and summary statistics on the number of
compliments, concerns and complaints received over the last 25 months throughout NHS
Dumfries and Galloway. Data is presented to reflect national indicators as determined by the
Scottish Public Services Ombudsman (SPSO) and introduced in April 2017 as part of the
new Complaints Handling Procedure (CHP). Full details of these indicators can be found in
Appendix 6 of the NHS Dumfries and Galloway Complaints Handling Procedure (available at
https://www.nhsdg.co.uk/how-did-we-do )
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1.1. Compliments received
The following chart shows the total number of compliments noted on Datix by month to the
end of December 2021. This is likely to represent a small proportion of the total compliments
and thanks received as no comprehensive process to capture all positive feedback is
available.
Figure 1: PF1: Compliments received, by month
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Patient Services only record compliments that are sent directly to them by the public or via
services. It is therefore recognised that the numbers recorded do not fully reflect the amount
of positive feedback received by the organisation.
1.2. Concerns received
Figure 2 below shows the total number of concerns received by month to the end of
December 2021. The number of concerns returned towards the median in November
following a high number received in September. The number received dropped further in
December. Patient Services and the Patient Experience and Safety Team continue to
receive a high number of ‘business as usual’ enquiries and concerns, but are aiming to
resolve at the first point of contact as much as possible.
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Figure 2: PF2: Concerns received, by month
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1.3. Complaints received
Figure 3 below shows the total number of complaints received by month to the end of
December 2021. Complaints fell sharply in April 2020 during the early period of the
pandemic. Numbers have increased since, and despite a drop in August 2021, have
remained largely above the median this calendar year.
Figure 3: PF3: Complaints received, by month
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1.4. Overarching themes
This indicator summarises the themes associated with complaints received, using the
nationally agreed themes. The national theme codes were reviewed and updated from 1
April 2020. Note that individual complaints may have more than one theme.
Figure 4.1: PF4: Complaints by theme, top themes from 1 April 2020

Figure 4.1: PF4: Complaints by theme, top three themes from 1 April 2020
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Figure 4.2: PF4: Complaints by theme, top themes (>10 complaints) from 1 April 2020
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Fig 4.3 Complaint themes
A detailed look at the complaints from 1st April 2021 to date indicates that there has been a
slight change in the pattern year to date:
Fig 4.3: PF4: Complaints by theme, top themes from April 2021
Theme
Clinical Treatment – delay in diagnosis/treatment
Clinical Treatment - Poor Nursing Care
Staff Attitude and Behaviour
Clinical Treatments – treatments or investigations carried out poorly
Prison Regime

No.
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34
33
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1.5. Complaints by Directorate
This indicator summarises the total number of complaints by Directorate, in the following four
areas: Acute and Diagnostics, Women and Children’s Services, Mental Health (including
Prison complaints) and Community Health and Social Care. Each appears below.
Following the sharp drop below in April 2020 complaints for Acute and Diagnostics have
showed a steady increase, largely remaining above the median since September 2020.
There have been a relatively high number of complaints in July compared to previous
months. Complaints received during the period relate to Clinical Treatment in the main, with
Communication issues also being raised.
Figure 5: PF5.1: Complaints by Directorate: Acute & Diagnostics
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Figure 6: PF5.2: Complaints by Directorate: Women, Children and Sexual Health
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Figure 7: PF5.3: Complaints by Directorate: Community Health and Social Care
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Figure 8: PF5.4: Complaints by Directorate: Mental Health

PF5.4: Complaints by Directorate: Mental Health
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There was a high number of Prison complaints on October 2021. Further analysis shows
that these related to the ‘Prison Regime’ in the main. None of those complaints were upheld
or partially upheld.

1.6. Complaints closed (Stage 1)
This performance indicator summarises the total number of complaints in the
following categories:
 Closed within five days
 Closed within agreed extension
 Closed with no agreed extension
 Open and within five days
 Open more than five days with agreed extension
 Open more than five days without agreed extension
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Figure 9: PF6: Complaints closed, Stage 1

PF6: Complaints closed: Stage 1 - to 13 January 2022
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Complaints closed (Stage 2 Direct)
This performance indicator summarises the total number of complaints in the following categories:







Closed within 20 days
Closed within agreed extension
Closed with no agreed extension
Open and within 20 days
Open more than 20 days with agreed extension
Open more than 20 days without agreed extension

The chart below represents these categories. There are several Stage 2 Direct complaints about the Acute and Diagnostics Directorate that have
been open for a number of months due to the complexity of the cases (the majority of which have a linked Significant Adverse Event Review in
progress). Acute continue to progress the remaining outstanding cases. Each of these cases has an extension in place.
There are cases currently two cases overdue without extension. Patient Services are liaising with the relevant Directorates to ensure a response
or further extension is actioned as soon as possible.

Agenda Item 150 – Appendix 1
Figure 4: PF7: Complaints open / closed, Stage 2 Direct

PF7: Complaints open / closed: Stage 2 Direct - to 13 January 2022
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1.7. Complaints closed (Stage 2 Escalated)
This performance indicator summarises the total number of complaints in the following categories:







Closed within 20 days
Closed within agreed extension
Closed with no agreed extension
Open and within 20 days
Open more than 20 days with agreed extension
Open more than 20 days without agreed extension

The chart below represents these categories.
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Figure 5: PF8: Complaints closed, Stage 2 Escalated

PF8: Complaints closed: Stage 2 Escalated - to 13 January 2022
PF 8.1: Closed within 20 days

PF 8.2: Closed within agreed extension
PF 8.3 Closed with no agreed extension

NB - For those months that are
blank, no Stage Two Escalated
complaint responses were issued.

5

PF 8.4: Open and within 20 days
PF 8.5: Open more than 20 days with agreed extension
PF 8.6: Open more than 20 days without agreed extension

4

1
3

1
2

2

1

4

3
1

2
1

1

2
1

1

1

Apr 21

May 21

June 21

1

1

1

1

Oct 21

Nov 21

Dec 21

0
Jan-21

Feb 21

Mar 21

July 21

Aug 21

Sep 21

Jan 22

Agenda Item 150 – Appendix 1
1.8. Average response time to close (Stage 1)
Performance indicator summarises how long it takes, in days, to close a complaint at Stage
1 of the Complaints Handling Procedure.
The statutory timescale for responding to Stage 1 complaints is 5 working days. The median
currently sits at 7 working days.
Figure 6: PF9: Average response time (days), Stage1
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1.9. Average response time to close (Stage 2)
Performance indicator summarises how long it takes, in days, to close a complaint at the
Stage 2 Direct point of the Complaints Handling Procedure.
The statutory timescale for responding to Stage 2 complaints is 20 working days. The
median currently sits at 41 working days and response times have largely been above the
median from January 2021 onwards. This relates in part to staffing and pandemic
pressures. Responses continue to be issued to long standing, complex complaints which
also influences performance.
Where we are unable to issue a response within the 20 working day timescale, the
Complaints Handling Procedure allows for extensions to be put in place.
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Figure 7: PF10: Average response times (days), Stage 2 Direct
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Average response time to close (Stage 2 Escalated)

Performance indicator summarises how long it takes, in days, to close a complaint at the
Stage 2 Escalated phase of the Complaints Handling Procedure. As with Stage 2 Direct
complaints, the statutory timescale is 20 working days to respond. The median currently sits
at 16 days.
Few of our complaints are handled at this stage and therefore timescales tend to fluctuate
due to low numbers.
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Figure 8: PF11: Average response time (days), Stage 2 Escalated
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1.11.

Complaints upheld, partially upheld, not upheld

This performance indicator summarises the total number of complaints upheld, partially
upheld and not upheld. Success can be considered to be a decrease over time of those
complaints which were upheld or partially upheld (as a proportion of all complaints), for
clarity the charts do not show complaints that were not upheld.
Figure 9: PF12.1: % complaints, Stage 1 (Upheld)
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Figure 10: PF12.2: % complaints, Stage 1 (Partially upheld)
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Figure 11: PF12.3: % complaints, Stage 2 (Upheld)
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Figure 12: PF12.4: % complaints, Stage 2 (Partially Upheld)
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1.12.

Staff awareness and training

A training session on Managing Conflict was delivered to GP appraisers during the period
and was well received. No other formal training courses were offered but Patient Services
attended a number of team meetings to offer support to staff dealing with conflict.
As previously reported, Patient Services have developed a Beacon page to support staff
dealing with patient feedback and complaints. The page includes links to numerous relevant
online training resources and courses. The page is now being promoted and has been
accessed by a number of staff.

2.14.

Complaint Satisfaction Surveys

Complaint response letters offer complainants the opportunity to complete a survey about
their experience with the complaints process. Patient Services received no completed
surveys during the period.
It is recognised at national level that this indicator requires
review as engagement with these surveys is limited across all Boards.
A full breakdown of satisfaction survey responses is included in the Board’s annual report
each year.

2.15.

Independent contractors

This performance indicator comprises a summary of the total number of complaints received
from independent contractors delivering services on behalf of NHS Dumfries and Galloway:
GP, Pharmacy, Dental, Opticians.
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The chart, below, shows the number of responses received from independent contractors for the period April 2020 to December 2021.
Figure 13: PF16: Responses received via independent contractors
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2.16.

Scottish Public Services Ombudsman (SPSO) 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). At the time of producing this report there were 11 live complaints with
the SPSO for their consideration. The status of these complaints was recorded as follows:
Figure 14: PF17: SPSO Ombudsman complaints
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Further information on SPSO decision letters and investigations can be found on their
website at https://www.spso.org.uk/our-findings
Patient Services can assist if there are any difficulties accessing reports.
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Purpose
This is presented to the Board for:
 Decision
This report relates to a:
 Annual Operation Plan
 Emerging issue
This aligns to the following NHSScotland quality ambition(s):
 Safe
 Effective
 Person Centred
Please select the level of assurance you feel this report provides to the
board/committee and briefly explain why:

Significant
Moderate
Limited
None
Not yet assessed
Comment:
This paper relates to the work that has been undertaken around the Cardiac
Service and the need to address the challenges within the current model, which
is not sustainable. A moderate level of assurance has been given as the
challenges have been identified within the strategy and work is progressing to
agree a more sustainable model.
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From the list below, please select which Board Priority this paper relates
to. If none of the priorities suit, please select other and briefly explain why
this paper needs to be reviewed at Board/Committee:
COVID-19 Containment Work
Delivery of Sustainable Service
Models
Other (please explain below)
Comment:
Not applicable.
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Report summary

2.1

Situation

2.2

2.3



Continued Support for Staff
Wellbeing
Delivery of Enhanced Services to
address Pandemic Harms

This paper presents the outcome of the West of Scotland Cardiac Services
Review on the West of Scotland Strategy for Specialist Adult Cardiac Services
2021-26, as presented to the West of Scotland Health and Social Care Delivery
Plan Programme Board and to seek a decision from NHS Board Members to
move forward to the business case stage.

Background

In 2018 the West of Scotland Chief Executives requested a review of the
Specialist Adult Cardiac Services provided in the West of Scotland area. The
review process took into account the significant service development and
redesign that has taken place and aimed to understand the impact of the
changes that had been made, to take stock of the current position and to explore
opportunities for new service developments that could further improve patient
care and outcomes.

Assessment

Attached at Appendices 1 and 2 are the strategy document and the report taken
to the West of Scotland Health and Social Care Delivery Plan Programme
Board, which gives further detail on the background and assessment of the
review process.

2.3.1 Quality/ Patient Care
Any impact on quality and patient care are detailed within Appendices 1 and 2 of
this paper.
2.3.2 Workforce
Any workforce impact is detailed within Appendices 1 and 2 of this paper.
2.3.3 Financial
The financial impact of the implementation of the strategy and proposals for
changes to the model are not yet know, however, they will be detailed within the
business case as it is developed.
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2.3.4 Risk Assessment/Management
Risk assessments on this service will be undertaken as part of the business
case and the implementation of any revised service models.
2.3.5 Equality and Diversity, including health inequalities
An impact assessment has not been completed at this time, as it will form part of
the business case as it is developed and brought back to NHS Board for review
and endorsement.
2.3.6 Other impacts
No other impacts were identified as part of this paper.
2.3.7 Communication, involvement, engagement and consultation
The Board will carry out its duties to involve and engage external stakeholders
where appropriate and in accordance with the Health and Social Care
Communication and Engagement Strategy and process.
2.3.8 Route to the Meeting
This has been previously considered by the following groups as part of its
development. The groups have either supported the content, or their feedback
has informed the development of the content presented in this report.



2.4

West of Scotland Health and Social Care Delivery Plan Programme Board
– November 2021
Board Management Team – December 2021

Recommendation
 Decision – NHS Board Members are asked to endorse the West of Scotland
Strategy for Specialist Adult Cardiac Services 2021-26 and to agree to move
forward to the development of a business

3

List of appendices
The following appendices are included with this report:
 Appendix 1, West of Scotland Cardiac Services Review – West of
Scotland Strategy for Specialist Adult Cardiac Services 2021-2026 paper to
West of Scotland Health and Social Care Delivery Plan Programme Board
 Appendix 2, West of Scotland Strategy for Specialist Adult Cardiac
Services 2021-26
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Author(s)

West of Scotland Cardiac Services Review – West of Scotland Strategy for Specialist
Adult Cardiac Services 2021-2026
24 November 2021
Iain Wallace, Medical Advisor, WoS Regional Planning Team

Situation
The purpose of this paper is to present the outcome of the West of Scotland (WoS) Cardiac Services
Review, the WoS Strategy for Specialist Adult Cardiac Services 2021-2026, to the WoS Health and Social
Care Delivery Plan Programme Board.
The strategy provides an overview of the current adult cardiac services provided in WoS and sets out:




Key challenges facing the service;
Areas for improvement and/or re-design; and
Likely growth areas where additional resource will be required to meet the needs of our changing
population while maintaining the quality of service WoS residents currently receive.

Although most of the work to develop this Strategy took place prior to the COVID-19 pandemic, an
additional section has been added to describe its impact on cardiac services, the learning that has resulted
and the innovative practice which has been introduced
The WoS Health and Social Care Delivery Plan Programme Board are asked review and discuss the
strategy, and consider approval of its recommendations.
Background
Background to the WoS Cardiac Review
In 2018 the WoS Chief Executives requested a review of the Specialist Adult Cardiac Services provided in
the region. With some significant service development and redesign having taken place, it was felt to be an
appropriate time to revisit the service to understand the impact of the changes that have been made, to take
stock of the current position and to explore opportunities for new service developments that could further
improve patient care and outcomes.
The Boards included in the Review were Ayrshire and Arran (NHS A&A), Dumfries and Galloway (NHS
D&G), Forth Valley (NHS FV), the Golden Jubilee National Hospital (NHS GJNH), Greater Glasgow and
Clyde (NHS GGC) and Lanarkshire (NHSL).
In developing the strategy for cardiac services, and in line with the themes of Realistic Medicine1, the
Review has adhered to principles that services must:










Ensure the best clinical outcomes for patients at all times;
Be safe and sustainable;
Be patient focused, integrated between primary, secondary and tertiary care;
Make efficient and best use of resources and be cost and logistically efficient;
Be affordable and provided within the funding available;
Be accessible and provided as locally as possible;
Be adaptable to enable change over time;
Take account of clinical guidelines, standards and best evidence; and
Consider the potential of eHealth to support service delivery.

The recommendations proposed in this strategy aim to fulfil these principles, and ensure that the cardiac
care provided in the WoS is safe, effective and person centred both now and in the future.
The Review was taken forward via six, clinically led cardiac working groups. The groups included wide
representation from each of the WoS health boards, the GJNH, and the Scottish Ambulance Service. A
colleague from the British Heart Foundation (BHF) provided a service user perspective to a number of the
1

Realistic Medicine [online] https://www.realisticmedicine.scot/
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groups. The working groups met between January and July 2019, and were tasked with collating and
analysing a range of information, identifying emerging themes and making recommendations for future
service delivery. Throughout the work, where possible, services were benchmarked against Scottish, UK
and European peers. The Review’s working groups were:







Acute Coronary Syndromes;
Structural Heart Disease;
Electrophysiology and Devices;
Cardiac Surgery;
Cardiac Imaging; and
Heart Failure.

Each working group produced a number of recommendations which were ‘road-tested’ with and prioritised
by the wider cardiology community and other key stakeholders (Appendix D).
Indeed, robust engagement formed a key component of the Review’s approach with a number of
engagement events held with patient groups across WoS to ascertain the views of service users. These
included:




Focus groups in all WoS boards;
Stakeholder events; and
Survey Monkey electronic survey and postal questionnaires for cardiac surgery.

To ensure this strategy is aligned with the wider, national direction of travel and in line with evidenced
clinical best practice, it has been compiled with ongoing reference to a number of key documents including:





Scottish Government’s Heart Disease Action Plan 20212;
National Health and Social Care Delivery Plan3;
Speciality specific guidelines for cardiac services, e.g., from NICE4, SIGN567 and the European
Society of Cardiology (ESC)8 ; and
CMO Annual Report 2020-21 ‘Recover, Restore, Renew’9.

The output of the working groups, together with the views of patients and references to these external
documents has formed the basis of this Strategy.
Service Context
The combination of an aging population, deprivation, and recognised challenges around the incidence of
2

Scottish Government ‘Heart Disease: Action Plan The Scottish Government [online] https://www.gov.scot/publications/heartdisease-action-plan/ (2021)
3
Scottish Government ‘Health and Social Care Delivery Plan’ Scottish Government [online]
https://www.gov.scot/binaries/content/documents/govscot/publications/strategy-plan/2016/12/health-social-care-deliveryplan/documents/00511950-pdf/00511950-pdf/govscot%3Adocument/00511950.pdf (Dec 2016)
4
NICE ‘Cardiovascular Condition’ NICE [online] https://www.nice.org.uk/guidance/conditions-and-diseases/cardiovascularconditions
5
SIGN ‘SIGN 148: Acute Coronary Syndrome’ https://www.sign.ac.uk/assets/sign148.pdf (Apr 2016)
6
SIGN ‘ SIGN 149; Risk elimination and the prevention of cardiovascular disease https://www.sign.ac.uk/assets/sign149.pdf (Jul
2017)
7
SIGN ‘SIGN 150: Cardiac rehabilitation’ https://www.sign.ac.uk/media/1047/sign150.pdf (Jul 2017)
8
European Society of Cardiology ‘Guidelines and Scientific Documents’ European Society of Cardiology [online]
https://www.escardio.org/Guidelines?gclid=Cj0KCQiA6IHwBRCJARIsALNjViWN7BMZkUE0BxC3G2SM08ILQGG18KxtApwC2Tm6j5
4B0lJzcp7r8E8aAuiiEALw_wcB
9
Scottish Government ‘Chief Medical Officer – Annual Report: 2020 to 2021’ The Scottish Government [online]
https://www.gov.scot/publications/cmo-annual-report-2020-21/ (Mar 2021)
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high blood pressure, diabetes, smoking, obesity, poor diet and low physical activity in the WoS contribute to
a higher prevalence of heart and circulatory diseases than in other areas of the UK. Indeed, work by BHF in
mapping premature death rates for heart and circulatory disease by local authority, show that the WoS has
some of the highest premature death rates associated with heart and circulatory disease (CVD) in the UK.
Figure 1: UK premature heart and circulatory disease (CVD) death rate by local authority 2015-17

As such, the WoS is likely to see higher demand for its cardiac services that many other parts of the UK,
with those patients potentially being more complex to manage due to their multiple co-morbidities.
Service overview
While cognisance of primary and national cardiac services was maintained during the course of the Review,
its main focus has been on secondary and tertiary level services. A detailed overview of these is given in
Section 2 of the strategy, however, the table below provides a summary:
Secondary care services: Provided by all territorial WoS boards they provide many of the core
elements required to deliver a high quality specialist cardiac service for the population:






10

Out-patient management:
o Assessment and follow-up;
o Investigative procedures such as ECG, transthoracic and transoesophageal
echocardiography, CT coronary angiography (CTCA), cardiac magnetic resonance
(CMR) imaging, exercise tolerance testing and cardiac ambulatory recording;
Front door emergency assessment;
In-patient management – care split between general medicine and cardiology including
Coronary Care Unit (CCU)/High Dependency Unit (HDU);
Provision of day case procedures such as internal loop recorder (ILR), pacemaker and ICD
implantation10;
Integrated multi-disciplinary care in partnership with Medicine for the Elderly, Palliative Care,

GJNH provides ICDs for NHSD&G
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Respiratory, Diabetes, Psychology, Pharmacy, Occupational Therapy and Physiotherapy
teams; and
Cardiac rehabilitation.

Tertiary care services: Delivered at a limited number of sites by a limited number of clinicians
to optimise outcomes and maximise use of the often expensive infrastructure required to deliver
them. In the WoS These services are primarily delivered at GJNH, with elements of service at
University Hospital Hairmyres (UHH), University Hospital Ayr (UHA) and in NHS Forth Valley:









Coronary angiography;
Percutaneous coronary intervention (PCI);
Cardiac re-synchronisation therapy device (CRT) implantation;
Radio-frequency ablation (RFA);
Coronary artery by-pass graft surgery;
Cardiac valve surgery;
Surgical intervention on the aorta; and
Percutaneous valve replacement or repair including trans-catheter aortic valve
implantation (TAVI) and Mitraclip.

The speciality sees approximately 60,000 outpatient attendances per annum. This represents an
approximate rise of 17% over a ten year period.
Figure 2: West of Scotland Cardiology number of consultant outpatient attendances by year, clinic type and
referral type

In terms of inpatient activity, there were approximately 19,600 inpatient spells during 2019/20, equivalent to
approximately 98,500 bed days. While there was an 11% reduction in elective inpatient spells since
2009/10, over the same period there was an increase in non-elective inpatient spells (+33%) and an
increase in bed days for both elective and non-elective patients (+28% and +59% respectively).
Figure 3: West of Scotland Cardiology number of spells and bed days by year and admission type
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With regards to Cardiac Surgery, a 12% increase in activity was seen between 2016/17 and 2019/20 which
is attributed in a large part to an increase in the number of isolated coronary artery by-pass grafts (CABG)
being performed. There was a 30% fall in activity in 2020/21 due to the impact of the COVID-19 pandemic.
An overview of the procedures undertaken 2016/17 - 2020/21 is given below.

Figure 4: Cardiac surgical procedures Golden Jubilee National Hospital
Procedures
Isolated CABG
Isolated AVR
Isolated MVR
CABG +AVR
CABG + MVR
Aortic + Mitral
CABG + Aortic + Mitral

Other
Total
Source CATHI, GJNH

2016/17
545 (45.7%)
227 (19%)
52 (4.4%)
121 (10.2%)
17 (1.4%)
12 (1.0%)
3 (.3%)
215 (18.0%)
1,192

2017/18
585 (48.3%)
212 (17.5%)
55 (4.5%)
122 (10.1%)
15 (1.2%)
18 (1.5%)
4 (.3%)
199 (16.4%)
1,210

2018/19
629 (47.9%)
211 (16.1%)
55 (4.2%)
121 (9.2%)
25 (1.9%)
16 (1.2%)
10 (.8%)
245 (18.7%)
1,312

2019/20
647 (48.3%)
221 (16.5%)
60 (4.5%)
127 (9.5%)
16 (1.2%)
20 (1.5%)
5 (.4%)
244 (18.2%)
1,340

2020/21
371 (39.5%)
175 (18.6%)
59 (6.3%)
95 (10.1%)
19 (2.0%)
17 (1.8%)
7 (.7%)
197 (21.0%)
940

Service Challenges
The service faces a number of challenges which include:


Workforce: Specialist Adult Cardiac Services are experiencing significant workforce challenges in
key staff groups. In particular:
Cardiac physiologists
The Heart Disease Action Plan (2021) highlights that over the last 5 years there has been a 46%
increase in the demand for cardiac physiology services in NHS Scotland, however, local workforce
data shows that during the same period a stubborn vacancy rate has been seen11. Indeed as of
August 21 there was a 6.5% vacancy rate (14.4WTE) for the WoS. Projections going forward show a

11

Heart Disease Action Plan (2021)
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predicted shortfall of 45% (68 WTE) by 2025/26. This is based on maintaining the current
establishment and not expanding the workforce to address unmet need and demographic change.
The shortfall has been recognised nationally with the Scottish Government committing to fund
additional training places on the four year BSc course in Clinical Physiology as well as increasing the
workforce through promoting recruitment into Scientist Training programmes and Practitioner BSc
programmes12. While this will help to support the service in the medium term, the current gap
presents a challenge for cardiac services in the timely provision of key tests and the delivery of
catheter lab procedures.
Specialist Heart Failure Nurses
The British Society for Heart Failure Nurse Forum recommends that there should be 2-4 specialist
HF nurses per 100,000 population, however, at present the WoS has approximately 1 per 100,00013.
Indeed, since the establishment of specialist HF nurse services more than ten years ago workload
has increased with no corresponding increase in staffing (27.14 whole time equivalent [WTE] in 2008
and 27.59 WTEs in 2018), indicating that many patients are going without this valuable support. One
consequence of this is a large number of avoidable hospital admissions.
As well as the number of HF nurses, a further challenge is that all WoS HF nurse services provide
care for people with heart failure with reduced ejection fraction (HFrEF). There is no service for
people with HF with preserved ejection fraction (HFpEF) who account for 40-50% of patients with HF
and have similar education, self-management and rehabilitation needs. This is a major omission and
leads to sub-optimal care again with avoidable admissions and re-admissions.
Consultant Electrophysiologists
There are five electrophysiology consultants in the WoS (2 per million population); this is lower than
the rest of Scotland which has a ratio of 2.41 per million and well short of the UK average of 3 per
million population. Furthermore the electrophysiologists in post are not distributed evenly across all
Boards. In particular, NHS A&A, NHS D&G and NHS L have no cardiologists with this sub-specialty
interest leading to inequity of patient access to care.
Another issue seen in the sub-speciality is that electrophysiologists here implant most complex
devices, however, in other areas of the UK heart failure specialists have a larger role in implanting
cardiac resynchronisation therapy (CRT) devices. This impacts on the time electrophysiologists have
available to perform ablations, indeed, it is recognised that waiting times for electrophysiological
studies and ablation are too long, over a year at present.


Inconsistent diagnostic pathways: There are inconsistencies and delays in the diagnostic
pathways across the WoS including the following:
o

BNP/NTproBNP is a key test in the diagnosis of heart failure. Despite a national business
case being approved in 2017, some clinicians in emergency medicine, general medicine and
primary care are still unable to request this test. This delays diagnosis of HF and also results
in unnecessary hospital appointments.

12

Scottish Government ‘Health and Social Care: Integrated Workforce Plan’ Scottish Government [online]
https://www.gov.scot/publications/national-health-social-care-integrated-workforce-plan/ (Dec 19)
13
Masters J, Barton C, Blue L, Welstand J. Increasing the heart failure nursing workforce: recommendations by the British Society
for Heart Failure Nurse Forum. British Journal of Cardiac Nursing. 2019:14(11)1–12. https://doi.org/10.12968/bjca.2019.0109
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o

o

Recent NICE14 and SIGN15 guidelines both recommend CTCA as the first line investigation in
patients with suspected angina, however, in the WoS, this investigation is only performed in a
minority of patients with most undergoing traditional functional testing on an exercise
treadmill or nuclear imaging16. In contrast to the current throughput of 1,400 scans per year,
estimates of future demand vary between 5,000-12,000 p/a (200-500 CTCAs per 100,000
population17). It is worth noting that in Greater Manchester, a similar sized population to the
West of Scotland, approximately 3,000 scans were performed in 2018.
Transoesophageal and stress echocardiography is not available in D&G.

Such inconsistencies result in inequity of provision and inefficiency in how finite resources are
deployed e.g. by delayed diagnosis, resulting in longer hospital stays, more appointments than might
otherwise have been required, and increased prescribing not to mention worry and uncertainty for
patients.


Lack of consistent treatment pathways: There are also inconsistencies and delays in treatment
pathways across the WoS. They include:
o

Acute Coronary Syndrome – Most patients who present with non-ST segment elevation
myocardial infarction (NSTEMI) are admitted to their local hospital and, depending on their
risk score for a future coronary event, are transferred to the GJNH or UHH for angiography
and intervention. This hub and spoke model inevitably introduces a delay in the patient’s
journey with WoS data showing a median time of four days from time of admission to
angiography and a median length of stay of six days.
A direct access NSTEMI service has been implemented at GJNH whereby high risk patients
are identified in the pre-hospital or ED setting and transferred directly to the GJNH. The
median length of stay for patients managed by the re-designed service is one day (mean
1.86 days), and it has shown significant clinical and economic benefits. While this has been a
positive development, it is only available to patients in the GJNH catchment.

o

Management of Heart Rhythm Disorders – As previously mentioned there is a shortage of
both electrophysiologists and cardiac physiologists, with access to the former being
inconsistent across the WoS. This leads to extended waiting times for diagnostics and
treatment, and variable waiting times across the region.
A further barrier to consistent access is the centralised nature of some services. While
pacemakers are implanted in all Boards and ICDs in most, CRTs are only implanted in the
GJNH and FVRH with follow up for patients living in A&A and NHSL delivered in GGC
(usually at Glasgow Royal Infirmary or Stobhill ACH).
There is also unwarranted variation, particularly in relation to the management of patients
presenting with palpitations and/or suspected atrial fibrillation in primary care, the use of
novel oral anticoagulants (NOACs) for stroke prevention in patients with non-valvular AF and
the use of ambulatory ECG monitoring.



Data collection and Governance: In developing this strategy, a recurring theme has been the lack
of robust data to inform planning decisions and also to provide assurance. Data submission to the
National Cardiac Audit Programme run by NICOR has recently ceased and while plans are in place

14

NICE ‘CG-95: Recent-onset chest pain of suspected cardiac origin: assessment and diagnosis’ NICE [online]
https://www.nice.org.uk/guidance/cg95/chapter/Recommendations (Nov 16)
15
SIGN ‘SIGN 151 – Management of Stable Angina’ SIGN [online] https://www.sign.ac.uk/media/1088/sign151.pdf (Apr 2018)
17

Nicol E . The challenge of national CT Coronary Angiography (CTCA) provision in response to NICE CG95 update, 2016.
http://www.bsci.org.uk
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to replicate this in Scotland through PHS it is likely to be some time before an alternative is in place,
potentially exacerbating the problem. Unlike for cancer services, heart disease has not had the
benefit of the investment to understand demand and capacity, performance, changing technology
and patient outcomes to any great level. It will be important going forward to ensure services are
both meeting demand in a timeous manner and to ensure the service provision is achieving the best
outcomes for the population it is serving. This should arguably be one of the top priorities for Boards
as without this the quality of strategic decision-making is likely to be compromised.


The management of heart failure: At present 80% of people with HF require an unscheduled
hospital admission to make a diagnosis and commence life-saving treatment. When they are
admitted, the majority of WoS inpatient heart failure care is delivered out with cardiology with only a
third of total HF bed days were spent in a cardiology ward in 2019/20. Furthermore only Forth Valley
Royal Hospital and University Hospital Crosshouse currently have in-patient HF teams. As such,
most WoS hospitals are unable to meet recommendations made by NCEPOD18, SIGN and NICE
that all hospitalised patients with HF should have access to a multi-disciplinary HF team during their
admission. The absence of an in-patient HF team and majority of patients being managed out with
cardiology wards contributes to diagnostic delay, sub-optimal treatment and lack of appropriate MDT
follow-up.
Issues are also seen with regards:
o

o

o

o

CRT referral rates in Scotland are significantly lower than in England. One factor may be the
absence of long-term ECG follow-up for patients discharged from HF services as conduction
abnormalities often present later in the disease trajectory.
Specialist HF nurse services in the WoS where, as mentioned above, care is only offered to
people with heart failure with reduced ejection fraction (HFrEF). Those with preserved
ejection fraction (HFpEF) have similar care needs and also have similar, if not higher, rates of
hospitalisation and length of stay in comparison to those with HFrEF. There has also been a
number of clinical trials demonstrating the effectiveness of some medicines in reducing
deaths and hospitalisations in this group. In England and Wales around 50% of HF services
include patients with HFpEF. This inequity also extends to access to cardiac rehabilitation.
Increasing levels of poly-pharmacy and multi-morbidity in the ageing heart failure population
has made drug regimens increasingly complicated. The NCEPOD Acute Heart Failure
Report 2018 highlighted that 26.5% patients had one or more medication issues during their
hospital admission.
Compared to people with advanced cancer, those living with advanced heart failure have less
understanding of their condition, less involvement in clinical decision making, less access to
palliative care services and less opportunity to discuss realistic care preferences19. Although
integrated heart failure and palliative care services are recommended in national
guidelines2021222324, they are not implemented equitably across services.

18

NCEPOD ‘The National Confidential Enquiry into Patient Outcome and Death. Failure to Function’ 2018. London
https://www.ncepod.org.uk/2018report2/AHF%20full%20report.pdf
19
BHF ‘Caring Together’ British Heart Foundation [online] https://www.bhf.org.uk/what-we-do/news-from-the-bhf/news- HF
accounts for 2% of the entire NHS budget. Currently most of this is spend on in-patient care. Re-orientating investment towards
archive/2017/november/palliative-care-project-helps-heart-patients
20
National Confidential Enquiry into Patient Outcome & Death, Acute Heart Failure report Nov 2018
https://www.ncepod.org.uk/2018report2/AHF%20full%20report.pdf
21
SIGN ‘SIGN 147 –Management of chronic heart failure’ SIGN [online] https://www.sign.ac.uk/assets/sign147.pdf (Mar 2016)
22
NICE ‘Acute heart failure: diagnosis and management
Clinical guideline [CG187]’ NICE [online] https://www.nice.org.uk/guidance/cg187 (Oct 2014)
23
NICE ‘Chronic heart failure in adults: diagnosis and management NICE guideline [NG106]’ NICE [online]
https://www.nice.org.uk/guidance/ng106 (Sept 2018)
24
NICOR England and Wales National Heart Failure Audit 2018
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Forecast future increase in demand – In common with other diseases associated with an aging
population and unhealthy lifestyle factors, an increase in demand for specialist adult cardiac services
in forecast. By condition this is expected to be:
Condition
Heart Failure
Coronary Heart Disease
Angina

Increase 2017/18 - 2038
55%
36%
34%

If not mitigated, this increase in demand will compound the aforementioned challenges, making
delivery of specialist adult cardiac services more difficult for staff and their Boards, and ultimately
impacting on patients and their experience of care.


COVID-19: The impact of COVID has been felt keenly by services across the Region. Staff have
been redeployed to other areas, CCUs have been commissioned as HDUs, and a significant amount
of planned activity has been cancelled. The impact on individual Boards has varied throughout the
pandemic depending on the prevalence of COVID related illness and the volume of individuals with
non-COVID related pathology presenting. This has resulted in peaks in demand being experienced
at different times in different Boards. Demand for critical care has also been uneven.
It is also of note that while service recovery is now undoubtedly underway in many areas, COVID
continues to present an ongoing challenge to day to day service provision due to continuing
requirements around cleaning and social distancing, depleted staffing, and increasing patient acuity.
Despite these challenges, the pandemic has also been a catalyst for innovation and introduction of
new ways of working.




NHS GGC succeeded in reducing waiting times for new HF referrals across the Board area
from 52 weeks to 4 weeks between Jan-July 2021, in part driven by the OPERA HF
diagnostics Research and Innovations project which improved the HF pathway.
The roll out of active clinical referral triage (ACRT) has gathered pace in the Region, with
more than half of new patient referrals in NHS L now managed via self management
pathways or vetted straight to test.
The National Heart Failure Group has worked in partnership with the Scottish Access
Collaborative, Modernising Patients Pathway Programme (MPPP) and the Scottish
Government Technology Enabled Care (SG TEC) Team to produce a clinical specification
and procure a HF digital remote monitoring platform; NHS A&A and NHS GGC have been
identified as pilot Boards.

Assessment
In line with the principle of the Review and the wider strategic context in which the cardiac service sits,
continuation of the service in its current form is unsustainable and will only lead to exacerbation of the
challenges set out in the previous section.
The following areas are therefore identified as priorities for change:





There should be a focus on increasing the workforce in key areas namely; cardiac physiology
specialist heart failure nursing, and electrophysiology;
The quality of data for service management and planning must be improved;
Care and diagnostic pathways across the region should be standardised in order to ensure
consistency of patient access to services; and
Heart failure services must be improved if patients are to receive the care they need to live healthier
lives for longer.
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To progress change in these areas, the following actions have been identified by the working groups, and
ratified by the wider stakeholder group:
Service change
 Evidence-based Diagnostic and Treatment Pathways should be implemented consistently
across the Region – This will improve quality, efficiency, cost-effectiveness and equity of care.
Exemplar models should be identified, shared and supported. Over time all pathways should be
supported by digital technology with AI, remote monitoring and telehealth solutions embedded.


A direct NSTEMI service for the WoS should be established – All patients in the West of
Scotland should have access to this service leading to a more person centred and efficient
response with improved clinical outcomes and reduce occupied bed days.



The use of ‘Attend Anywhere/Near Me’ and other remote consultation options should be
increased – In light of experience gained during the COVID-19 pandemic, the opportunity to use
telephone and video consultations should be maximised.

Enablers
 Access to a range of cardiac imaging modalities should be improved whilst there should
be some disinvestment in nuclear cardiology – There should be equitable access to
echocardiography, CTCA, CT Angiography (aorta) and CMR, and capacity should be aligned to
the implementation of evidence-based diagnostic pathways. This will ensure optimum waiting
times are achieved and better outcomes delivered for all West of Scotland patients. As
myocardial perfusion imaging has been replaced by better alternatives some disinvestment in
nuclear cardiology should take place to fund expansion of other modalities.


The number of Specialist Heart failure nurses should be increased to maximise the impact
of managing HF pro-actively, to effect a significant reduction in hospitalisation, and improve
palliative care – Modelling based on assumptions in published research25 suggests that
deployment of an additional 22 heart failure nurses (the number required to reach the
recommended 2 HF nurses per 100,000 population26) could improve clinical outcomes and
reduce occupied bed days across the WoS by 2,564 p/a. It would also make a substantial
contribution to ensuring an equitable service is provided to all individuals with HF in the WoS,
meaning those with HFpEF have access to the same level of specialist input.



A lead heart failure, and lead arrhythmia clinician should be identified within every WoS
Board – In addition, clearly identified heart failure sessions should be included in consultant jobplans in every acute hospital delivering care to people with heart failure.



Access to electrophysiology investigations and interventions should be increased - There
should be equitable access to catheter ablations for arrhythmias and Cardiac Re-synchronisation
Therapy (CRT) implants across the West of Scotland. Capacity should be aligned to the
implementation of evidence-based diagnostic and treatment pathways. This will ensure delivery
of optimum waiting times as well as improved clinical outcomes and managing demand more
effectively.



The number of cardiac physiologists should be increased – Additional cardiac physiologists
should be appointed to support implementation of the full range of WoS diagnostic and treatment
pathways.



There should be additional investment in data collection and coding – All services in the
WoS should participate in the Scottish Cardiac Audit Programme once this is established. In the

25

Stewart S, Blue L, Walker A, Morrison C, McMurray JJ. An economic analysis of specialist heart failure nurse management in
the UK; can we afford not to implement it? Eur Heart J. 2002 Sep;23(17):1369-78. doi: 10.1053/euhj.2001.3114. PMID:
12191748.
26
Masters J, Barton C, Blue L, Welstand J. Increasing the heart failure nursing workforce: recommendations by the British Society
for Heart Failure Nurse Forum. British Journal of Cardiac Nursing. 2019:14(11)1–12. https://doi.org/10.12968/bjca.2019.0109
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meantime local data collection should be supported and where appropriate aligned with the
proposed regional diagnostic and treatment pathways.


Electronic referrals between cardiac services should be the norm – All referrals across the
West of Scotland, both at a secondary and tertiary level, should be sent electronically to improve
safety and quality of care and also to facilitate service and resource planning.



Patient/stakeholder engagement should be built into service evaluation and planning –
This should be embedded routinely into service planning and delivery. A West of Scotland
cardiac services stakeholder group should be established to facilitate this and include
collaborative partnership working with the third sector.



Regular horizon scanning and service planning should be established– Developing the
specialist cardiac services strategy has highlighted the benefit of bringing together a wide range
of staff from across the West of Scotland to plan future services. This should not be a ‘one off’
event. It is recommended that the WoS Specialist Cardiac Services Group continues to regularly
review the performance of services in the WoS and make adjustment to strategic direction as
appropriate. It should evaluate the likely impact of emerging technologies and new research
evidence and, if necessary, make recommendations for additional investment/disinvestment or
re-design. In doing so, the Group should balance the desire to introduce new technology with
the need to ensure that there is equitable access to ‘core’ services across the Region. The West
of Scotland should also continue to work with the National Planning Board in developing TAVI,
surgical aortic valve replacement (SAVR), Mitraclip and LAAO services ensuring that all
developments fit within the overall financial envelope available for local, regional and national
specialist cardiac services.

While it will not be possible to implement all of the recommendations immediately due to resource and
workforce constraints, if approved it is envisaged that this strategy will be taken forward over the next five
years with a detailed timeline set on approval of the document.
Governance
The strategy has been approved by the WoS Speciality Cardiac Services Steering Group, and has been
submitted to the WoS Medical Directors and WoS Nurse Directors for review and comment prior submission
to this Group.
The WoS Chief Executive Group reviewed and approved the document on 29 October 2021, and
recommended that it should be submitted to all WoS Boards for ratification via their internal governance
routes in order to ensure broad support for the direction of travel set out in the recommendations.

Recommendation
The WoS Health and Social Care Delivery Plan Programme Board are asked to:




Note and discuss the proposed service models for the delivery of Cardiac services in the West of
Scotland;
Review and approve the strategy and its recommendations for progression via WoS Board
governance routes; and
Approve the development of a process to prioritise recommendations that require financial resource,
and development of full business cases in due course. The proposed approach will be shared with
Chief Executives for approval before commencement.
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SUMMARY of KEY RECOMMENDATIONS
This Strategy identifies areas where specialist cardiac services provision should be
enhanced. The main areas the Group recommends focusing on are:
Service change










Evidence-based Diagnostic and Treatment Pathways should be implemented
consistently across the Region – this will improve quality, efficiency, costeffectiveness and equity of care. Exemplar models should be identified, shared and
introduced across the West of Scotland (WoS). Over time all pathways should be
supported by digital technology with artificial intelligence (AI), remote monitoring and
telehealth solutions embedded.
A direct non-ST segment elevation myocardial infarction (NSTEMI) service for
the WoS should be established – all patients in the WoS should have access to
this service leading to a more person centred and efficient response with improved
clinical outcomes and reduce occupied bed days.
The use of ‘Attend Anywhere/Near Me’ and other remote consultation options
should be increased – in light of experience gained during the COVID-19 pandemic,
the opportunity to use telephone and video consultations should be maximised.
Active Clinical Referral Triage should be established as routine practice – this
will provide an opportunity to deliver earlier initiation/optimisation of therapy prior to
appointment, and, if appropriate, remote patient management to avoid unnecessary
clinic attendance. Exemplar models are already demonstrating a reduction in
diagnostic and treatment waiting times and use of diagnostic tests.
Cardiac rehabilitation should be made available to all patients with heart failure
with preserved ejection fraction (HFpEF) and atrial fibrillation (AF).

Enablers




Access to a range of cardiac imaging modalities should be improved whilst
there should be some disinvestment in nuclear cardiology – there should be
equitable access to echocardiography, CT Coronary Angiography (CTCA), CT
Angiography (aorta) and Cardiac Magnetic Resonance imaging (CMR) and capacity
should be aligned to the implementation of evidence-based diagnostic pathways.
This will ensure optimum waiting times are achieved and better outcomes delivered
for all WoS patients. As myocardial perfusion imaging has been replaced by better
alternatives some disinvestment in nuclear cardiology should take place to fund
expansion of other modalities.
The number of Specialist Heart failure nurses should be increased to maximise
the impact of managing HF pro-actively and to effect a significant reduction in
hospitalisation - an equitable service should be provided to all individuals with HF in
the WoS, meaning that those with HFpEF have access to the same level of specialist
input.
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A lead heart failure clinician should be identified within every WoS Board – in
addition, clearly identified heart failure sessions should be included in consultant jobplanning in every acute hospital delivering care to people with heart failure.
Access to electrophysiology investigations and interventions should be
increased - there should be equitable access to catheter ablations for arrhythmias
and Cardiac Re-synchronisation Therapy (CRT) implants across the WoS. Capacity
should be aligned to the implementation of evidence-based diagnostic and treatment
pathways. This will ensure delivery of optimum waiting times as well as improved
clinical outcomes and managing demand more effectively.
A lead arrhythmia clinician should be identified within every WoS Board - the
lead clinician for arrhythmias should have clearly identified sessions for delivery of
care for patients with arrhythmias, for participation in Multidisciplinary Team (MDT)
Meetings with other specialists throughout the region, and for supporting specialist
nurses and specialist cardiac physiologists in their roles.
The number of cardiac physiologists should be increased – additional cardiac
physiologists should be appointed to support implementation of the full range of WoS
diagnostic and treatment pathways.
There should be additional investment in data collection and coding – all
services in the WoS should participate in the Scottish Cardiac Audit Programme once
this is established. In the meantime local data collection should be supported and
where appropriate aligned with the proposed regional diagnostic and treatment
pathways.
Electronic referrals between cardiac services should be the norm – all referrals
across the WoS, both at a secondary and tertiary level, should be sent electronically
to improve safety and quality of care and also to facilitate service and resource
planning.
Patient/stakeholder engagement should be built into service evaluation and
planning – this should be embedded routinely into service planning and delivery. A
WoS cardiac services stakeholder group should be established to facilitate this and
include collaborative partnership working with the third sector.
Regular horizon scanning and service planning should be established –
developing the specialist cardiac services strategy has highlighted the benefit of
bringing together a wide range of staff from across the WoS to plan future services.
This should not be a ‘one off’ event. It is recommended that the WoS Specialist
Cardiac Services Group continues to regularly review the performance of services in
the WoS and make adjustment to strategic direction as appropriate. It should
evaluate the likely impact of emerging technologies and new research evidence and,
if necessary, make recommendations for additional investment/disinvestment or redesign. In doing so, the Group should balance the desire to introduce new
technology with the need to ensure that there is equitable access to ‘core’ services
across the Region. The WoS should also continue to work with the National Planning
Board in developing transcatheter aortic valve implantation (TAVI), surgical aortic
valve replacement (SAVR), MitraClip and left atrial appendage occlusion (LAAO)
services ensuring that all developments fit within the overall financial envelope
available for local, regional and national specialist cardiac services.
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EXECUTIVE SUMMARY
This Strategy provides an overview of the current specialist adult cardiac services provided
in the West of Scotland (WoS), sets out key challenges facing the service and areas for redesign. It also highlights likely growth areas, those areas that require additional resource to
deliver levels of activity to meet the growing needs of our population, and to maintain quality
indicators in the WoS.
In developing this Strategy, services in the WoS have been benchmarked against Scottish,
UK and European peers and feedback sought from service users and staff.
Despite extensive redesign to increase efficiency and effectiveness of the cardiac service, it
is no longer able to keep pace with increasing demand. Constantly evolving technologies,
the increasing prevalence of heart disease due to changing demography, increasing patient
expectations and the requirement to meet treatment time guarantees maintains pressure on
an already challenged specialty.
The Strategy working groups have made a number of key recommendations which have
been endorsed at stakeholder engagement events. It is the view of the Steering Group that
implementing these recommendations will ensure cardiac services in the region meet the
needs of the population well into the future.
Whilst resource and workforce constraints combined with the impact of the COVID-19
pandemic mitigate against early implementation of some of the recommendations set out
here, this strategy provides WoS Boards with a 5 year plan for adult specialist cardiac
services that will deliver, in due course, the best possible, clinically appropriate, safe,
effective and patient centred care.
Although most of the work to develop this Strategy took place prior to the pandemic, sections
have been updated in light of the learning gleaned from managing its impact. In addition, the
Strategy aligns with the Scottish Government’s Heart Disease Action Plan1 (2021) and the
most recent CMO’s Annual Report 2020-21 ‘Recover, Restore, Renew2’.
The Strategy will be presented to the WoS Chief Executives Group for consideration. Where
recommendations are supported, it is envisaged that a process to prioritise
recommendations that require financial resource will be taken forward and in due course a
full business case developed for approval by the Chief Executives of the WoS Boards. If
implementing any of the recommendations is deemed to fall into the category of major
service change, the nationally agreed process for this will be invoked.
Grateful thanks go to all those who have contributed to this Strategy including Steering
Group members, Chairs and members of the working groups and those involved from the
West of Scotland Regional Planning Team.
1

Scottish Government ‘Heart Disease: Action Plan The Scottish Government [online]
https://www.gov.scot/publications/heart-disease-action-plan/ (2021)
2
Scottish Government ‘Chief Medical Officer – Annual Report: 2020 to 2021’ The Scottish Government [online]
https://www.gov.scot/publications/cmo-annual-report-2020-21/ (Mar 2021)
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ONE: INTRODUCTION
This Strategy sets out the proposed direction of travel for specialist adult cardiac services in
the West of Scotland (WoS) over the next 5 years and beyond recognising the benefits to
service users and staff of planning, developing and delivering services in a consistent way
across the region. In making recommendations for improvements to ensure that the
population of the WoS continues to receive the best cardiac care, at the right time, in the
right place and by the right clinician, the Review has taken into account the views of a wide
range of stakeholders.

1.1 Background

Over the past ten years developments in the provision of cardiac services have resulted in
many improvements in patient outcomes. For example, there has been a reduction in the
number of people dying from myocardial infarction (MI) as a result of interventions such as
Primary Percutaneous Intervention (PPCI). Those patients with severe aortic stenosis
unable to undergo open heart surgery have had their quality of their life transformed by
Trans-catheter Aortic Valve Implantation (TAVI).
Highly trained heart failure nurses help people with a diagnosis of heart failure to stay out of
hospital for longer and with improved symptom control which positively impacts on quality of
life and despite an increasing prevalence of certain arrhythmias (irregularities in the
heartbeat), including atrial fibrillation (as a result of ageing population and increasing
prevalence of co-morbidities such as hypertension, obesity, heart failure, type 2 diabetes),
there is an increased survival of patients with life-threatening ventricular arrhythmias as a
result of improving medical therapy and Implantable Cardioverter-Defibrillator (ICD) therapy.
In 2018 the WoS Chief Executives requested a review of the Specialist Adult Cardiac
Services provided in the Region. With some significant service development and redesign
having taken place, it was felt to be an appropriate time to revisit the service to understand
the impact of the changes that have been made, to take stock of the current position and to
explore opportunities for new service developments that could further improve patient care
and outcomes.

1.2 Guiding Principles
To ensure the themes of Realistic Medicine3 underpinned the Cardiac Review, a number of
guiding principles were identified and agreed.




3

Ensure the best clinical outcomes for patients at all times;
Be safe and sustainable;
Be patient focused, integrated between primary, secondary and tertiary care;
Make efficient and best use of resources and be cost and logistically efficient;

Realistic Medicine [online] https://www.realisticmedicine.scot/
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Be affordable and provided within the funding available;
Be accessible and provided as locally as possible;
Be adaptable to enable change over time;
Take account of clinical guidelines, standards and best evidence; and
Consider the potential of eHealth to support service delivery.

1.3 Development of the Strategy: Methodology and Approach
Under the auspices of the WoS Planned and Cancer Care Group, a WoS Adult Specialist
Cardiac Strategy Review Group was set up to oversee the development of the strategy. Its
work was supported by six cardiac working groups and informed by a patient engagement
exercise.
The working groups met between January and July 2019. They were tasked with collating
and analysing a range of information, identifying emerging themes and making
recommendations for future service delivery. The groups were:







Acute Coronary Syndromes;
Structural Heart Disease;
Electrophysiology and Devices;
Cardiac Surgery;
Cardiac Imaging; and
Heart Failure.

Groups were clinically led with representation from each of the WoS health boards and the
Golden Jubilee National Hospital (GJNH) and included consultant cardiologists, cardiac
surgeons, service managers, specialist cardiac nurses, cardiac pharmacists, cardiac
physiologists, medical physics, the Scottish Ambulance Service (SAS) and the British Heart
Foundation (BHF).
Each group was charged with delivering a speciality specific report containing information
relating to the following:








Analysis of current activity/demand/capacity/patient outcomes;
Identification of service challenges and opportunities;
Demographic position that will influence the service provision through 2020-2025 and
beyond;
Horizon scanning to inform future requirements;
Learning from, and benchmarking against other healthcare systems;
Understanding of the national context and the requirements for service delivery; and
Articulating the clinical case for change.

Data and information were collected on current service provision throughout the Region;
pathways for diagnosis and treatment; and provision of specialist treatments (including
comparison of protocols for diagnosis and referral).
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Each of the working groups produced a number of recommendations which were ‘roadtested’ with the wider cardiology community and other key stakeholders.
In addition to this, a number of engagement events were held with patient groups across the
WoS to ascertain the views of service users. These included:




Focus groups on all WoS boards;
Stakeholder events; and
Survey Monkey electronic survey and postal questionnaires for cardiac surgery.

The output of the working groups, together with the views of patients, were finalised in
January 2020. Shortly thereafter the COVID-19 pandemic took hold which meant pulling all
the strands together into a single Strategy document was delayed. As a result, some of the
data and evidence cited in the Working Group reports has required updating. This has
necessitated undertaking some additional work with the Chairs of the Working Groups and
other members of the WoS Adult Specialist Cardiac Strategy Review Group.

1.4 Epidemiology
The WoS comprises around 50% of the total population of Scotland.
Figure 1: Mid-year population estimates: NHS Board areas, 2018 NRS

Collectively the WoS provides a full range of cardiac services. The majority of these are
provided locally with patients requiring more specialised services going to GJNH or, for
acute coronary syndromes only, University Hospital Hairmyres (UHH). Due to NHS Forth
Valley’s (NHS FV) location some patients from this Board go to the Royal Infirmary of
Edinburgh.
With five territorial Boards and one Special Health Board comprising the membership of the
WoS cardiac community, each contribute their own views to the future vision of the provision
of cardiac services. National priorities and the potential impact on services in the North and
East of Scotland have also been considered, especially where boards work across regional
boundaries.
SAS also play a significant role in the provision of cardiac services, including pre-hospital
monitoring, diagnosis, administration of medications, rapid patient transfers and repatriation.

Heart Disease in the Population

8

The WoS population is projected to increase by 1.3% between 2018 and 2038. With age a
key risk factor for Coronary Heart Disease, it is important to note that number of people aged
75 years and over is expected to increase by 51%.
Figure 2: Percentage change in population from 2018, Scotland and West of Scotland, by
year and age group, (2018 based projections)

All boards in the WoS are projected to see a large increase in residents aged 75 years and
over, some boards will also see pressure on future staff availability in the Health and Social
Care service as the number of younger people is expected to decline.
Figure 3: Percentage change in West of Scotland populations between 2018 and 2038, by
Health Board and age group, (2018 based projections)

Within Scotland, prevalence and mortality rates for coronary heart disease both increase
with deprivation. For the period 2014 - 2018 standardised mortality ratios were 2.4 times
higher in the most deprived SIMD decile compared to the least deprived, rising to 5.8 times
higher for people aged 65 and under (Figure 4). Whilst mortality rates have decreased
across all deciles, the relative gap between the most and least deprived has widened. The
high level of deprivation in the WoS means that coronary heart disease (CHD) will continue
to be a challenge for the Region and with 80% of patients with heart and circulatory disease
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having at least one other health condition this means many of the patients presenting to
cardiac services have multiple co-morbidities.
Figure 4: Coronary Heart Disease and Deprivation; standardised mortality ratios (SMR) by
age group and SIMD decile; 2014-2018

BHF has calculated premature death rates for heart and circulatory disease by local
authority, mapping these rates clearly shows the effect of CVD on the population on the
residents of the WoS with some of the highest premature death rates in the United Kingdom.
Figure 5: UK premature heart & circulatory disease (CVD) death rate by local authority
2015-17
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1.5 Risk Factors
The key risk factors for heart and circulatory diseases include high blood pressure, diabetes,
smoking, obesity, diet and low physical activity. All of these along with age contribute to the
prevalence of heart and circulatory diseases.
The following information is taken from the Scottish Health Survey 2019.
In 2019, 7% of Scottish adults reported having doctor-diagnosed diabetes increasing from
4% in 2013; this was primarily Type 2 (6% reported Type 2 and 1% reported Type 1). There
was a significant difference in prevalence of doctor-diagnosed diabetes between men (9%)
and women (5%).
The prevalence of doctor-diagnosed diabetes in 2019 generally rose with age (from 1-3%
among those aged 16-44 to 6-15% among those aged 45 and over). There was a significant
difference in the pattern by age for men and women, driven by differences in the younger
adult age groups. For women, prevalence of doctor-diagnosed diabetes rose in a clear
gradient from less than 1% in women aged 16-24 to 13% among women aged 75 and over
whereas for men prevalence began to increase by age only for those aged 45 and over.
In the most deprived areas 10% of the population reported having doctor-diagnosed
diabetes compared to 4% in the least deprived areas of Scotland.
Figure 6: Percentage of population with Doctor diagnosed diabetes by year.

In 2018/19, 29% of the Scottish population had hypertension down from 33% in 2013. A
higher proportion of men (31%) had hypertension than women (26%).
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Figure 7: Hypertension prevalence among adults aged 16 years and over in Scotland, 2013
– 2018/19

In 2019, 17% of adults identified as current smokers, the lowest level in the time series,
though not significantly different to the proportions recorded in 2018 (19%) and 2017 (18%).
Smoking prevalence did not significantly differ by sex, with 19% of men and 16% of women
identifying themselves as current smokers in 2019. However, on average, men smoked a
higher number of cigarettes per day than women (13.1 mean cigarettes per day for men
compared with 11.3 for women: 12.2 for all adults).
As seen in previous years, there were significant differences in smoking prevalence by age
group in 2019. The highest proportions of self-reported current smokers were recorded
among those aged 25-54 (21 - 22%) and the lowest smoking prevalence was among those
aged 75 and over (7%).
Adults living in more deprived areas were more likely to be current regular smokers than
those in less deprived areas: prevalence in 2019 was 32% among those who lived in the
most deprived quintile with step-decreases across the intermediate quintiles to 6% in the
least deprived quintile. Despite overall decreases in smoking prevalence, this has been a
consistent pattern since 2003 when 45% of those who lived in the most deprived areas were
current regular smokers compared with 17% in the least deprived areas.
Figure 8: Percentage of population defined as a current smoker, by year.
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The proportion of adults meeting the five-a-day recommendation for consumption of fruit and
vegetables has remained fairly constant since 2003, ranging between 20 - 24% (22% in
2019). In most years since 2003, women have been more likely than men to consume the
recommended five a day portions of fruit and vegetables, yet in 2019 there was no
significant difference between the sexes (23% of women compared with 21% of men met the
five-a-day recommendation).
Figure 9: Percentage of population meeting the five-a-day recommendation for consumption
of fruit and vegetables, by year.

Although the prevalence of overweight including obesity (BMI of 25 kg/m² or over) has
remained relatively stable among all adults since 2003 (62 - 66%), gradual increases since
2011 mean that prevalence is now at its highest level in the time series (66% in 2019).
Prevalence of overweight including obesity has remained relatively stable for both men and
women since 2003, although men have had consistently higher prevalence compared with
women (fluctuating between 65-69% among men, compared with 60-63% among women).
Prevalence of overweight including obesity also varies with age; increasing from 40% of
those aged 16-24, then linearly among those aged 25-74, to a high of 79% among adults
aged 65-74, before decreasing to 71% among those aged 75 and over. A similar pattern is
observed in both men and women.
Figure 10: Percentage of population who are overweight or obese, by year.
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In 2019, around two-thirds (66%) of adults met the guidelines for moderate or vigorous
physical activity (MVPA) of at least 150 minutes of moderate physical activity, 75 minutes of
vigorous physical activity or an equivalent combination of the two per week. Smaller
proportions of all adults in 2019 reported undertaking some physical activity (11%), low
levels (3%) or very low levels (20%) of physical activity.
Younger adults were more likely than older adults to meet the MVPA guidelines (71-77%
among those aged 16-54, compared with 63% among those aged 55-64, 55% among those
aged 65-74 and 35% among those aged 75 and over).
Figure 11: Percentage of adults meeting the guidelines for moderate or vigorous physical
activity (MVPA), by year.

1.6 Coronary Heart Disease
Coronary Heart Disease (CHD) can present in a number of different ways, from chronic
chest pain due to stable coronary disease (angina) to unstable coronary syndrome (heart
attack).

Incidence
The age and sex standardised CHD rate for Scotland decreased by 18.8% between 2009/10
and 2018/19, however the rate of decrease slowed in the last three of these years. Males
have consistently had a higher incidence rate than females, both genders have seen a
similar improvement in the incidence rate over the decade.
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Figure 12: Coronary Heart Disease Age-Sex Standardised Incidence Rate per 100,000
Population European Age-Sex Standardised rate - using ESP2013.

There is considerable variation in incidence rate across Scotland, ranging from 422.2 per
100,000 population in Ayrshire and Arran to 295.8 in Lothian. The Boards within the WoS
had amongst the highest incidence rates of CHD with only NHS FV having an incidence rate
lower than the national position.
Figure 13: Age-Sex Standardised Incidence Rate per 100,000 Population European AgeSex Standardised rate - using ESP2013 by Health Board of Residence, 2018/19

Whilst the age-sex standardised rate fell by 18.8% between 2009/10 and 2018/19, the
decrease in actual incidence cases was much lower at 6.4%, with the WoS reducing overall
by 0.9%, varying from an increase of 9.8% in NHS Ayrshire & Arran (NHS A&A) and NHS
Dumfries & Galloway (NHS D&G) to a decrease of 4.6% in NHS Lanarkshire (NHSL). This
suggests that whilst a decrease in the standardised rate is welcome the reality is the service
still needs to meet demand from high numbers of new cases each year.
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Figure 14: Incidence cases of CHD by year of first diagnosis and area of residence, 2018/19

The incidence of CHD increases with age, with 21.8 per 100,000 of people in the WoS aged
0 – 44 getting their first diagnosis of CHD compared to 1,556.8 per 100,000 for those aged
75 years.
As the population aged 75 years and over are expected to increase by more than 50% over
the next 20 years it has been estimated that the incidence of CHD will increase by 36%
between 2017/18 and 2038. With similar demographic changes expected in the WoS, the
level of increase is likely to be similar here. It has also been estimated that heart failure (HF)
and angina will increase by 38% and 34% respectively over the same period.
Figure 15: Future Incidence cases of CHD by year and age group

The prevalence of CHD, using the General Practice disease register, in 2018/19 for Scotland
was 3.93 per 100 population list size compared to 4.16 for the WoS which equates to about
115,500 people. There is considerable variation in the prevalence of CHD by Health Board.
Figure 16: Prevalence of CHD by 100 list size by area of residence, 2018/19
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CHD is the second most common cause of mortality in 2018, accounting for 6,615 (11.3%)
deaths in Scotland, 3,342 (11.2%) in WoS. The leading cause was cancer. Mortality of
CHD increases with age, with over 60% of deaths from CHD occurring in people aged 75
and over.
Figure 17: Crude CHD mortality rate per 100,000 population by age band, 2018/19

The age-sex standardised mortality rates for Scotland have been decreasing in the last
decade, falling by 32.4% between 2009 and 2018, although the rate of decrease has been
slowing in recent years. The mortality rate has been decreasing for both sexes but the rate
for males has decreased at a slower pace, 30% compared to 37% for females.
Figure 18: CHD Age-Sex Standardised Mortality Rate per 100,000 Population European
Age-Sex Standardised rate - using ESP2013.

There is an increasing prevalence of AF in Scotland, rising from 1.77 per 100 GP list size in
2016/17 to 1.90 in 2018/19, with prevalence in the WoS in line with this.
Prevalence does not appear to align with the prevalence of CHD.
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Figure 19: Prevalence of Atrial fibrillation by 100 list size by area of residence, 2018/19

1.7 Heart Failure
Heart failure (HF) is a clinical syndrome caused by any abnormality of cardiac structure or
function which results in impairment of the ability of the heart to sufficiently and efficiently
supply the body with enough blood to meet demand. It is associated with a high symptom
burden and healthcare utilisation rate and it is one of the most common reasons form
admission to medical wards within the WoS. Currently, managing HF consumes around 2%
of the entire NHS budget and it is likely that this figure will be similar in the WoS. 70% of
costs are driven by hospital admissions. In the last ten years inpatient admissions for HF in
Scotland have increased by 25%, however, the WoS has seen a larger increase of 38%.
This correlates with a higher prevalence of heart disease related to higher deprivation levels.
Figure 20: Number of hospital inpatient admissions for Heart Failure, by year of admission
and area of residence (2009/10 to 2019/20)

In Scotland, the age and sex adjusted incidence rate for HF decreased by 6% from 109.9 in
2009/10 to 103.1 in 2018/19. Whilst the rate fell between 2009/10 and 2013/14 it has
increased by 1.8% in the latest five years. Whilst overall this is encouraging, the actual
incidence cases of HF have increased significantly in the WoS (Figure 21).
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Figure 21: Heart Failure Age-Sex Standardised Incidence Rate per 100,000 Population
European Age-Sex Standardised rate - using ESP2013.

There is considerable variation in the age-sex standardised incidence rate across Scotland,
ranging from 121.4 per 100,000 population in NHS Greater Glasgow & Clyde (NHS GGC) to
71.3 in Borders. The boards with the highest incidence rate in Scotland are all in the WoS.
Figure 22: Age-Sex Standardised Incidence Rate per 100,000 Population European AgeSex Standardised rate - using ESP2013 by Health Board of Residence (2018/19)

Whilst the age-sex standardised rate has fallen by 6% in the last decade actual incidence
cases have increased by 12%, with the WoS increasing by 13.4% varying from an increase
of 10.7% in NHS GGC to an increase of 37.8% in NHS FV.
Figure 23: Incidence cases of HF by year of first diagnosis and area of residence (2009/10
to 2018/19)
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The incidence of HF increases with age, with 2.6 per 100,000 of people in the WoS aged 0 –
44 getting their first diagnosis of HF compared to 784.3 per 100,000 for those aged 75 years.
It has been estimated that the incidence of HF will increase by 55% between 2017/18 and
2038 in Scotland. With similar demographic changes expected in the WoS the level of
increase is likely to be similar here.
Figure 24: Future Incidence cases of HF by year and age group

The prevalence of HF, using the General Practice disease register, in 2018/19 for Scotland
was 0.85 per 100 population list size compared to 0.86 for the WoS which equates to about
24,000 people. As can be seen from Figure 25 below there is considerable variation in the
prevalence of HF by HB. A note of caution should be added here, as disease registers often
underestimate the true number of people living with a particular condition, it is likely that the
figures presented here are an underestimate.
Figure 25: Prevalence of HF by 100 list size by area of residence, 2018/19

Mortality rates are high with 40% of newly diagnosed patients dying within 1 year and 50% of
patients either readmitted to hospital or dying within one year of discharge from an in-patient
stay. In Scotland, between 2009 and 2019 the age-sex adjusted mortality rate for HF
reduced by 48.9% from 11.4 per 100,000 to 5.8 per 100,000. The 30 day survival rate for
Scotland improved slightly from 86.2% in 2009/10 to 87.2% to 2018/19. In the WoS 30 day
survival rates improved by 2.5% in all age groups from 86.2% to 88.4%. The one year
survival rate for Scotland increased from 62.8% to 64.7% and in the WoS from 64.0% to
66.2%.
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Figure 26: HF Age-Sex Standardised Mortality Rate per 100,000 Population European AgeSex Standardised rate - using ESP2013.

HF rates are higher in individuals in lower socio-economic groups and deprivation also
impacts on HF survival.

1.8 Inherited Cardiac Conditions in adulthood
Inherited cardiac conditions (ICC) in adulthood may present for the first time with sudden
cardiac death and include:





Cardiomyopathies (hypertrophic, dilated, restrictive, arrhythmogenic);
Ion channel disorders (long QT, short QT, Brugada, CPVT);
Aortopathies (Marfan, Loeys Dietz); and
Neuromuscular disorders (muscular dystrophies, myotonic dystrophy).

Epidemiological evidence is incomplete, but suggests a combined total prevalence for ICCs
of about 340,000 in the UK4. If applied proportionately, this means around 12,000 people
have an ICC in the WoS. The average annual risk of sudden cardiac death (SCD) is about
0.1% for long QT syndrome, and the annual mortality for HCM about 0.3-1%.

1.9 Prevention
Whilst this Strategic Review focuses on the provision of specialist adult cardiac services, it is
important to set out the position in relation to prevention.
Prevention programmes are in place in all Boards within the WoS with the aim of reducing
the incidence of heart disease in its various manifestations. It is not appropriate to go into
great detail here about these but suffice to say the risk factors for cardiovascular disease
include high cholesterol, physical inactivity, smoking, high blood pressure, obesity, poor diet
4

NHS England ‘2013/14 NHS STANDARD CONTRACT FOR CARDIOLOGY: INHERITED CARDIAC CONDITIONS (ALL
AGES)’ https://www.england.nhs.uk/wp-content/uploads/2017/11/cardiology-inherited-cardiacconditions.pdf (2013)
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and diabetes5 and it is important that there are complementary strategies in place to address
all of these.
Many of the conditions leading to HF can be prevented by the adoption of healthier lifestyles.
In addition, the onset of HF can be delayed by much earlier detection in those at high risk,
optimisation of risk factor management and much earlier initiation of treatment for those
found to have undetected (asymptomatic) HF6. There is robust evidence that the factors
associated with highest risk of developing HF include CHD, hypertension, high cholesterol,
diabetes, obesity, valvular heart disease and AF7.

1.10 Policy Drivers and Strategic Documents
Similarly, it is important in setting the context for this Strategy to acknowledge the policy
drivers and strategic documents which were considered.
A number of recently published national documents describe planning to deliver services at
a national, regional or local level based on a population paradigm.
By planning some specialist hospital services on a population (as opposed to geographical)
basis with a regional delivery focus, there are opportunities to maximise the use of resources
to:

Improve patient outcomes;

Make best use of highly trained clinicians;

Fully utilise complex services supported by technology;

Standardise care to avoid unwarranted variation; and

Make services resource and financially sustainable for the future.
The recent series of Chief Medical Officer of Scotland Annual Reports focusing on ‘Realistic
Medicine’ underline the points raised above and also the need to:

Personalise approaches to care including involving patients in shared decision
making;

Reduce the potential for harm to patients through over investigation;

Address unwarranted variation in practice and outcomes;

Better identify and manage clinical risk; and

Ensure value for public money and prevent waste.
The most recent CMO report also highlights the importance of anticipatory care planning
including the use of treatment escalation plans.
The Scottish Government’s Heart Disease Action Plan8 published in March 2021 states an
overarching vision of minimising preventable heart disease and ensuring that everyone with
5

Scottish Public Health Observatory ‘Diabetes’ Scottish Public Health Observatory [online]
https://www.scotpho.org.uk/health-wellbeing-and-disease/diabetes/key-points/ (last updated 30 Mar 2020)
6
Ledwidge M, Gallagher J, Conlon C, et al. Natriuretic Peptide–Based Screening and Collaborative Care for
Heart Failure: The STOP-HF Randomized Trial. JAMA. 2013;310(1):66–74. doi:10.1001/jama.2013.7588
7
World Heart Federation ‘Road Map for Coronary Heart Failure’ World Heart Federation [online]
https://www.world-heart-federation.org/cvd-roadmaps/whf-global-roadmaps/heart-failure/
8
Heart Disease Action Plan (2021)
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suspected heart disease in Scotland has timely and equitable access to diagnosis, treatment
and care that supports them in living well with their condition. Three of the four priority areas
identified in the Action Plan are also key to this Strategy, namely:





Timely and equitable access to diagnosis, treatment and care: ensuring that
everyone with suspected heart disease in Scotland has equitable access to timely
and evidence-based diagnosis, treatment and care;
Workforce: ensuring appropriate staff resource and training to deliver timely and
equitable services across Scotland for people with heart disease.
Effective use of data: ensuring that high-quality, standardised data is available and
used effectively to support clinical decision-making, understand patient outcomes
and enable better service-planning, so that people experience better quality of care,
and improved outcomes.

The National Health and Social Care Delivery Plan9 describes an approach to enable the
transformation of Health and Social Care over the coming years. It is action orientated and
sets out a significant list of deliverable objectives which include a focus on regional and
national planning of services where appropriate.
In addition to national strategic documents there are a number of speciality specific
guidelines for cardiac services, e.g., from NICE10, SIGN111213 and the European Society of
Cardiology (ESC)14 covering all aspects of patient management; position statements and
recommendations on facilities and workforce required to provide treatments and follow-up
and on standards, numbers and competencies for interventions. These sources have been
drawn upon in recommending the direction of travel for the WoS outlined in this strategy.

9

Scottish Government ‘Health and Social Care Delivery Plan’ Scottish Government [online]
https://www.gov.scot/binaries/content/documents/govscot/publications/strategy-plan/2016/12/healthsocial-care-delivery-plan/documents/00511950-pdf/00511950-pdf/govscot%3Adocument/00511950.pdf (Dec
2016)
10
NICE ‘Cardiovascular Condition’ NICE [online] https://www.nice.org.uk/guidance/conditions-anddiseases/cardiovascular-conditions
11
SIGN ‘SIGN 148: Acute Coronary Syndrome’ https://www.sign.ac.uk/assets/sign148.pdf (Apr 2016)
12
SIGN ‘ SIGN 149; Risk elimination and the prevention of cardiovascular disease
https://www.sign.ac.uk/assets/sign149.pdf (Jul 2017)
13
SIGN ‘SIGN 150: Cardiac rehabilitation’ https://www.sign.ac.uk/media/1047/sign150.pdf (Jul 2017)
14
European Society of Cardiology ‘Guidelines and Scientific Documents’ European Society of Cardiology [online]
https://www.escardio.org/Guidelines?gclid=Cj0KCQiA6IHwBRCJARIsALNjViWN7BMZkUE0BxC3G2SM08ILQGG1
8KxtApwC2Tm6j54B0lJzcp7r8E8aAuiiEALw_wcB
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TWO: THE CURRENT SERVICE
2.1
Levels of Care
OSTICS
There are four levels of cardiac service provided by Boards in the WoS (Figure 27). Patients
move through these levels depending on diagnosis, treatments and follow up required. This
review focuses mainly on levels 2 and 3. Level 1 is under the control of Integrated Joint
Boards and is out with the scope of this Review. Level 4 covers services which are nationally
commissioned. Whilst it is not the role of this Review to consider the configuration of Level 4
services, it is important that planning of national, regional and local specialist cardiac
services align to make best use of the available resources. Therefore, this report takes
cognisance of developments being planned nationally via the National Planning Board and
National Advisory Committee for Heart Disease.
Figure 27: Levels of cardiac service provision

Primary care

1

Secondary care

Tertiary Care

2

3

GJNH

National

4

GJNH

Level 2– secondary care
Level two services are provided by all the territorial boards in the WoS and provide many of
the core elements required to deliver a high quality specialist cardiac service for the
population. These include the following:




Out-patient management:
o Assessment and follow-up;
o Investigative procedures such as echocardiograms (ECG), transthoracic and
transoesophageal echocardiography, CT coronary angiography (CTCA),
cardiac magnetic resonance (CMR) imaging, exercise tolerance testing and
cardiac ambulatory recording;
Front door emergency assessment;
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In-patient management – care split between general medicine and cardiology
including Coronary Care Unit (CCU)/High Dependency Unit (HDU);
Provision of day case procedures such as internal loop recorder (ILR), pacemaker
and ICD implantation (GJNH provides ICDs for NHS D&G);
Integrated multi-disciplinary care in partnership with Medicine for the Elderly,
Palliative Care, Respiratory, Diabetes, Psychology, Pharmacy, Occupational Therapy
and Physiotherapy teams; and
Hospital and community-based rehabilitation programmes.

Level 3 – tertiary care
Level three services cannot be offered on all hospital sites because certain investigations
and interventions are best delivered by a relatively small number of clinicians to ensure
optimum outcomes. It also means that the expensive infrastructure to support the delivery of
these services is used efficiently.
Services provided at this level include:
 Coronary angiography;
 Percutaneous coronary intervention (PCI);
 Cardiac re-synchronisation therapy device (CRT) implantation;
 Radio-frequency ablation (RFA);
 Coronary artery by-pass graft surgery;
 Cardiac valve surgery;
 Surgical intervention on the aorta; and
 Percutaneous valve replacement or repair including TAVI and MitraClip.
All of these procedures are performed at the GJNH. PCI is also delivered at UHH for the
populations of NHSL, NHS A&A and D&G with angiography only at University Hospital
Ayr. In addition to the GJNH, CRTs, both pacemaker and defibrillator devices, are
implanted in NHS FV. Edinburgh Royal Infirmary also undertake some intervention for
Boards in the WoS, primarily NHS FV where the split of activity is 85:15 percent to ERI
and GJNH respectively.

Level 4 – quaternary care
All level 4 services in the WoS are delivered at the GJNH. These include:
 Scottish Advanced Heart Failure and Transplant Service*;
 Scottish Adult Congenital Cardiac Service*; and
 Scottish Pulmonary Vascular Unit*
* designated service by National Services Scotland

2.2 Location of Services
The services provided by each board are set out below in figure 28.
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Figure 28: Services provided by each Board.
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2.3 Activity levels
2.3.1 Out-Patients Attendances
Activity levels
Reviewing activity over the 10 years ending in 2018/19 it can be seen that the total number
of new consultant outpatient attendances for WoS residents increased by 17.6% (3,318)
whilst returns increased by 17.0% (5,076). This resulted in a slight decrease (0.7%) in the
new to follow up ratio.
Figure 29: West of Scotland Cardiology number of consultant outpatient attendances by
year, clinic type and referral type (2009/10 to 2018/19)
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In the same time period new outpatient attendances increased at different rates for different
Health Boards in the WoS, increasing from 5% in NHS GGC to 62.9% in NHS A&A. There is
no obvious reason for this variability.
Figure 30: West of Scotland Cardiology number of new consultant outpatient attendances
by year and health board of residence (2009/10 to 2018/19)

The DNA rate for new consultant outpatient attendances decreased from 10.1% in 2009/10
to 6.4% in 2018/19, the rate in 2018/19 varied from 3.3% for residents of NHS D&G to 7.1%
for residents of NHS GGC.
Figure 31: West of Scotland Cardiology DNA rate for new consultant outpatient
appointments by year and health board of residence (2009/10 and 2018/19)

The number of new outpatient attendances at the GJNH increased in both cardiology (70%)
and cardiac surgery (28%). Follow up for cardiology remained level whilst cardiac surgery
increased by 50%.
Figure 32: Golden Jubilee National Hospital, number of consultant outpatient attendances
by referral type and year (2015/16 to 2018/19)
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At the end of March 2020 there were 5,709 patients on the waiting list for Cardiology
services in the WoS, an increase of 13.9% from March 2016. Of those waiting at March
2020 87.5% of patients had been waiting over 12 weeks compared to 95.4% at March 2016.
Further details on the impact of the COVID pandemic on waiting times are included in
Chapter Five.
Figure 33: West of Scotland Cardiology number of patients on the waiting list at March each
year by health board of treatment (2016 to 2020)

2.3.2 Non-surgical Interventions performed by location.
The figure below sets out activity relating to non- surgical interventions. It is worth
highlighting that accurate, up to date activity data for device implantation is not included due
to challenges relating to the collection and easy reporting of this information. Devices data
for 2017/18 is given in Chapter 4.
Figure 34: Number of Non-Surgical Interventions 2019/20

GJNH
NHSL

PCI

Balloon aortic
valvuloplasty

Ablation

TAVI

MitraClip

2875
1369

26

577

126

6

2.3.3 Surgical Interventions performed at Golden Jubilee National Hospital
Cardiac surgery for the WoS is primarily undertaken at the GJNH. In terms of caseload size,
the GJNH is one of the top 5 centres in the UK.
There are two main streams of cardiac surgical practice – surgery for coronary heart disease
and surgery for structural heart disease (heart valve repair/replacement, aortic
repair/replacement) – and a few additional less common procedures.
Fig 35 outlines the pathway patients take following referral by their cardiologist. Almost all
patients go through a combined cardiology/cardiac multi-disciplinary team (MDT) process
before referral for consideration for surgery. Prior to referral patients undergo diagnostic
angiography or other imaging modalities depending on their presenting condition.
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Figure 35: Cardiac Patient Pathway

Figure 36 lists the procedures undertaken between 2016/17 and 2020/21. While the split
remains relatively stable, the overall volume of activity increased by 12% between 2016/17
and 2019/20. The figure for 2020/21 shows a fall of 30% driven by the impact of the COVID19 pandemic. Most of this rise seen prior to 2020/21 is attributable to an increase in the
number of isolated coronary artery by-pass grafts (CABG) being performed.
Figure 36: Cardiac surgical procedures Golden Jubilee National Hospital
Procedures
Isolated CABG
Isolated AVR
Isolated MVR
CABG +AVR
CABG + MVR
Aortic + Mitral
CABG + Aortic + Mitral

Other
Total
Source CATHI, GJNH

2016/17
545 (45.7%)
227 (19%)
52 (4.4%)
121 (10.2%)
17 (1.4%)
12 (1.0%)
3 (.3%)
215 (18.0%)
1,192

2017/18
585 (48.3%)
212 (17.5%)
55 (4.5%)
122 (10.1%)
15 (1.2%)
18 (1.5%)
4 (.3%)
199 (16.4%)
1,210

2018/19
629 (47.9%)
211 (16.1%)
55 (4.2%)
121 (9.2%)
25 (1.9%)
16 (1.2%)
10 (.8%)
245 (18.7%)
1,312

2019/20
647 (48.3%)
221 (16.5%)
60 (4.5%)
127 (9.5%)
16 (1.2%)
20 (1.5%)
5 (.4%)
244 (18.2%)
1,340

2020/21
371 (39.5%)
175 (18.6%)
59 (6.3%)
95 (10.1%)
19 (2.0%)
17 (1.8%)
7 (.7%)
197 (21.0%)
940

There has also been a move towards cases presenting more urgently. As shown in the
figure below, in 2017/18 approximately 48% of surgical cases were elective, however, by
2019/20 this has reduced to 40%. This trend has been further exacerbated by the challenges
in delivering elective care during the pandemic.
Figure 37: Time trends in GJ Cardiac Surgery Case Categorisation
Cardiac Surgery Cases

2017/2018

2018/2019

2019/2020

2020/2021

Elective

575 (47.5%)

587 (44.7%)

535 (39.9%)

277 (29.5%)

Priority

307 (25.4%)

350 (26.6%)

381(28.4%)

350 (37.3%)

Urgent

296 (24.4%)

343 (26%)

396 (29.5%)

278 (29.6%)
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Cardiac Surgery Cases

2017/2018

2018/2019

2019/2020

2020/2021

Emergency

30 (2.5%)

31 (2.3%)

29 (2%)

31 (3.3%)

Salvage

2 (0.2%)

1 ( 0.1%)

0 (0%)

3 (0.3%)

Total

1210 (100%)

1312 (100%)

1341 (100%)

939 (100%)

Source CATHI, GJNH

At the end of March 2020 there were 203 patients on the waiting list for cardiothoracic
services in the WoS, an increase of 28.5% from March 2016. Of those waiting at March
2020, 99% of patients had been waiting over 12 weeks compared to 100% at March 2016.
Details of the impact of COVID-19 on waiting times are included in Chapter Five.
Figure 38: Number of WoS patients on the Cardiothoracic waiting list at March each year

GJNH

Mar 16

Mar 17

Mar 18

Mar 19

Mar 20

149

149

141

158

193

Percentage
change
2016-2020
29.5%

Currently, individuals with single or two vessel disease are managed medically or with PCI.
As a result, those patients who are referred for surgery have almost exclusively multi-vessel
coronary disease. As can be seen from fig 39 there was a gradual rise in the number of triple
and quadruple by-pass grafts being undertaken between 2015 and early 2020.
Figure 39: Number of CABG Procedures by Complexity (Jan 15–Mar 21)

This rise in activity is a consequence of an ageing population with those being operated on
more likely to have multiple co-morbidities and altered cardiac disease. This makes surgery
and post-operative care more demanding. This is exemplified by a 40.5% increase in the
ratio of Urgent/Non Urgent CABG cases from 0.42 to 0.59. Additionally, there has been a
200% increase in the ratio of Urgent/Non Urgent CABG + Other procedures from 0.27 to
0.59 which represents more complex and higher risk cases with their resource and capacity
service implications. There has also been a gradual year on year increase in the overall
mean and median GJNH Cardiac Surgery EuroScores risk stratification from 2018 – 2021
reflecting the above mentioned more complex case mix changes and multiple co-morbidities.
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Figure 40: Time trend of the GJ Urgent and Non Urgent CABG Cases
Cardiac Surgery Cases

2017/2018

2018/2019

2019/2020

2020/2021

Urgent CABG

187

210

235

136

Urgent CABG + Other

36

51

55

52

Non Urgent CABG

397

393

412

234

Non Urgent CABG + Other

133

134

121

87

Ratio All Urgent / Non Urgent CABG

0.42

0.50

0.55

0.59

Ratio Urgent / Non Urgent CABG + Other

0.27

0.38

0.45

0.58

The service has been reviewing its performance in relation to the 20 recommendations
identified in the Getting It Right First Time (GIRFT) report on cardiac surgery published in
2018. Work is ongoing to maximise opportunities for Day of Surgery admission (DoSA) and
to develop more specialised teams to manage acute aortic syndrome and degenerative
mitral valve disease. Data quality improvement is also being addressed.

2.3.4 In-patients

The reported number of average available staffed Cardiology beds in the WoS increased by
57% between 2009/10 and 2019/20 with the bed occupancy increasing from 83% to 91%
over the same period. Changes to coding may be influencing this position.
Figure 41: West of Scotland average available staffed beds in Cardiology by year and
health board (2009/10 to 2019/20)

The number of cardiology spells for residents of the WoS increased by 24% between
2009/10 and 2019/20, with the bed days increasing by 56% over the same period.
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Figure 42: West of Scotland Cardiology number of spells and bed days by year and
admission type (2009/10 to 2019/20)

If projected demographic changes are applied to 2019/20 data, then by 2040 the WoS will
see an increase of 16.4% in cardiology spells and a 21.2% increase in cardiology beds,
equating to an extra 67 beds across the WoS.
Figure 43: West of Scotland Cardiology projected number of spells and bed days by year
and admission type (2019/20 through to 2040)

The number of bed days for CHD patients residing in the WoS reduced by 4.4% from 59,037
in 2009/10 to 56,445 in 2019/20. In 2009/10 the percentage of total bed days in cardiology
was 32% increasing to 53% in 2019/20.
For HF patients the number of bed days increased by 20% from 44,409 in 2009/10 to 53,344
in 2019/20. In 2009/10 16.5% of the total HF bed days were in a cardiology ward increasing
to 33.4% in 2019/20.
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Figure 44: West of Scotland number of bed days by year, diagnosis group and specialty
(2009/10 to 2019/20)

2.3.5 Inherited Cardiac Conditions in Adulthood service
The inherited cardiac conditions (ICC) service is a regional service based at the Queen
Elizabeth University Hospital (QEUH). Its overall aim is to ensure that people at risk of
sudden cardiac death due to ICCs receive timely and high-quality care to improve their
chances of a normal, healthy life, and to prevent cardiovascular disease morbidity such as
stroke and heart failure. The service:
•
•
•
•
•
•
•
•

Constructs a genetic pedigree and determines pattern of inheritance;
Selects and interprets relevant genetic studies;
Provides a clinical diagnosis and interpretation of overlapping phenotypes;
Delivers cascade screening to relatives (clinical or genetic);
Clinically manages individuals with ICCs;
Investigates unexplained sudden cardiac deaths;
Provides patient and family support; and
Offers reproductive counselling.

The ICC service is provided by a multidisciplinary team crossing the Diagnostics and
Medicine divisions, and includes Genetics, Cardiology, Paediatrics and Pathology services.
The components of the service include:
a) Joint ICC outpatient clinic: A weekly all day clinic attended by consultant geneticist, 2
cardiologists, genetic counsellor and cardiac nurse specialist;
b) Genetic counselling only clinics;
c) Family screening programme: Cardiac investigations are carried out by local
hospitals and results reported and dealt with centrally;
d) MDT Meetings:
a. WoS ICC MDT (monthly – for sudden death);
b. Surgical MDT (3 monthly at GJNH – for HCM intervention);
c. Transition MDT (monthly – complex transition patients/families); and
e) Active Clinical Referral Triage (ACRT): 1 hour weekly meeting.
The only activity undertaken out with the QEUH is surgery for hypertrophic cardiomyopathy
and a small amount of genetics counselling.
Patients are referred to the ICC service by their GP, cardiologist or support
groups/organisations. Deceased patients are referred to the service following sudden
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cardiac death; such cases often involve engagement with Pathology and the Procurator
Fiscal. Patients can also refer themselves if a family member has been recently diagnosed
(known as a ‘cacade’ referral).
At the start of the Cardiac Services Review it was identified that the clinic templates for ICC
had not been reviewed or updated as the service developed. Similar issues were seen with
regards to referrals, with all referrals into the service and associated vetting undertaken on
paper. Due to these issues robust service data was scant and so it was not possible to
define service capacity, past activity or referrals with any degree of confidence. Since then,
however, significant work has since been undertaken to address this information deficit.
A SCI gateway referral pathway is due to go live imminently which will allow electronic
referrals into the service, and for those referrals to be vetted via the patient management
system. The service has also modified all clinic templates to reflect actual capacity and to
maximise the use of virtual appointments and ACRT. Based on this, the service will have the
following clinic capacity going forward:
Figure 45: ICC Clinic Capacity
Primary provider
Cardiologist
Clinical geneticist
Genetic counsellor
Cardiac nurse
Cardiac Physiology

Slot type
6 new, 6 return
8 new, 1 return
6 new
6 new, 2 return
8 echo slots

Frequency
Every week
4 weeks/month
Every week
2 weeks/month
Every week

Note

Also see cardiologist

With regards referrals, a review of locally held data has allowed the service to demonstrate
that demand for the ICC service has (excepting the period of the pandemic) grown year on
year.
Figure 46: ICC referrals 2015-2021
Year

Cardiac Genetics

2015
2016
2017
2018
2019
2020
2021*

419
930
1262
1243
1452
1002
1616

Referral Type
Sudden cardiac
death / Out of
hospital cardiac
arrest
21
23
121
160
174
107
124

*Extrapolated from 6 months data Jan – Jun 21

This trend has been driven by:

34

Cascade

35
86
161
186
223
139
230







New knowledge about the genetic basis of heart disease – genetic testing is advised
in more conditions that previously;
New treatments – in some cases, a genetic diagnosis enables specific treatment;
Greater complexity and range of genetic testing – results are more complex requiring
multi-disciplinary interpretation;
Greater public awareness about the role of genetic testing – more patients with ICCs
are asking for the testing recommended in clinical practice guidelines; and
Greater public awareness of genetic risk – more relatives are coming forward for
predictive genetic testing (i.e. to prevent disease).

Looking ahead, it is projected that demand will continue to grow as indications for genetic
testing in cardiology increase.
Management of inherited cardiac conditions is one of the most rapidly evolving areas in
Cardiology. In line with this there are both UK and Scotland wide associations focused on
their management and associated research. The Association for Inherited Cardiac
Conditions15 (AICC) is affiliated to the British Cardiovascular Society, while in Scotland, the
Network for Inherited Cardiac Conditions16 aim to provide consistent patient pathways,
education and training, advice on management and best practice and act as a forum for data
collection, audit and collaborative research.
The presence of these national bodies mean that despite the challenges with regards local
ICC data within the region, it is still possible to gain an insight into activity and demand
associated with the sub-speciality.
As shown in the figure below, there are approximately 2,650 investigations into sudden
cardiac deaths per annum in WoS, of which approx 190 per annum are found to be
associated with an actionable variant.
Figure 47: Regional and National data on investigation of sudden cardiac death in Scotland
(2018-20)
Centre

Aberdeen
Dundee
Edinburgh
Glasgow

Autopsies per
year (mean)
475
340
1,423
2,646

Tissue samples/year
(mean, % autopsies)
51
5
110
162

11%
2%
8%
6%

Genetic tests/year
(mean, % samples)
31
2
7
19*

60%
44%
6%
12%

% with
actionable
variant
7.2%
12.5%
0%
7.1%

Regional level data from these groups adds veracity to data from the WoS ICC service that
demand has increased over the last decade. As shown in the figure below, as more
initiatives have been implemented to support the identification and management of ICC
conditions, the number of cases found has increased, thus implying an increase in demand
for ICC services.

15
16

https://www.britishcardiovascularsociety.org/about/affiliates/aicc

https://www.niccs.scot.nhs.uk
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Figure 48: Regional level data on number of new gene positive diagnoses relating to
hypertrophic cardiomyopathy per year in West of Scotland Health boards

2.3.6 Cardiac Rehabilitation services

All Boards provide access to cardiac rehabilitation although for HF this is restricted to
patients with heart failure with reduced ejection fraction (HFrEF), around 50-60% of the HF
population, and those with HF as a result of an acute MI. Patients with AF are also excluded.
There is no reliable data on referral rates, uptake, timeliness or equity of access.

2.4 Staffing

In reviewing the service to determine the strategic direction it is important to also consider
the workforce supporting the range of services supporting the management of heart disease
in the WoS. This section sets out the position for key workforce groups.

2.4.1 Cardiac Physiologists
Cardiac physiologists are key part of the multi-disciplinary cardiac team. They carry out
tests such as echocardiograms, ECGs, Holter monitors (24-hour ECG) and tilt-table tests,
undertake pacemaker and/or ICD check-ups, work in the catheter lab and are required for all
coronary intervention, structural intervention, EP and device procedures. In some Boards
they are also responsible for follow up of patients with artificial heart valves.
The Heart Disease Action Plan17 highlights that over the last five years there has been a
46% increase in the demand for cardiac physiology services in NHS Scotland, and draws
attention to a concerning vacancy rate. The particular challenges around training routes are
also mentioned in the Report.
Against the funded establishment of cardiac physiologists there is currently a 6.49% shortfall
in the WoS overall. The position does, however, vary by Board. While NHS A&A, NHS D&G,
NHS FV and GJNH have a near full complement of staff, NHS GGC and NHS L have
approximately 10% of posts unfilled.
Figure 49 below sets out the workforce position by Board.

17

Heart Disease Action Plan (2021)
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Figure 49: Cardiac Physiology Workforce Position by Board Aug 21 – All AfC Bands
WTE
In post
Vacancies
% unfilled

A&A
37
36
1
0.37%

D&G
7
6
1
0.07%

FV
15.77
15.77
0
0.00%

GGC
99.9
97.3
8.2
8.20%

GJNH
28.31
27.31
1
3.53%

NHSL
33.65
30.45
3.2
9.50%

Total
221.63
212.83
14.4
6.49%

While the regional position is fairly stable at present, based on current projections the WoS
will see an acute shortage of cardiac physiologists by 2025 as the number of trainees falls
short of expected retirals. Looking at the position with regards Band 6 posts and above (the
group responsible for undertaking the majority of tests within the service) based on current
information there will be a workforce gap of almost 45% by 2027.
Figure 50: Cardiac Physiology Workforce Position WoS Aug 21 – AfC Band 6 and above
2021

2022

2023

2024

2025

2026

2027

Funded Establishment

152

152

152

152

152

152

152

Actual Establishment (in post)

142

142

128

121

106

101

84

Total Vacancies

15

15

15

15

18

18

18

Vacancies

10

10

10

10

10

10

10

Predicted Retirements (age 60+)

4

4

4

4

7

7

7

Turnover average 1% of in post

2

2

1

1

1

1

1

15

1

9

0

13

1

0

6.3%

6.6%

16.1%

Trainee output GCU course and PTP
Projected Gap (Vacancy rate %)

20.3% 30.3% 33.6% 44.8%

Discussions are underway nationally as to how the workforce gap may be addressed and
what training options there may be to increase the number of trainees, and progress them
through the course more quickly.

2.4.2 Specialist Heart Failure Nurses
National and international guidelines advise that everyone who is diagnosed with HF should
have access to a specialist HF nurse. All Boards in the WoS employ specialist HF nurses but
they are deployed differently across the region. This position is set out in figure 51 below.
Figure 51: Number of HF nurses per Board and area deployed

WTE
In-patient
Out-patient
Home reviews

NHS A&A

NHSD&G

NHSFV

NHSGG&C

NHSL

Total

4




2

3.35



14.54

3.7

27.59










HF nurses provide education and self-management strategies to patients with HF and their
carers. They prescribe disease modifying medication and optimise drug doses to evidence37

based levels in order to gain maximum benefit through a reduction in HF symptom burden,
hospitalisation and mortality. They interpret and manage blood test results. They also
interpret ECGs and refer for consideration of CRT. Co-morbidity is common in patients with
HF. Specialist HF nurses, therefore, have excellent knowledge of common co-morbidities
and regularly collaborate with colleagues in respiratory, diabetes and renal medicine in order
to provide holistic care. They are able to recognise and assess psychological distress,
provide non-specialist psychological care and arrange referral to specialist psychology
services if required.
The Heart Failure Working Group report provides a detailed breakdown of HF services
delivered, patient caseloads and staffing resource across the WoS (included as Appendix A).
All WoS HF nurse services provide care for people with HFrEF. There is no service for
people with HFpEF who account for 40-50% of patients with HF and have similar education,
self-management and rehabilitation needs. This inequity is demonstrated by the recently
published EMPEROR-preserved trial (2021)18 which has shown that SGLT-2 inhibitors are
effective in reducing the risk of hospitalisation in patients with HFpEF.
There is no standardised HF nurse workload assessment in the WoS. However, it is
recognised that since the establishment of specialist HF nurse services more than 10 years
ago workload has increased with no corresponding increase in staffing (27.14 WTEs in 2008
and 27.59 WTEs in 2018). 27.59 WTEs equates to a ratio of around 1 per 100,000
population in the WoS.

2.4.3 Specialist Arrhythmia Nurses
The role of specialist nurses in contributing to the management of patients with cardiac
arrhythmias has evolved over the past 15-20 years. However, the WoS has lagged behind in
providing an arrhythmia nursing service. The GJNH currently has one specialist arrhythmia
nurse who has been in post for only one year. A specialist arrhythmia nurse undertakes preassessment of patients being admitted for ablation procedures and device implantation,
patient education, support for patients with psychosocial needs before and after invasive
procedures, perfecting the patients’ in-patient pathway and ensuring early discharge
whenever possible. They also assess in-patient referrals to the arrhythmia service.
Research on the impact of arrhythmia nurses is limited, however, a study by Petkar et al
(2011) on their management of patients who experience blackouts demonstrated that
specialist nurses can effectively triage this19.

2.4.4 Clinical Perfusion Scientists
The WoS Clinical Perfusion Science Service covers the broadest remit of the Scottish
perfusion science teams, delivering services across the adult specialty at GJNH, and the
18

Anker, M. D. et al ‘Empagliflozin in Heart Failure with a Preserved Ejection Fraction’ NNJM DOI:
10.1056/NEJMoa2107038 (Aug 21)
19
S Petkar 1, W Bell, N Rice, P Iddon, P Cooper, D McKee, N Curtis, M Hanley, J Stuart, K Mackway Jones, A P
Fitzpatrick ‘Initial experience with a rapid access blackouts triage clinic’ Clin Med (Lond). 2011 Feb;11(1):11-6.
doi: 10.7861/clinmedicine.11-1-11
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paediatric specialty at the Royal Hospital for Children in Glasgow. This comprises 24 hour
support for the:




Adult regional cardiac surgical programme including services for heart failure, heart
transplantation and adult congenital heart patients;
National paediatric cardiac surgical programme, national paediatric ECMO, and short
term VAD programmes at the Royal Hospital for Children in Glasgow; and
Vascular/Oncology services for the treatment of malignant melanomas through
isolated limb perfusion therapy (ILPT).

The figure below describes the number of substantive qualified posts across WoS. While the
vacancy rate for the service is low, it is of note that two of the current establishment are
unqualified trainees who were recruited following two failed attempts to recruit qualified staff.
As such there are currently 16.38 WTE qualified staff (84.5% of funded establishment) in
post which presents challenges for staffing core and out of hours activity.
Figure 52: Number of Clinical Perfusion Scientists and vacancies (2021)
Unit
Glasgow (GJNH +
GGC/ RHC)

Establishment
WTE

In post

19.38

18.38

WTE Vacancies
(as at Sept 21)
1
(out to advert)

% Vacancies
5.2%

2.4.5 Doctors
A significant proportion of cardiac care, particularly the most complex, continues to be
provided by medical staff. In March 2021 there were a total of 105 career grade cardiologists
in post across the WoS, 60 of which were consultants (68.4 WTE based on a 10 session
contract). As shown in the figure below, however, while the number of medical staff has
increased overall in the last 5 years (up by 30.7%), consultant numbers have remained
static.
Figure 53: Number of career grade cardiologists in the WoS (2016 to 2021)
Percentage
Change
(Sep 16 - Mar 21)

Sep-16

Sep-17

Sep-18

Sep-19

Sep-20

Mar-21

Total medical
staff (head
count)

80

80

107

103

108

105

31.2%

Consultants

60

58

59

59

60

60

0.0%

In post
Vacancy

56
4

52
6

53
6

54
5

53
7

54
6

-3.7%
50%

While the regional vacancy rate for cardiology consultants is 8.3%, there is significant
variability between Boards.
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Figure 54: WTE consultants and vacancies (2021)
Board

Consultant WTE

A&A
D&G
FV
GGC
GJNH
NHSL
WoS Total

6.3
1.4
8
24
14.7
14
68.4

WTE Vacancies
as at Mar 21
1
0
0
2
0
3.2
6.2

% Vacancies
13.7%
0.0%
0.0%
7.7%
0.0%
18.6%
8.3%

In 2020, a modelling exercise was undertaken looking at anticipated consultant retirals.
Figure 55 below shows that these are not eventy distributed with NHS L being the Board
most impacted.
Figure 55: Projected consultant retirals (2020 to 2025)
Consultant workforce gap (Health board breakdown, excluding CCT)
Ayrshire &
Arran
16.7%
18.3%
19.9%
21.5%
23.0%
24.5%

Golden Jubilee

Year

2020
2021
2022
2023
2024
2025

9.3%
15.6%
17.3%
18.9%
20.5%
22.1%

Dumfries &
Galloway
16.7%
18.3%
19.9%
21.5%
23.0%
24.5%

Forth Valley

GG&C

10.0%
21.6%
23.1%
24.6%
26.1%
27.5%

3.6%
12.5%
21.1%
22.7%
30.8%
38.7%

Lanarkshire West region
17.6%
25.0%
32.2%
33.5%
40.2%
41.4%

10.9%
19.1%
24.4%
25.9%
31.0%
34.7%

Note: Assumes retirement at 60 years old

In comparing the age profile with the forecast CCT outturn for the WoS Training Programme,
the position improves to a largely break even one whereby the region maintains the
consultant headcount at the current level.
Figure 56: Projected regional Consultant workforce gap after CCT output included
Regional Consultant workforce gap (with CCT included)

Year

2020
2021
2022
2023
2024
2025

Current
consultants in
post
73.8

Projected
establishment

Current long
term vacancies
76.8
0.0
78.3
79.9
81.5
83.1
84.8

Consultants at
retirement
age
5.4
10.4
13.4
13.4
16.4
18.4

CCT
(cumulative)
0.8
6.4
8.0
13.6
16.8
20.8

West WTE
West %
gap with CCT gap with CCT
7.6
9.9%
8.5
10.9%
11.5
14.4%
7.5
9.2%
8.9
10.8%
8.6
10.1%

Note: Assumes 80% of WoS CCTs take up a post within the WoS and that 50% of all national CCTs
take up a post in the region
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2.5 New Ways of Working

Chapter 5 of this Report describes the impact of the COVID-19 pandemic and the service
response. Changes in ways of working are described there.

2.6 User Experience
As part of this review, feedback was sought from a range of service users on the current
provision of cardiac services. Focus groups provided powerful insight into the practical and
logistical aspects of the patient journey.
Patients told us:









That periodical updates on waits for procedures to provide reassurance and help
reduce anxiety would be welcome;
Discharge letters need to be issued to GPs and local Board cardiologists as quickly
as possible with content being clear and concise to help patient understanding;
Following discharge, for those who had access to the Heart Failure service, patients
advised that explanation of medications and up-titration by a cardiac pharmacist was
valued. Patients felt this service should be available to all to help minimise issues
due to mistakes/misunderstandings regarding medication;
That any tests or follow up that are capable of being carried out locally should be
done locally in advance of attending a regional centre and that transport needs to be
more efficient to and from regional centres, particularly when this impacts on length
of stay. This was a particular issue for patients from Dumfries and Galloway;
There was a mixed response to extending the use of video consultations, with
younger patients in general being more receptive to its use; and
Patients valued the emotional support from other patients in wards and also from the
cardiac rehabilitation team which enabled them to build personal confidence on their
recovery journey.

Feedback received from the cardiac surgery questionnaires was very positive. Areas that
were highlighted for improvement include:
 Avoidance of cancellations, overruns and late starts and better repatriation and
discharge planning.
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THREE: DIAGNOSING HEART DISEASE
Cardiac disease can manifest in a number of different ways. Common symptoms are
breathlessness, chest pain and palpitations with some patients also suffering from a
temporary loss of consciousness (syncope). It is important to be able to investigate these
symptoms and signs timeously as failure to do so can lead to individuals developing more
advanced, harder to treat disease and, on occasion, irreversible complications leading to
premature death. In addition, delay may lead to increased levels of anxiety prompting
frequent, often unscheduled, contact with health services.
Timely and appropriate diagnosis, including risk stratification, is the foundation of high quality
disease management and sets the path to achieve best patient outcomes. Diagnosis and
management of heart disease in all its manifestations is reached through clinical judgement
informed by a range of investigations including blood tests, electro-physiological studies,
imaging and cardiac catheterisation. The electrocardiogram (ECG) is the most commonly
used early test, and although not all individuals with heart disease have ECG abnormalities,
generally, ECG waveform abnormalities are a good first indication of a cardiac abnormality
being present.
Figure 57 shows the investigations used to confirm/exclude the presence of cardiac disease
depending on the symptoms experienced by patients or the underlying condition which is
suspected.

Breathlessness
Chest pain (Stable)
Chest pain (Acute)
Suspected Aortic Dissection
Syncope/Collapse
Palpitations/Irregular pulse
Inherited Cardiac Condition

















Coronary
Angio

CMR

Gated
CTCA

CTCA

Echo

Amb ECG
and Event
Recorder

ETT

ECG

High
Sensitivity
Troponin

BNP/
NTproBNP

Figure 57: Investigations used to confirm the presence of cardiac disease


















The following describes in more detail the key investigations used to diagnose heart disease.

3.1 Non-imaging Investigations
3.1.1 ECG
An ECG is a core test used in the diagnosis of heart disease and is provided in acute and
some primary care settings. An ECG can help detect arrhythmias, CHD, MI and
cardiomyopathy.
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Figure 58: ECG Overview
Test
Delivered by
Time taken (including
interpretation time)
Current waiting time

ECG
Band 2-4 Cardiac Physiologist /
Cardiographer
10 mins
2-3 weeks

3.1.2 Exercise ECG/Exercise Tolerance Test
This is an ECG recorded while walking on a treadmill or exercise bike to detect changes
suggestive of CHD.
Current pathways for patients with suspected angina in the WoS include this test.
Figure 59: Exercise ECG Overview
Test
Delivered by

Time taken (including
interpretation time)
Current waiting time

Exercise ECG
Band 6 Cardiac Physiologist
A doctor (junior) may be present
for high risk cases.
30 mins
3 weeks

3.1.3 Ambulatory ECG and Cardiac Event Recording
Several techniques exist for monitoring patients who give a history compatible with a
possible paroxysmal (intermittent) arrhythmia. Ambulatory ECG monitoring for 24 hours or
longer can sometimes be effective, but often leads to inconvenience for the patient and
excessive work for the cardiac physiologist who analyses the recordings. This can also lead
to the detection of minor and clinically irrelevant asymptomatic arrhythmias. Several
techniques exist for patient-activated ECG monitoring devices including ones which work
with mobile phones that allow the patient to make a recording at the time when their
symptoms occur.
A cardiac event recorder is a small hand-held device which is used to record heart rate and
rhythm when activated with any symptoms experienced by the patient that may be
associated with changes in heart rate and rhythm captured. This service is provided by all
Boards.
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Figure 60: Ambulatory ECG Overview
Test
Delivered by

Time taken (including
interpretation time)
Current waiting time

Ambulatory ECG
Band 5+ Cardiac Physiologist
A doctor (junior) may be present
for high risk cases.
15 mins
8-10 weeks

An implantable loop recorder (ILR) is a small device which is implanted under the skin in the
chest wall to continually record heart rate and rhythm. It is battery powered and can last up
to 3 years.
Figure 61: ILR Overview
Test
Delivered by
Time taken (including
interpretation time)
Current waiting time

Implantable loop recorder (ILR)
Band 7+ Cardiac Physiologist
1 hour
8-10 weeks

3.1.4 BNP/NTproBNP
A raised level of BNP/NTproBNP can indicate the presence of heart failure and should be
followed up with an echocardiogram. For outpatients with suspected new HF, SIGN20 and
NICE2122 state that an echo should be performed within 2 weeks if the patient’s NTproBNP is
>2000 and within 6 weeks if the NTproBNP is within 400-2000. For inpatients with suspected
new HF, NTproBNP should be included in the admission blood tests and an echocardiogram
should be performed within 48hrs of admission if required23.
Conversely, a low level of BNP/NTproBNP accompanied by a normal ECG makes a
diagnosis of heart failure unlikely and obviates the need for echocardiography which
consumes limited electrophysiology resource.
Following a successful National business case in 2017, all WoS Boards have access to
BNP/NTproBNP, however, adoption of it has not been uniform across the region as shown in
figure 62.

20

SIGN ‘SIGN 147 –Management of chronic heart failure’ SIGN [online]
https://www.sign.ac.uk/assets/sign147.pdf (Mar 2016)
21
NICE ‘Acute heart failure: diagnosis and management
Clinical guideline [CG187]’ NICE [online] https://www.nice.org.uk/guidance/cg187 (Oct 2014)
22
NICE ‘Chronic heart failure in adults: diagnosis and management NICE guideline [NG106]’ NICE [online]
https://www.nice.org.uk/guidance/ng106 (Sept 2014)
23
NCEPOD ‘The National Confidential Enquiry into Patient Outcome and Death. Failure to Function’ 2018.
London https://www.ncepod.org.uk/2018report2/AHF%20full%20report.pdf
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Figure 62: Access to BNP/NTproBNP by Board
Access to BNP/NTproBNP varies across the Region. With regards secondary care provision,
this is very dependent on local pathways.
Board

Primary Care

NHS A&A

Secondary Care



NHS D&G





NHS FV





NHS GG&C





Camglen only



N/A



NHS Lan
GJNH

Further work is required to standardise access to these tests, and to understand the
associated economic and service benefits.

3.1.5 High Sensitivity Troponin
Biomarkers complement clinical assessment and 12 lead ECG in the diagnosis, risk
stratification and treatment of patients with suspected MI. Measurement of a biomarker of
cardiomyocyte injury, preferably high sensitivity cardiac troponin, is mandatory in all patients
with suspected non-ST-segment elevation MI (NSTEMI). Troponin is available in emergency
departments in all Boards in the WoS. Its measurement and interpretation is described in
each Board’s Chest Pain pathway.

3.2 Imaging Investigations
Cardiac imaging techniques range from high volume procedures with relatively low capital
cost such as transthoracic echocardiogram (TTE) to lower volume, high capital cost
modalities such as CTCA and CMR.
Diagnostic challenge lies in assessing patients with suspected heart failure, valvular disease
and those at intermediate or low risk of CHD who may be experiencing chest pain for other
reasons.
All modalities can help to provide reassurance by confirming the absence of disease. They
can also avoid unnecessary admissions, help reduce length of stay and avoid the need for
more extensive tests by increasing diagnostic certainty. For example, early access to
echocardiography in patients with suspected heart failure enables life-saving treatment to
start earlier, potentially avoiding hospitalisation. The use of CTCA can reduce the number of
patients undergoing more invasive diagnostic coronary angiography.
Information on the number of investigations performed and associated waiting times is not
held centrally. It has been challenging to get up to date information from individual Boards. In
any case, the pandemic has impacted significantly on diagnostic services.
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3.2.1 Echocardiography
Echocardiography ranges from basic transthoracic echo to more complex techniques such
as 3-D transthoracic and transoesophageal echocardiography, and stress echocardiography.
It is used in the diagnosis of heart failure, valvular heart disease and congenital heart
disease. It is also used to assess left ventricular function following an acute myocardial
infarction in order to appropriately optimise secondary prevention therapy and reduce
unnecessary prescribing of, sometimes expensive, pharmacological therapies. Advanced
echo services include detailed measurements and assessments of ventricular function,
cardiac outputs/pressures and evaluation of valve function.
Figure 63: Time taken to perform echocardiograms (performed by Band 6 EP or above)
Type of Echo
Trans oesophageal
Congenital
Stress
Transthoracic

Time taken (mins)
45
60
40
45

3.2.2 Computed tomography coronary angiography (CTCA)
CTCA is a non-invasive means of assessing underlying coronary anatomy and is
recommended by SIGN24 and NICE25 as the first line investigation in patients with suspected
angina. CTCA uses computed tomography (CT) scanning to take images of the coronary
arteries. It has almost 100% accuracy in excluding functionally significant (chest pain
producing) coronary artery disease. However, it is important to recognise that it has limited
use in the presence of coronary calcification and also in the quantification of indeterminate
lesions.
Availability of CTCA can reduce the number of more invasive diagnostic cardiac angiograms
being performed.
Currently patients from NHS A&A and NHS L are referred to NHS GGC and GJNH for this
test.
Prior to the pandemic around 1,400 CTCA scans were undertaken annually in the WoS.
CTCAs are performed and reported by appropriately trained radiologists and cardiologists.
There is some joint reporting at NHS FV and the GJNH.

3.2.3 Gated computed tomography aortography (CTA)
Gated CTA is an important part of the work-up for patients selected for TAVI and is a vital
emergency investigation for patients with suspected acute aortic dissection. This
24

SIGN ‘SIGN 151 – Management of Stable Angina’ SIGN [online]
https://www.sign.ac.uk/media/1088/sign151.pdf (Apr 2018)
25
NICE ‘Recent-onset chest pain of suspected cardiac origin: assessment and diagnosis:
NICE Clinical guideline [CG95]’ https://www.nice.org.uk/guidance/cg95(Published Mar 2010; Last updated
Nov 2016)
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investigation is only available in NHS GGC (GRI and QEUH) and the GJNH requiring the
transfer of patients from other Boards. This can be challenging in emergency situations.
There is currently a significant pressure on this resource leading to delays in patients
accessing treatment such as TAVI.
CTAs are reported by radiologists.

3.2.4 Cardiac Magnetic Resonance imaging (CMR)
CMR is an MRI based imaging modality providing a functional and structural assessment of
the heart. Agreed criteria in the WoS limit its use to investigate only patients with suspected
familial cardiomyopathies and some patients with heart failure and acute myocarditis.
Magnetic resonance angiography may be performed with or without contrast medium. In
typical clinical settings, focused protocols facilitate an efficient workflow, allowing for scan
times of less than 30 min even for scans with pharmacological vasodilatation26.
CMR is currently provided in NHS GGC and GJNH. Prior to the pandemic activity in the WoS
was around 1,400 scans per annum. 60% of this activity involved patients being managed
by nationally designated services (adult congenital heart disease, Advanced Heart Failure
Service and the Scottish Pulmonary Vascular Unit).
CMRs are performed and reported by appropriately trained radiologists and cardiologists.

3.2.5 Nuclear Cardiology
Nuclear cardiology is used to image myocardial perfusion or blood flow in patients with
angina or suspected angina and to quantify myocardial function using radionuclides and a
gamma camera. The tests include myocardial perfusion scintigraphy imaging, cardiac single
photon emission computerised tomography and radionuclide ventriculography. Numbers of
referrals for these investigations are declining with patients increasingly being referred to
other modalities such as echocardiography, CTCA and CMR. However, demand for two
other techniques, DPD imaging and 18F-FDG PET/CT, may increase over time.
DPD is used to diagnose cardiac amyloid. Data from GGC demonstrates that the number of
DPD tests in the first six months of 2021, is four times higher than the number of tests done
in the whole of 2018.
Cardiac PET/CT is used to detect and monitor the response to treatment in individuals with
cardiac sarcoidosis.

3.2.6 Cardiac Catheterisation
Cardiac catheterisation labs are theatre type environments with x-ray imaging designed to
deliver non-invasive cardiac investigations and treatment. A wide range of diagnostic studies
and interventions are undertaken in the cath labs in the WoS. These are:



Diagnostic coronary angiography;
PCI;

26

Matthias G. Friedrich, MD, The Future of Cardiovascular Magnetic Resonance Imaging, European Heart
Journal, Volume 38, Issue 22, 7 June 2017, Pages 1698–1701, https://doi.org/10.1093/eurheartj/ehx243
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TAVI;
Percutaneous Mitral Valve Repair (MitraClip);
Permanent Pacemaker Insertion;
Complex Device Implantation (ICD and CRT pacemakers);
Diagnostic EP studies; and
Interventional EP procedures (e.g. ablation).

Full range of diagnostic and interventional procedures in patients with congenital heart
disease.
Cardiac catheterisation takes place at three sites in the WoS, the GJNH, UHH and UHA.
Laboratory numbers and sessions are shown in Figure 64. Patient flows are described in
Figure 65.
Figure 64: Cardiac catheterisation lab numbers and sessions
Board
NHS A&A

No of labs
1

NHSL

2

GJNH

5

Sessions per week
2 for coronary angiography
2 for device implantation + 1 session monthly for box changes
16 for coronary angiography and intervention
4 for device implantation
43 for coronary angiography and intervention
10 for EP
4 for device implantation
2 for structural HD
2 for Scottish Adult Congenital Cardiac Service
1 for Scottish Pulmonary Vascular Unit

Figure 65: Patient flow to cardiac catheterisation lab
GJNH
Diagnostic

Intervention

Cath Lab Location
UHH
Diagnostic Intervention



*

NHSD&G



NHSFV
NHSGG&C
NHSL

*




NHSA&A

UHA

RIE

Diagnostic

Diagnostic Intervention





**
* STEMIs only. All other coronary and structural interventions are performed at GJNH.
** All structural interventions for NHSL are performed at GJNH.

3.2.7 Diagnostic Coronary Angiography

Diagnostic coronary angiography is the commonest diagnostic procedure undertaken. It is
performed at GJNH, UHH and UHA. Percutaneous coronary intervention is performed at
GJNH and UHH. All other diagnostic procedures and interventional procedures requiring
cardiac catheterisation for the region are undertaken at the GJNH.
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3.3 Diagnostic Pathways
Whilst a number of diagnostic pathways for the investigation of potential cardiac related
symptoms are in place across the WoS, there are currently no pathways which apply across
all WoS Boards.
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FOUR: MANAGING HEART DISEASE
This chapter describes the range of management options that are currently available in
specialist adult cardiac services to treat cardiac conditions in the WoS. Some services are
commissioned centrally. This review does not include those highly specialised services
which are provided out with the region.

4.1 Management of Coronary Heart Disease
This section covers the management of acute and stable coronary heart disease.

4.1.1 Acute Coronary Syndrome
Acute Coronary Syndrome is an umbrella term encapsulating conditions presenting with
acute ischaemia and includes unstable angina, non ST Elevation Myocardial Infarction and
ST Elevation Myocardial Infarction. These conditions present a medical emergency and
early assessment, accurate diagnosis, early risk stratification and medical therapy including
revascularisation is life saving.
ST Elevated Myocardial Infarction
ST Elevated Myocardial Infarction (STEMI) is managed via the Optimal Reperfusion Service
(ORS) which is a hybrid system consisting of Primary PCI and pre-hospital thrombolysis for
geographically remote patients. Patients access the service at GJNH or UHH either by
contact with SAS or following self-presentation to an Emergency Department. Depending on
progress patients are repatriated to their local hospital within 24 hours of admission. The key
performance indicators for the ORS focus largely on time delays to re-perfusion. Data from
UHH and GJNH show very similar and consistent outcomes in respect of:





Short door to balloon times;
High rates of adherence with 90 minute standard;
Low hospital mortality rates; and
Short length of in-patient stay.

The GJNH submits data to the National Cardiac Benchmarking Collaborative (NCBC).
Performance compares favourably with other major cardiothoracic centres in the UK with the
GJNH having the lowest door to balloon time in the latest 2019 NCBC publication. This is
demonstrated below (fig 66).
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Figure 66: Door to balloon time in major UK centres (2019)

Door to balloon time (mins)
90
80
70
60
50
40
30
20
10

2016/17

2017/18

2018/19

Non ST Elevated Myocardial Infarction
For patients who have a Non ST Elevated Myocardial Infarction (NSTEMI), evidence shows
that revascularisation reduces the risk of a further major adverse cardiovascular event
(MACE). The reduction in MACE is most dramatic in high risk patients, those defined by a
high GRACE score which predicts in-patient and 6 month mortality. Patients presenting with
a high risk NSTEMI should undergo revascularisation within 24 hours of admission to
maximise outcome. Those of intermediate risk should be treated within 72 hours.
In the WoS, the vast majority of patients presenting with NSTEMI are admitted to their local
hospital. Where appropriate, based on their risk score for a future coronary event, patients
are transferred to the GJNH or UHH for angiography and intervention. This hub and spoke
model inevitably introduces a delay in the patient’s journey. WoS data shows a median time
of four days from time of admission to angiography and a median length of stay of six days.
In order to address the delay in NSTEMI patients accessing angiography and revascularisation, a major service re-design has been implemented by the GJNH focusing on
the management of high risk patients. These patients are identified in the pre-hospital or ED
setting and transferred directly to the GJNH. The median length of stay for patients managed
by the re-designed service is one day (mean 1.86 days).
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4.1.2 Stable Coronary Heart Disease
After diagnosis and risk stratification, the majority of patients with coronary heart disease are
managed with medication in primary care. Where angina symptoms are well controlled on
medical therapy, PCI appears to confer no additional symptomatic relief27.
Once a decision to undertake coronary revascularisation is made, the next step is to decide
if this should be undertaken by PCI or surgery (CABG).
In patients with stable angina who require an intervention, the evidence suggests that where
isolated single or two vessel disease is present, PCI is the intervention of choice and where
the burden of CHD is greater, such as triple vessel disease involving the Left Anterior
Descending coronary artery, CABG may be the more durable option. Nonetheless, it is
important to take into consideration individual patient characteristics and preferences in
coming to a decision. These include anatomical complexity, anticipated completeness of
revascularisation and the predicted surgical mortality.
Figure 67 published recently in the European Heart Journal28 provides a helpful summary of
the evidence for each intervention for a range of scenarios.
Figure 67: Summary of Evidence for Recommending PCI or CABG

27

Al-Lamee R, Thompson D, Dehbi HM, Sen S, Tang K, Davies J, et al. Percutaneous coronary intervention in
stable angina (ORBITA): a double-blind, randomised controlled trial. Lancet 2018;391(10115):31-40.
28
European Heart Journal Vol 40 Issue 2 7 January 2019 pp 87-165
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In addition to patient-related factors, outcomes following CABG are associated with longterm patency of the graft. Longer patency times can be achieved with the use of arterial
grafts, in particular the left internal mammary artery (LIMA). The LIMA is preferentially
grafted to the Left Anterior Descending (LAD) artery. In addition to this, there is increasing
interest in total arterial revascularisation (TAR) rather than using the usual LIMA and
saphenous vein graft combination if two or more grafts are necessary.
SIGN 15129 highlights a meta-analysis of 28 studies, including 89,399 patients, where use of
both internal mammary arteries enhanced overall long-term outcomes in comparison to
single IMA use. Despite a relative increase in the incidence of deep sternal wound infection,
in this study the survival benefits and other morbidity advantages (MI-free survival, angina
free survival, hospital mortality, bleeding, and iterative revascularisation) appeared to
outweigh this short-term risk30.

4.2 Management of Heart Rhythm Disorders
Disorders of the rate or rhythm of the heartbeat (arrhythmias) are one of the most common
symptoms of heart disease and are associated with significant complications such as stroke
and sudden death. As many arrhythmias are harmless, one of the challenges is identifying
those which are potentially more serious. The previous chapter on diagnosis describes the
investigations used to diagnose arrhythmias. Other investigations, such as
echocardiograms, are helpful in identifying underlying conditions associated with arrhythmias
such as hypertrophic cardiomyopathy.
A variety of approaches are used to manage arrhythmias including medication,
cardioversion, pacemakers, implanted defibrillators and radio-frequency ablation.
Occasionally arrhythmias are treated surgically. This usually happens when surgery is being
undertaken for another reason, such as repairing a heart valve, although one procedure
MAZE is utilised when other interventions have failed. If coronary heart disease is causing
arrhythmias, treating this can resolve the problem.

4.2.1 Medication
Most arrhythmias can be managed with IV or oral medication. The majority of patients with
AF are elderly, and nearly all require anticoagulation unless contraindicated. There is
overwhelming evidence from randomised clinical trials (RCTs) that Direct Acting Oral
Anticoagulants (DOACs), also known as New Oral Anticoagulants (NOACs), are superior to
warfarin31. In comparison, these drugs are associated with a 20% reduction in the risk of
stroke, a 10% reduction in all-cause mortality, and a 50% reduction in intracranial
haemorrhage. However, uptake of these drugs is still variable.

4.2.2 Cardioversion
29

SIGN 151 (Apr 2018)
Buttar SN, Yan TD, Taggart DP, Tian DH. Long-term and short-term outcomes of using bilateral internal
mammary artery grafting versus left internal mammary artery grafting: a meta-analysis.
Heart 2017;103(18):1419-26.
31
Ruff CT, Giugliano RP, Braunwald E et al. Comparison of the eﬃcacy and safety of new oral anticoagulants
with warfarin in patients with atrial ﬁbrillation: a meta-analysis of randomised trials/ Lancet 2014; 383: 955-62.
30
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DC Cardioversion is an effective technique for termination of AF in patients with persistent
AF where the goal is to restore sinus rhythm rather than accept chronic AF with control of
the ventricular rate. A WoS Pathway is in place to guide appropriate management.
Cardioversion is available in all Boards.

4.2.3 Implanted Devices
As mentioned in Section 3, ILRs can be used to diagnose cardiac dysrhythmias. Although
they have no therapeutic value, they are included here to give a sense of the numbers
implanted annually.
Treatment for arrhythmias can involve the insertion of a pacemaker. In addition to pacing,
some devices are also able to deliver electric shocks of increasing magnitude to restore the
heart to a normal rhythm. These are called Implanted Cardioverter Defibrillators (ICDs).
Some patients with heart failure develop significant conduction system problems associated
with a reduced ejection fraction. There is strong evidence that CRT, where both ventricles
and occasionally the right atrium are paced in a co-ordinated way can improve symptoms,
reduce the need for hospitalisation and significantly improve long-term survival. Devices can
be CRT- P (only a pacemaker) and CRT-D (with a defibrillator capability where there is an
additional risk of serious arrhythmias occurring).
Figure 68: Board provision of devices including ILRs
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Pacemakers
Pacemakers are implanted in most hospitals in the WoS. Pacemaker technology is mature,
indications are generally well-established and there is a high degree of expertise in
implantation and follow-up. Pacemaker insertion can be done as a day-case procedure or
can require an overnight stay, although many pacemakers are implanted urgently in inpatients. The procedure itself takes less than an hour. The waiting time for non-urgent
procedures is short.
Pacemaker implant rates are on par with elsewhere in Scotland, the UK and Europe.
The figure below sets out pacemaker implantations by Board in 2017/18. In 2017/18 such
data was held and reported via a national database, however, this database is no longer
used making it difficult to obtain more up to date data.
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Figure 69: Pacemaker implants 2017-18 new + replacements (10-20% are replacements)
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Implanted Cardioverter Devices
ICDs are implanted at the GJNH (for GGC and D&G), UHH (for Lanarkshire), UHA (for A&A)
and FVRH (for FV). Devices are implanted as a planned day case procedure or undertaken
urgently in in-patients with an average procedure usually taking under an hour. The waiting
time is under 13 weeks.
As with pacemakers, current data on the number of implantations is not available.
Figure 70: New ICD implants 2017-18
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The ICD implant rate across the WoS is similar to the rest of Scotland, the UK and Europe
although there has been under-reporting of activity to NICOR.
Cardiac Re-synchronisation Therapy
CRT-P and CRT-D devices are mainly implanted at the GJNH. From 2017-18 onwards
around 10% of all devices in the WoS have been implanted at Forth Valley Royal Hospital
(FVRH). Devices are implanted as a day case with an average procedure taking around 1.52 hours.
As with pacemakers, current data on the number of implantations is not available.
Figure 71: New and replacement CRT implants 2017-18
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The rate of implantation of CRT-P and CRT-D devices is similar to the rest of Scotland.
However, Scotland has the lowest rate in the UK with England’s implant rate at 146 per
million per year and a European average of 160 per million per year.
Facilities used for device implantation
Currently, there are no published minimum standards for the environment in which
implantable devices are inserted, however, a joint Working Part set up to review practice
(Sandoe et al, 201532) felt that operating theatre standards of ventilation were appropriate for
ICED implantation. Not all sites used in the WoS meet this recommendation.
Implanted device follow-up
Once implanted, pacemakers, ICDs and CRTs are checked on a regular basis for the rest of
an individual’s life. Remote follow up is available and can reduce the number of visits
required for suitable patients. Checks are undertaken by cardiac physiologists with the more
complex devices requiring highly trained staff to do this. Checks take an average of 2 hours
per annum for complex devices and 1 hour for pacemakers. Figure 72 shows the Boards
where follow-up takes place. CRT follow-up of NHS A&A and NHS L patients is undertaken
in NHS GGC.
Figure 72: Cardiac device follow-up
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4.2.4 Catheter Radiofrequency Ablation and Cryo-Ablation
Ablation is an intervention used to treat some types of arrhythmia. There are two types catheter radio-frequency ablation (RFA) and cryoablation. In both the small area of abnormal
heart tissue giving rise to the faulty electrical pathway is destroyed. In the WoS, ablations
are performed at the GJNH. Ablation is usually a curative procedure and is mostly costeffective. For some arrhythmias such as supra-ventricular tachycardia (SVT) the procedure
is cost-saving when compared to a lifetime of pharmacological therapy. The procedure is
usually performed as a day-case and takes 2-3 hours in a cath lab.
Patients are currently waiting over 12 months to access this intervention. Most individuals
requiring ablation have non-life threatening arrhythmias and timing of the intervention is not
critical. However, this is not the case for people with persistent AF. Ablation in these patients
can be effective if performed early, but if they have been in chronic persistent AF for greater
than two years the results are poor. This is a particular issue now as the service recovers
from the pandemic.

32

Journal of Antimicrobial Chemotherapy, Volume 70, Issue 2, February 2015, Pages 325–359
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Figure 73: Catheter ablation procedures by Board of Residence 2019/20
NHS A&A
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Total

Numbers
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Numbers per
million
138
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121
245
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203
Notes: Assumes FV cases are managed 50:50 between WoS and South East Region; FV population
has therefore been divided between the two regions to account for this.
Assumes that patients from Western Isles will flow through GGC; WI population has therefore been
included in case rate for GGC.

In the rest of Scotland, the rate per million population is 213pmp in the South East, and
144pmp in the North of Scotland3334.

4.2.5 Left Atrial Appendage Occlusion (LAAO)
As mentioned above, AF is associated with an increased risk of thrombotic complications,
the most serious of which is stroke. Although long-term anticoagulation is the standard
treatment, this is not possible in some patients because of the high risk of bleeding
complications. In this circumstance, LAAO can be considered. NICE guidance for LAAO in
patients with non-valvular atrial fibrillation for the prevention of thromboembolism was
published in June 2010 (IPG34935). In 2019, the Scottish Health Technology Group also
released an Advice Statement (SHTG 06-1936).
LAAOs are performed at the Royal Infirmary Edinburgh due to the small volume of
procedures undertaken.
Figure 74: Treatment pathway for LAAO
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Generally, patients are referred from either GI or Stroke Medicine having had a major
bleeding complication on an anticoagulant which contra-indicates continuation of this
therapy. Cases are reviewed by a multidisciplinary team including the referring doctor,
imaging cardiologist and the implanting cardiologist.
Follow up is carried out by local referring clinicians, usually consultants in cardiology or
stroke medicine. Because of the low volume of cases undertaken to date, it is not possible to
compare waiting times and outcomes with other centres.
The delivery of LAAO is the subject of a formal National Planning Board Process.
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NICOR ‘EP/Ablation Procedures - NICOR Report for Royal Infirmary Aberdeen 2017-18’ (July 2020)
NICOR ‘EP/Ablation Procedures - NICOR Report for Edinburgh Royal Infirmary 2017-18’ (July 2020)
35
NICE ‘Percutaneous occlusion of the left atrial appendage in non-valvular atrial fibrillation for the prevention
of thromboembolism - Interventional procedures guidance [IPG349]’
https://www.nice.org.uk/guidance/ipg349 (Jun 2010)
36
SHTG ‘Left atrial appendage occlusion (LAAO) in patients with atrial fibrillation who have contraindications
to oral anticoagulation - SHTG Advice 06-19’ https://shtg.scot/media/1840/left-atrial-appendage-occlusionlaao-in-patienrts-with-atrial-fibrillation-shtg-adv-state-06-19-cardiology.pdf (Aug 2019)
34
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4.3 Management of Valvular Heart Disease
4.3.1 Aortic Valve Replacement and Repair
Aortic stenosis (AS) is the most common type of valvular heart disease. AS causes
symptoms of breathlessness, chest pain and syncope (blackouts), and leads to progressive
heart failure and/or sudden death. The 2 year mortality following diagnosis exceeds 50% and
patients can require frequent hospitalisation. The incidence of AS increases with advancing
age, and the condition frequently occurs in association with CHD, cerebrovascular disease,
respiratory disease and renal failure. Whilst surgical aortic valve replacement is the usual
choice of treatment, there is a cohort of patients in whom the risk of surgical aortic valve
replacement (SAVR) is very high. In this group TAVI is a recognised evidence-based
treatment. Currently, there is no standardised pathway for the management of severe and
symptomatic aortic stenosis in Scotland.
Surgical Aortic Valve Replacement
A range of aortic valve replacement (AVR) operations are performed at the GJNH with the
majority being isolated AVR. Over the past 5 years, the number of isolated AVRs performed
has remained fairly static, ranging from 211-227 (with a dip in 2020/21 to 175). Similarly
static, when combined with CABG, 121-127 procedures per year (with a dip in 2020/21 to
95). This equates to a 1% shift in favour of a combined CABG/AVR procedure, with 64%
isolated and 36% combined with CABG.
Conventional aortic valve replacement (C-AVR) is the standard treatment for severe aortic
stenosis with a 1-2% mortality rate in otherwise fit patients. There is good evidence that this
operation prolongs life and improves quality of life. The mortality rate for this operation at the
GJNH is 1-2%.
A more recent development is suture-less AVR (SU_AVR) which has the benefit of reducing
cardiopulmonary by-pass and cross clamping time. SU_AVR has a particular role in the
management of patients with combined aortic valve and coronary heart disease. There were
two SU_AVR performed in 2019/20 and one performed in 2020/21.
Another option available is minimally invasive AVR (MIAVR). In time, this is likely to replace
C-AVR as the gold standard surgical procedure. Two approaches are available – ministernotomy and right anterior thoracotomy. While technically more demanding, there may be
benefits to patients resulting from reduced blood loss, fewer days spent in ICU and hospital
on average and a quicker return to normal activities. In 2018, 16% of isolated SAVRs were
performed using a minimally invasive approach, however this reduced to 10% in 2019/20.
The mortality rate for this operation at the GJNH is 1-2%.
Conventional heart surgery has undergone extensive changes over the past decade.
Although evidence from prospective randomized trials is poor, the available information,
paired with a multitude of additional database and registry analyses, implies that minimally
invasive procedures are in many indications able to yield at least equal results to
conventional heart surgery. There is no evidence to date that allows concrete conclusions
about the superiority or inferiority of such sternotomy-free techniques.
In younger patients valve repair or reconstruction are other options. These have the benefit
of delaying the need for replacement and also avoid the requirement for anti-coagulation, a
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particular advantage for women who are in their childbearing years. Since 2016, there have
been 32 “repair without ring” cases.
Trans-catheter Aortic Valve Implantation (TAVI)
The development of TAVI is now a recognised evidence based treatment for aortic stenosis.
It is currently approved in Scotland for inoperable patients or those at high surgical risk. The
service is commissioned nationally by National Services Scotland.
The evidence base for TAVI is extensive. TAVI has been shown to be superior to medical
therapy in inoperable patients. It has also been shown to be at least equivalent, and on
occasion superior, to conventional SAVR across all surgical risk groups in the short to
medium term. It should be noted that as TAVI is an emerging technology and the clinical
studies are contemporary, follow up of greater than 5 years is limited. Therefore, long-term
durability has yet to be fully demonstrated in lower risk groups.
The service at the GJNH was established in 2018. It was agreed by the National Planning
Board that NHS Scotland would initially track the historical UK TAVI rate (at 61 procedures
pmp in 2018) but would reassess the position annually. Figure 75 below shows the proposed
activity for 2019/20 and the actual outturn for 2019/20 and 2020/21. Currently all non
transfemoral cases (around 5% of the total, not 15% as originally estimated) are referred to
NHS Lothian through the MDT process that is in place. At present 85% of FV activity goes to
NHS Lothian and 15% to GJNH.
It should be recognised that the UK rate is now 91 pmp (and continues to grow annually at a
rate of 15% per annum). In addition, the average European rate is 141 pmp. There is an
expectation that the National Planning Board will approve a similar rate in Scotland which in
turn will drive an increase in the number of annual cases delivered within the WoS.
Figure 75: TAVI Activity in 2019/20 (Indicative Split)
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Currently the waiting time for TAVI is 11 weeks following completion of investigations.
The in-hospital mortality rate for TAVI is 0.9% which benchmarks against a UK figure of
1.6%.
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4.3.2 Mitral Valve Replacement and Repair
Surgical Mitral Valve Replacement
Isolated mitral valve repair or replacement accounts for 4% of the total cardiac surgical
procedures at the GJNH and is undertaken to treat mitral valve regurgitation or stenosis.
Combined procedures contribute a further 2%. There is a strong evidence base supporting
repair over replacement in most patients requiring surgery. The rate of repair at the GJNH is
48%, which is in the lower quartile when compared to other UK centres (range 42-95%)37.
Whilst most surgery performed is currently open-heart, the proportion undertaken using
minimally invasive techniques is increasing.
Percutaneous Trans-catheter Mitral Valve Repair (MitraClip)
The MitraClip System is a catheter-based device designed to perform an edge-to-edge
reconstruction of the incompetent mitral valve while the heart is beating as an alternative to
the conventional surgical approach. It is generally reserved for patients at high or prohibitive
surgical risk. The majority have heart failure.
The benefits of using the MitraClip System have been observed in the EVEREST I and II
studies3839 and more recently the COAPT study40. These include avoidance of chest
incisions, cardiopulmonary bypass (CPB) and cardiac arrest for the majority of patients and
in the most recent COAPT study there was both a survival and symptom benefit in functional
mitral regurgitation in patients with heart failure.
The establishment of a MitraClip service in WoS at the GJNH was approved in summer 2016
and has been supported by the WoS Boards. All patients referred to the service are
discussed at the valve MDT. There are agreed inclusion and exclusion criteria under which
the service is offered for surgically inoperable patients with appropriate anatomy.
Figure 76: MitraClip Activity
Year
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The delivery of MitraClip is the subject of a formal National Planning Board Process.
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Getting it Right First Time ‘Cardiothoracic Surgery: GIRFT Programme National Specification’
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2018/04/GIRFT-Cardiothoracic-Report-1.pdf (Mar
18)
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Feldman T, Kar S, Rinaldi M, et al., on behalf of the EVEREST Investigators. Percutaneous Mitral Repair With
the MitraClip System: Safety and Midterm Durability in the Initial EVEREST (Endovascular Valve Edge-to-Edge
REpair Study) Cohort. J Am Coll Cardiol 2009;548:686-94.
39
Feldman T, Kar S, Elmariah S, et al. Randomized Comparison of Percutaneous Repair and Surgery for Mitral
Regurgitation: 5-Year Results of EVEREST II. J Am Coll Cardiol 2015; 66:2844-54.
40
Stone GW, Lindenfeld JA, Abraham WT, et al., on behalf of the COAPT Investigators. Transcatheter MitralValve Repair in Patients With Heart Failure. N Engl J Med 2018;379:2307-18.
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4.4 Management of Diseases of the Thoracic Aorta
Emergency surgery for thoracic aortic dissection or rupture and elective surgery to repair
thoracic aortic aneurysms are both undertaken at the GJNH. The GJNH’s current Cardiac
Surgery strategy recognises that building expertise in elective aortic surgery is one of the
keys to improving outcomes in emergency aortic surgery i.e. surgery for aortic dissection. In
support of this a WoS Aortic Surgery Virtual MDT has recently been established. A new
aortic surgeon has been appointed, commencing in post in March 2021, and standard
operating policies are now in place for aortic root and/or ascending aortic replacement.

4.5 Management of Heart Failure
Heart failure is the final common pathway for almost all cardiovascular disease and is
associated with higher mortality rates than most types of cancer. It is more common in
areas where deprivation levels are high and/or where there is an older population. Being a
long term condition, HF represents a very significant challenge to manage for Boards in the
WoS, particularly when, as a result of improved survival from other forms of heart disease
coupled with an ageing population, the prevalence is expected to increase. It should be
noted that 70% of healthcare costs associated with HF are driven by hospitalisations414243.
The tests required to confirm a diagnosis of HF are an ECG, measurement of
BNP/NTproBNP and an echocardiogram. Additional investigations for individuals with HF
include cardiac ambulatory monitoring, CMR, CTCA, coronary angiography and access to
genetic blood test assessment/family screening.
HF can be divided into 3 categories:
1. Heart Failure with reduced Ejection Fraction (HFrEF): left ventricular ejection
fraction of ≤40% i.e. severely impaired left ventricular contractile function.
2. Heart Failure with preserved Ejection Fraction (HFpEF): left ventricular ejection
fraction of ≥50% i.e. impaired left ventricular relaxation but preserved contraction.
3. Heart Failure with mildly reduced Ejection Fraction (HFmrEF): left ventricular
ejection fraction of 41-49% i.e. is less than normal but not severely reduced left
ventricular contractile function.
Figure 77 below shows a typical course for an individual who has a diagnosis of heart failure.
Most often there is a trajectory of progressive pump failure punctuated by periods of acute
deterioration with response to treatment lessening as in the final stages. However, at any
point death can occur suddenly as the result of a fatal cardiac arrhythmia.
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National Confidential Enquiry into Patient Outcome & Death, Acute Heart Failure report Nov 2018
https://www.ncepod.org.uk/2018report2/AHF%20full%20report.pdf
42
Conrad N et al ‘Temporal trends and patterns in heart failure incidence: A population-based study of 4
million individuals’ The Lancet 39 P751-80 (2018).
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Cowie, M.R., ‘The Heart Failure Epidemic, A UK Perspective’ Echo Res Pract. 2017 Mar; 4(1): R15–
R20. Published online 2017 Feb 14. doi: 10.1530/ERP-16-0043, PMCID: PMC5435875, PMID: 28196811
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Figure 77: Typical course of heart failure (Modified from Goodlin et al 2014 J Card Fail.
2004;10(3):200–9)

Despite the deadly impact of the condition, there have been remarkable advances in HF
treatment over the past 10 years with benefits of improved life expectancy, quality of life and
reduced hospitalisation44. Treatment with comprehensive heart failure disease-modifying
pharmacological therapy has been estimated to afford 2·7 additional years (for an 80-yearold) to 8·3 additional years (for a 55-year-old) free from cardiovascular death or first hospital
admission for heart failure and 1·4 additional years (for an 80-year-old) to 6·3 additional
years (for a 55-year-old) of overall survival compared with conventional therapy. Among
patients with HFrEF, the anticipated aggregate treatment effects of early comprehensive
disease-modifying pharmacological therapy are substantial and support the combination use
of an ARNI, β blocker, MRA, and SGLT2 inhibitor as a new therapeutic standard45.
The majority of HF care is delivered by primary and secondary care. Individuals with mild left
ventricular impairment can often be managed with medication, lifestyle improvements and
self-management strategies. Access to the specialist secondary care HF services is by and
large provided on an outpatient basis or during/after an unscheduled hospital admission as a
result of HF. Thereafter, investigations into the cause of HF, formulation of a person-centred
management plan and follow up until treatment is fully optimised, is provided by secondary
care specialist HF teams. Only FVRH and University Hospital Crosshouse (UHC) have inpatient HF services. It is recommended in national guidelines that these multi-disciplinary
teams should consist of a consultant cardiologist with an interest in HF, a HF nurse
specialist, medicine for the elderly and palliative care clinicians, a pharmacist and a
psychologist. Specialist interventions required by people with heart failure include CRT and
ICD implantation, RFA, PCI, CABG, surgical or percutaneous cardiac valve intervention and
cardiac transplantation.
With respect to the management of HFpEF, spironolactone has recently been demonstrated
to improve outcomes in this cohort. Additionally, 2 large clinical trials investigating the use of
44

McMurray JJ. Improving outcomes in heart failure: a personal perspective. Eur Heart J. 2015 Dec
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Vaduganathan, M., et al. (2020) ‘Estimating lifetime benefits of comprehensive disease-modifying
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sodium-glucose co-transporter-2 inhibitors (SGLT2i) or ‘glifozins’ to improve outcomes of
hospitalisation and mortality in people with HFpEF have been taken forward recently. The
first of these trials (EMPEROR-Preserved) has just been published and shows that in
patients with heart failure and a preserved ejection fraction, SGLT2i with empagliflozin led to
a 21% lower relative risk in the composite of cardiovascular death or hospitalisation for heart
failure, which was mainly related to a 29% lower risk of hospitalisation for heart failure46.
The majority of people are subsequently discharged to primary care for longer term follow-up
and often multi-morbidity management, although depending on their ongoing care needs
individuals may move in and out of secondary care as required. Those with complex
symptoms will continue to be followed up by the secondary care HF team. This team
arranges referral to tertiary care (regional services) or quaternary care (national services) as
necessary but retains a co-ordinating function to facilitate continuity of care.
Two Boards provide specialist services in a primary care/community setting. NHS GGC
provides a collaborative pharmacy-cardiology clinic service across primary and secondary
care for people who have left ventricular systolic dysfunction as a result of an index
hospitalisation with an acute myocardial infarction47. NHS A&A has three specialist HF
nurses based in primary care as part of the specialist HF service.
As mentioned earlier, at present only patients with a diagnosis of HFrEF can be referred for
cardiac rehabilitation. This means that individuals with HFpEF can receive disparate care
from a variety of clinicians across primary and secondary care resulting in a higher level of
hospitalisation, length of stay and 30-day readmission rate than would otherwise be the
case.

4.6 Management of Inherited Cardiac Conditions in Adults
The ICC service is out-patient based. Referral criteria and pathways are in place including
detailing the work-up required to be undertaken prior to referral. A monthly MDT meeting is
held with electrophysiologists, pathologists, paediatricians and geneticists where all cases of
sudden unexplained deaths and complex cases are reviewed. Additionally, an MDT is held
approximately 3-4 times a year at GJNH hosted by the Scottish Adult Congenital Cardiac
Service MDT to discuss patients with hypertrophic cardiomyopathy requiring surgical or
interventional management.
In 2017 the service were successful in a bid for funding support from the British Heart
Foundation (BHF) Miles Frost Fund to improve cascade testing for families with hypertrophic
cardiomyopathy and to evaluate service models for inherited cardiac conditions ICCs. The
key purpose of the funding was to establish specialist nurse-led roles in the satellite Boards
across the WoS to facilitate streamlined access to the service via a hub and spoke model.
The overall objective was to improve care of families with hypertrophic cardiomyopathy;
streamline access to the ICC service; improve the update of predictive genetic testing and to
reduce the burden on general cardiology clinics.
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Anker SD et al (2021)
Forsyth P, Moir L, Speirits I, et al. Improving medication optimisation in left ventricular systolic dysfunction
after acute myocardial infarction. BMJ Open Qual. 2019;8(3):e000676. Published 2019 Aug 28.
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The project has been successful in improving pathways and care for patients, and has also
identified a range administrative changes which would benefit the service including the
implementation of patient focussed booking, booking direct to diagnostics, and push
notifications of results. However, the service has been significantly impacted by the
pressures resulting from the pandemic.

4.7 Palliative Care in Heart Disease
How patients in the WoS are managed in end stage of heart failure is currently determined
by local arrangements and pathways which have been agreed in each Board and potentially
localised to each hospital site. Varying approaches are in place across the region depending
on how services have been developed and how they work together. Those arrangements
inform how much care is provided within patient’s homes, in hospital or within specialist
palliative care settings. Local arrangements are often hospital and GP specific and can
involve Physicians in Care of the Elderly, Palliative Care Consultants, primary and
community care teams. Who leads and/or supports care is influenced both by local
arrangements and the needs of the patient. In terms of the latter, patients may have a
focused need for end of life support in relation to a specific condition best served by a
specialist palliative care team or where multi-morbidity is a factor they may be better
supported by a care of the elderly team with or without specialist palliative care input.
A core element of good palliative care is the use of anticipatory care plans. These are
usually held by GPs and the wider primary care team, however, it is increasingly recognised
that hospital clinicians should also play an active part in anticipatory care planning, both to
support the patient in terms of treatment and levels of intervention offered but also to provide
necessary support to family and carers to allow them to care for the patient in the agreed
setting.
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FIVE: IMPACT OF COVID-19 & SERVICE RESPONSE
The impact of COVID has been felt keenly by services across the Region. Staff have been
redeployed to other areas, CCUs have been commissioned as HDUs, and a significant
amount of planned activity has been cancelled. The impact on individual Boards has varied
throughout the pandemic depending on the prevalence of COVID related illness and the
volume of individuals with non-COVID related pathology presenting. This has resulted in
peaks in demand being experienced at different times in different Boards. Demand for critical
care has also been uneven.
The following section sets out the specific impact by Board, the actions taken to mitigate that
impact, and examples of where this has led to innovation and improved practice.

5.1 Board responses to the COVID-19 pandemic
5.1.1 NHS Ayrshire and Arran
In early 2020 the Board implemented a revised new patient clinic model with the majority of
new referrals being managed in two pooled clinics per week. At the onset of the pandemic
new patient clinics were suspended but one pooled clinic a week has since been reinstated
with face to face delivery. The operational flexibility afforded by this model plus the ongoing
roll out of ACRT has meant that the number of new outpatients waiting over 12 weeks has
largely returned to its pre-pandemic level.

Number of patients

Figure 78: Number of new out-patients waiting in NHS A&A (October 2019- September
2021)
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No ‘routine’ return appointments have taken place during the pandemic. However, all
individuals have had their case reviewed and prioritised. People requiring urgent return
appointments have been seen within the Cardiology Day Unit. In preparation for normal
service restarting, clinically suitable patients are being added to patient initiated review (PIR)
lists with the reminder to be appointed to the appropriate clinic.
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The waiting time for procedures stands at 85 weeks while the increased number of patients
in hospital during the pandemic has meant that there has been a corresponding increase in
demand for inpatient investigations performed by cardiac physiologists. This combined with
the recognised capacity gap in the cardiac physiology workforce has led to an increase in
waiting times; the current waiting time for an echo within the Board is 20 weeks.

5.1.2 NHS Dumfries and Galloway
During the first wave of the pandemic there was a shift from face-to-face to telephone
appointments to allow care to proceed for urgent patients. All routine patient contacts were
cancelled.
Face to face appointments restarted in August/September 2020; however, recovery has
been slow. While the number of new outpatient long waiters has started to reduce, pressures
continue to be seen with regards to return outpatients where approximately half of returns
are more than 12 weeks overdue.
Figure 79: Number of new out-patients waiting in NHS D&G (April 2019- September 2021)
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Figure 80: Number of overdue return out-patients in NHS D&G (April 2019-September
2021)

The Board has seen a substantial recovery in waiting times for procedures with pacing now
sitting at two to three weeks and the waiting time for investigations such Holter, ETT and BP
at three to four weeks (October 2021).
Significant challenges continue to be seen in the provision of echocardiogram tests with
waits of approximately four months at DGRI and six months at Galloway Community
Hospital.

5.1.3 NHS Forth Valley
A significant proportion of outpatient activity has been maintained in NHS FV throughout the
pandemic. This was achieved by pivoting quickly from a face to face service to one delivered
via telephone and virtual clinics. This was facilitated by the existing eHealth infrastructure
available to the Cardiology team, such as the provision of laptops with remote access to
allow working from home. As a result, outpatient waiting list performance in NHS FV has
now recovered to pre-covid levels, with all patients appointed within their waiting times
target.
The majority of NHS FV’s pacing service has traditionally been delivered by NHS Lothian.
Recognising growing waiting times and the opportunity to increase capacity internally,
however, the Board repatriated their pacing service from NHS Lothian in September 2020.
Significant benefits have already been seen. As shown in the figure below, the average preimplant waiting time, and post-operative stay has reduced significantly for NHS FV patients
since the change. Similarly, the number of patients receiving an implant has increased with
48 patients receiving an implant under the Edinburgh service Sep 19-Mar 20, compared with
106 patients under the NHS FV service Sep 20 – Mar 21.
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Figure 81: NHS FV Devices – In Hospital Stay Comparison
Oct 19 - Mar 20
Oct 20 – Mar 21

Average Pre-implant wait
11.9 days
3.1 days

Average Post -implant stay
7.4 days
1.2 days

While maintaining provision of outpatient care and repatriation of pacing has been
remarkably successful, there have been particular challenges in meeting the need for
echocardiograms. As of the start of October 2021 there were more than 800 patients on the
waiting list, with a waiting time of seven months.

5.1.4 NHS Greater Glasgow and Clyde
All scheduled cardiology services were paused in March 2020. As shown in the table below,
this has resulted in a significant increase in both new outpatient and IP/DC waiting lists. It is
also of note that there are a significant number of on-hold return outpatients who require
review, and a backlog of diagnostic tests.
Figure 82: Number of new out-patients waiting NHS GGC (Pre-COVID and October 2021)
Waiting List
New outpatients
Inpatients and Daycases

Pre-COVID
2,600 (approx)
50 (approx)

October 21
4,794
158

While the current position is undoubtedly challenging, the Board succeeded in reducing
waiting times for new HF referrals across the Board area from 52 weeks to 4 weeks between
Jan-July 2021, in part driven by the OPERA HF diagnostics Research and Innovations
project (Dec 2020 – Dec 2021) – see 5.2.2.

5.1.5 NHS Lanarkshire
The Board’s successful introduction of ACRT at two of its three acute sites (University
Hospital Monklands and University Hospital Hairmyres) from January 2019 onwards meant
that the Board’s new outpatient waiting list started from a lower basepoint than would
otherwise have been the case at the start of pandemic. So while the Board has seen a rise
in new outpatient waiting times during 2021/22, care has continued to be delivered within 12
weeks of referral (Figure 83).
Figure 83: New Outpatient Waiting List – Number on List University Hospital Hairmyres
(January 2019-July 2021)
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Figure 84: New Outpatient Waiting List – Number on List University Hospital Monklands
(January 2019-July 2021)

The new outpatient waiting list numbers at University Hospital Wishaw (UHW), where ACRT
has not been introduced, clearly demonstrates the beneficial impact that ACRT can have.
Work to roll out ACRT at UHW is now underway.
Figure 85: New Outpatient Waiting List – Number on List University Hospital Wishaw
(January 2019-July 2021)

While the impact of the pandemic has been largely offset within outpatients, challenges
continue to be felt in the delivery of procedures and tests. The waiting time for
echocardiograms continues to be a particular pressure, with waits of up to 28 weeks being
experienced.

5.1.6 Golden Jubilee National Hospital
Recognising the ongoing need to maintain urgent care whilst also noting the significant
pressures territorial Boards were facing, GJNH responded by increasing its bed footprint.
This allowed the Board to support direct discharge home rather than via home boards. The
hospital also took STEMI patients who would otherwise have been admitted to UHH and
lowered the threshold for NSTEMI patients so that they could be admitted directly to the
GJNH, thus helping to deflect some pressure from partner Boards. A model with two ‘hot’
cath labs for the management of urgent NSTEMI, TAVI and STEMI patients was
implemented and this along with the introduction of a partial shift allowed one lab to run into
the evening thereby ensuring that as many patients as possible were treated timeously.
The impact of focusing of urgent patients has had a knock on effect on the overall
Cardiology waiting list position. The waiting list for coronary intervention has grown from 387
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patients in March 2021 to 664 patients in August 2021. For electrophysiology, the position is
increasingly challenging with access to general anaesthetic cover, in particular, presenting
an issue resulting in a number of patients waiting in excess of 52 weeks.
Figure 86: Electrophysiology activity and patient referrals to GJNH (October 2014-January
2020)

With respect to cardiac surgery, at the onset of the pandemic routine elective activity was
cancelled, with the waiting lists vetted and re-prioritised. A pooled urgent waiting list was
implemented, along with virtual clinics and a Surgeon of Day Model to expedite ward review
and surgery. This approach allowed the service to largely maintain urgent operating.
At present referrals for cardiac surgery are at approximately 60% of their pre-Covid level
(Figure 87). While this is facilitating a degree of service recovery, there are concerns about a
potential post covid referral surge emerging at some future point.
Figure 87: Cardiac surgery referrals to GJNH (April 2018 to June 2021)
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5.2 New Ways of Working
While the pandemic has undoubtedly been challenging, it has also been a catalyst for
innovation and introduction of new ways of working:

5.2.1 Active Clinical Referral Triage (ACRT)
The introduction of ACRT has had a significant impact in accelerating patient pathways and
reducing waiting lists across the Region.
Specific achievements with regards ACRT include:






Approximately 30% of cardiology referrals in NHSFV now receive self management
advice, reducing the need for patients to attend inappropriate appointments, reducing
the risks associated with over investigation, and helping to ensure that they get the
most appropriate treatment in the shortest time.
Approximately 51% of new patient referrals in NHSL are managed via self
management pathways or vetted straight to test. As previously noted, this has been a
significant aid to the service in managing waiting list pressures associated with
COVID and helped the board to maintain a 12 week waiting time for new outpatients.
Approximately 30% of new HF department visits have been avoided in GCC as part
of the ACRT component of the OPERA project.

5.2.2 OPERA HF diagnostics Research and Innovations project
As part of the project, HF patients were managed via a streamlined pathway under which
their referral was vetted using an ACRT process, further information was gathered via
attendance at a nurse led diagnostic hub, with the results remotely triaged by a HF
consultant. As well as reducing the waiting time from referral to diagnosis, the OPERA
project supported the earlier initiation of HF failure treatment for clinically suitable patients,
and increased the capacity of HF consultants who were able to manage >20 patients in the
same time that it took previously to see eight patients in a face to face cardiology clinic. The
model is being put forward as a template for re-mobilisation, recovery and redesign in other
specialities. An overview of the whole OPERA pathway is given in Appendix E.

5.2.3 Remote monitoring
The National Heart Failure Group has worked in partnership with the Scottish Access
Collaborative, Modernising Patients Pathway Programme (MPPP) and the Scottish
Government Technology Enabled Care (SG TEC) Team to produce a clinical specification
and procure a HF digital remote monitoring platform. While remote monitoring was a feature
of some services prior to COVID, and access to it was scaled up during the pandemic, the
aim of this initiative is to enable remote monitoring at scale and thus improve timely
optimisation of HF therapy, reduce face to face consultations, embed PRO/quality of life data
within national HF care, and potentially reduce HF hospitalisation.
NHS A&A and NHS GGC have been identified as the first two pilot Boards. Discussions are
also underway with NHS Lanarkshire on how they may also engage with the work.

5.3 Ongoing Challenges
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While service recovery is undoubtedly underway in many areas, COVID continues to present
an ongoing challenge to day to day service provision.
During a workshop held as part of the Review in October 2021, all Boards reported the
following issues:


Staffing is depleted: The staffing issue with regards COVID presents in a number of
ways. Staff continue to be off if they have tested positive for COVID, because they
are a close contact of someone who has tested positive and are waiting for a PCR
result, or because they have symptoms associated with long COVID. Additionally,
staff burnout is a significant factor. After managing the impact of COVID for close to
18 months some are less physically and mentally fit. The overall impact is that
services are not able to operate at full capacity at a time when, ideally, it would be
good to begin implementing recovery plans.



Increased patient acuity: A greater proportion of patients are now presenting as
urgent and emergency. This is illustrated in referrals to cardiology at GJNH as shown
below.
Figure 88: Cardiology referrals to GJNH – Urgent and Elective

As patients are sicker, they have an increased length of stay and are more complex
thus resulting in longer procedure times and with greater demands for diagnostic
tests. This is exacerbating the existing pressure on waiting times and staffing.

72

SIX: KEY ISSUES AND CHALLENGES
Through our understanding of the current service in the WoS, its relative performance
against similar healthcare systems in the UK, the predicted demand likely to emerge over
the next decade and our knowledge of emerging technologies, we have identified a number
of key issues and challenges that are likely to impact on specialist adult cardiac services in
the next five to ten years. These have been sense checked by a wider group of clinicians
and managers than those who contributed to the six working groups. It was also helpful to
understand from this group what their relative priorities were for action.

6.1 Diagnosis of Heart Disease
Diagnostic pathways vary across the WoS. This results in inequity of provision and also
contributes to inefficiency in how finite resources are deployed. There has also been a
slower adoption of some diagnostic tests compared to the rest of Scotland and the UK in
general. In addition, waiting times for access to investigations is variable with some, for
CTCA and CMR, exceeding five months prior to disruption caused by the recent COVID-19
pandemic.

6.1.1 BNP/NTProBNP
BNP/NTproBNP is a key test in the diagnosis of heart failure. Although a national business
case was approved in 2017, with funding coming from individual Boards, some clinicians in
emergency medicine, general medicine and primary care are still unable to request this test.
This delays diagnosis of HF and also results in unnecessary hospital appointments.

6.1.2 Exercise testing
Current pathways for patients with suspected angina in the WoS rely to a large extent on
exercise testing. This frequently leads to inconclusive results, repeat clinic visits and over
and under diagnosis of CHD.

6.1.3 Echocardiography
Waiting times for an echocardiogram were up to six months prior to COVID and now up to
12 months as a result of the pandemic. Unfortunately, this is leading to delays in accessing
treatment which inevitably will impact on outcomes. Many in-patients suspected of having
heart failure are being discharged before an echocardiogram can be performed. This means
individuals can wait up to 16 weeks for a test to be done and then a further 12 weeks to see
a cardiologist. Diagnostic uncertainty can have a deleterious effect on individuals and also
lead to the prescription of inappropriate or unnecessary medication. Innovative
developments in low cost, artificial intelligence informed, hand-held (point-of-care)
echocardiography devices may be able to screen out patients who have normal cardiac
function in the community. This has the potential to drive forward equitable and timely
access to echocardiography whilst reducing demand on secondary care cardiac physiology
services. The OPERA project being undertaken in NHS GGG (see chapter 5) applies this
approach within the HF diagnostic pathway and results are expected in Q1 2022.
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6.1.4 Advanced Echocardiography
Transoesophageal and stress echocardiography is not available in NHS D&G.
The quality of echo imaging and reporting of aortic stenosis is not uniform across the WoS.
This can lead to inappropriate referral of patients whose aortic stenosis is not severe enough
to justify TAVI.

6.1.5 CTCA
Recent NICE48 and SIGN49 guidelines both recommend CTCA as the first line investigation
in patients with suspected angina, however, in the WoS, this investigation is only performed
in a minority of patients with most undergoing traditional functional testing on an exercise
treadmill or nuclear imaging. This position was also identified in the National Planning
Board’s Heart Disease Horizon Scan’ (2019)50 which makes recommendations for the
development of Cardiac Imaging citing:




Lack of routine availability of CT coronary angiography and cardiac MR in Scotland;
Long waits for scans (and therefore diagnosis and treatment); and
Lack of investment resulting in Scotland’s capacity lagging behind the rest of the
United Kingdom and Europe.

The National Planning Board has recommended that a National Imaging Planning Group
works with the Scottish Radiology Transformation Programme and other key groups to
identify requirements to address the current capacity gap.
NHS A&A, NHS L and NHS D&G do not provide CTCA investigations within their Board
area, so refer selected patients to NHS GGC and GJNH. Even when CTCA is not the first
line investigation, demand outstrips supply and waiting times are long.
In contrast to the current throughput of 1,400 scans per year, estimates of future demand
vary between 5,000-12,000 p/a (200-500 CTCAs per 100,000 population)51. It is worth noting
that in Greater Manchester, a similar sized population to the WoS, approximately 3,000
scans were performed in 2018.
If the number of CTCA scans was to increase in line with the above estimates, this would
reduce the number of invasive tests carried out on lower risk patients. This would also
reduce demand for exercise tests and due to the increase in diagnostic certainty CTCA
provides the number of patients requiring return OP appointments would likely reduce.

48

NICE ‘CG-95: Recent-onset chest pain of suspected cardiac origin: assessment and diagnosis’ NICE [online]
https://www.nice.org.uk/guidance/cg95/chapter/Recommendations (Nov 16)
49
SIGN 151
50
National Planning Board Commissions – Heart Disease Horizon Scan (2019)
51
Nicol E . The challenge of national CT Coronary Angiography (CTCA) provision in response to NICE CG95
update, 2016 https://bsci.org.uk/standards-and-guidelines/nice-cg95-update-2016/
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6.1.6 CMR
CMR is another modality where the number of investigations performed is lower than other
centres in Scotland and the UK. Despite access being restricted by an agreed set of referral
criteria, the number of referrals routinely exceeds capacity. Because of the nationally
designated services based at the GJNH it is difficult to identify accurately the current WoS
activity out of the 1,900 scans performed annually. However, as a benchmark, 5,000 CMRs
were performed in Greater Manchester in 2018.
There is no predictive model for future demand, but a benchmarking exercise suggests a
doubling of referrals to around 3,000pa if a WoS pathway was introduced with wider referral
criteria in line with other healthcare systems. In addition to those with suspected familial
cardiomyopathy referral would include all younger patients with heart failure or with a
suspected myocardial infiltrative disease process, patients being monitored for potential
aortic disease and in-patients with acute myocarditis.

6.1.7 CTA
Not all Boards offer CTA at present. As TAVI is becoming a routine intervention, it should be
possible for patents to be assessed locally. In an emergency situation CTA is used to
confirm a suspected dissecting aortic aneurysm so local access to CTA would aid diagnosis
in these circumstances and might prevent some patients being transferred unnecessarily to
the GJNH.

6.1.8 Nuclear cardiology
The demand for nuclear cardiology tests has decreased in the last few years. They have
been replaced by echocardiography, CTCA and CMR with patients benefitting from much
reduced or zero exposure to ionising radiation.
While this trend is likely to continue, it is of note that demand for DPD imaging is expected to
increase as three new therapies have recently been approved to treat cardiac amyloid, the
condition which it is used to diagnose.

6.1.9 Diagnostic angiography
There is one diagnostic only cardiac catheter laboratory in the WoS located at UHA. For the
following reasons these laboratories have generally been phased out elsewhere:
1. Angiographic assessment alone is an inaccurate predictor of lesion severity and
functional significance. Haemodynamic assessment of intermediate lesions with
pressure wire assessment is a standard of care which is not available in diagnostic
only labs.
2. If patients require subsequent PCI then this mandates a second procedure, often
with associated delays.
3. If there is a complication of diagnostic coronary angiography which requires
immediate PCI this can’t be performed in a diagnostic only facility.
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4. Operators undertaking angiography and making revascularisation decisions should
attend and contribute to MDT meetings to ensure their practice is contemporary.
Currently, a proportion of lower risk NSTEMI patients experience a delay in accessing
definitive treatment. These individuals have an initial diagnostic investigation in UHA and if
they are found to have significant obstructive disease, they are referred for PCI. The optimal
time to intervention is within 24hrs for high risk patients, 72hrs for low to intermediate risk
patients, with a proportion of clinically suitable low risk patients managed within two weeks
on an outpatient basis. The time taken on this pathway at present, however, is often in the
order of 12 weeks which is sub-optimal for this group of patients.

6.2 Management of Heart Disease
6.2.1 Coronary Heart Disease
Referrals for invasive management of coronary artery disease have increased by 20% in the
last five years. In addition to the incremental referrals for angiography, there has been a
signal change in the urgency of referrals with urgent referrals now accounting for 65-70% of
monthly referrals. Managing urgent referrals requires more flexibility due to the unscheduled
nature of referral, more inpatient beds and more cath lab time as these case tend to have a
higher conversion rate to PCI and are often more complex and comorbid.
Benchmarking from other centres illustrate the switch to the predominance of urgent
referrals is likely to continue.
In comparison, referrals for cardiac surgery have remained static over the last 5 years.
However there is evidence of increased complexity of the surgery performed.

6.2.2 Acute Coronary Syndromes
At present, there is unwarranted variation in the content and design of chest pain protocols
across the WoS. Design should ensure systems are in place for rapid recognition of patients
with STEMI and that onward referral to an ORS is timely.
Patients presenting with a NSTEMI with high risk features are not being consistently
identified. As highlighted earlier, the current UK model of hub and spoke provision of
NSTEMI care is ineffective both clinically and economically. Locally collected data in the
WoS reveals a median delay of four days for angiography from date of admission to a local
hospital, this for a condition which is a leading cause of morbidity and mortality in the region.
For individuals who have had a high risk NSTEMI, the direct admission service provided at
the Golden Jubilee National Hospital has shown significant clinical and economic benefits
with 1800 bed days saved annually. If the model was expanded to include intermediate risk
patients, who all require in-patient angiography, around 4,500 bed days would be saved per
annum in the GJNH catchment. If this approach was to be extended across the whole of the
WoS a potential 2,475 and 6,187 bed days would be saved.

6.2.3 Stable Coronary Heart Disease
In respect of surgical management of CHD, there is some evidence that in CABG total
arterial replacement (TAR) may provide additional outcome benefits over the standard use of
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LIMA and SV grafts. If TAR is more widely adopted this may impact on throughput as these
procedures can take up to an hour longer. To balance this, there may be longer term
benefits in terms of a reduced requirement for re-vascularisation procedures, reduced
hospital admissions due to MI and reduced healthcare contacts and drug costs as a result of
better symptom control.

6.2.4 Management of Heart Rhythm Disorders
There is inequity of provision in the WoS for patients who have a heart rhythm disorder.
However, there is a lack of consistency in data collection across services which makes it
challenging to evidence the full impact that this is having on patients. Nonetheless, it is clear
that not all patients have access to the full range of therapies available and that waiting
times for electrophysiological studies and ablation are too long, over a year at present. One
of the drivers for this is the lack of specialist consultants with expertise in electrophysiology
and the fact that those who are in post are not distributed evenly across all Boards. In
particular, NHS A&A, NHS D&G and NHS Lanarkshire have no cardiologists with this subspecialty interest. The waiting time for CRT implantation is fairly short at present but this is
likely to change as more patients for whom this intervention is suitable are identified.
One of the barriers to access is the centralised nature of some services. While pacemakers
are implanted in all Boards and ICDs in most, CRTs are only implanted in the GJNH and
FVRH with follow up for patients living in NHS A&A and NHS L delivered in NHS GGC
(usually at Glasgow Royal Infirmary or Stobhill ACH).
In terms of future growth in demand, one area to highlight is the recent evidence of benefit of
cardiac ablation in people who have heart failure due to LV systolic dysfunction and atrial
fibrillation. However, it is thought that the additional number of procedures arising from this
change in practice will be relatively small. Other pressure, though, is likely to come from an
increase in ablations for ventricular tachycardia in patients with structural heart disease and
in adults with congenital heart disease. For the latter group, in particular, procedures can be
prolonged, difficult and highly specialised meaning that in addition to more procedures being
performed the average length of time taken for cases will rise.
There is also unwarranted variation, particularly in relation to:







The management of patients presenting with palpitations and/or suspected AF in
primary care;
The use of NOACs for stroke prevention in patients with non-valvular AF;
The use of ambulatory ECG monitoring;
Patient selection, referral and provision of cardioversion for atrial fibrillation and flutter
and follow-up thereafter;
Rates of referral for ablation - NHS A&A and NHS Lanarkshire have ablation rates
well under half of the UK average; and
Rates of referral for CRT- the referral rate in the WoS is less than half of the UK
average and, therefore, the number of implants is also less than half the UK average.
It should also be recognised that if the number of specialist heart failure nurses is
increased this is likely to lead to more patients being identified as suitable for a CRT
device.
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Across the WoS there is variability in the standard of facilities where devices are implanted.
Not all of these are equivalent to a theatre environment. Once implanted advances in
technology now allows pacemakers, ICDs and CRTs to be interrogated remotely thus saving
unnecessary hospital visits.
There is a national shortage of specialist cardiac physiologists which is impacting on service
provision. The vacancy rate sits currently around 15% and even if staffed to full
establishment this is unlikely to meet the needs of the service as it develops. In view of this a
short-life group was set up to examine cardiac physiology workforce planning (see next
section).
The role of LAAO in managing stroke risk in individuals who cannot be anti-coagulated is
subject to National Planning Board oversight. It is not clear if more of these procedures will
be undertaken in the future.

6.2.5 Management of Valvular Heart Disease
Aortic valve repair and replacement
The management of aortic valve disease and the means of aortic valve replacement can be
conveniently divided into surgical (sAVR) and percutaneous (TAVI).The appropriate decision
for each patient depends on multiple factors e.g. age, co-morbidity, coexistent coronary
disease and these decisions are best made in an MDT.
From a surgical perspective there is expected to be a gradual move away from C-AVR to
MIAVR combined with a potential increase in the use of suture-less valves.
TAVI is a well-established alternative to sAVR and there is accumulating evidence in all
strata of surgical risk. Indeed, the European Society of Cardiology has recently
recommended that all patients over 75 should be considered for TAVI in preference to
sAVR52. There should be a note of caution before the widespread adoption in younger
patient group as data on long term durability remains incomplete.
Data has previously been submitted to the UK wide TAVI registry, however, there are plans
to introduce a Scotland-wide dataset which will reflect the quality domains and aims of
realistic medicine. Notwithstanding, it will still be important for outcomes to be benchmarked
with the rest of the UK under the new system. The same applies for surgical procedures
which have previously been captured on the NICOR database (see 6.3.2) which has been
regularly reviewed with respect to the data points captured.
Mitral Valve Replacement and Repair
As highlighted in the service section of this report, there are two important changes in
practice occurring in the field of mitral valve surgery.

52

Vahanian, A. ‘2021 ESC/EACTS Guidelines for the management of valvular heart disease: Developed by the
Task Force for the management of valvular heart disease of the European Society of Cardiology (ESC) and the
European Association for Cardio-Thoracic Surgery (EACTS)’ European Heart Journal, 2021;,
ehab395, https://doi.org/10.1093/eurheartj/ehab395
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The first is the move towards repairing valves where possible. It has been shown that valve
repair provides better long-term survival, better preservation of heart function, lower risk of
complications and usually avoids the need for anti-coagulation.
The second is the development of minimally invasive surgery. Most mitral valve repairs and
replacements can be undertaken through this approach, although the most complex valves
to repair are probably still best approached through a sternotomy. However, it is important to
note whilst minimally invasive mitral valve surgery (MIMVS) is perceived to cause less pain
to the patient and to lead to shorter hospitalization, accelerated recovery as well as superior
cosmetic results, concerns remain that the potential benefits of this technique come at the
cost of vascular injuries, high rates of stroke and increased cardiopulmonary bypass (CPB)
and cross clamp times. At present, there is a paucity of prospective randomized controlled
trials on this subject and the expert clinical community still has no definitive answer as to
which operation is better. This clinical equipoise can only be addressed by good quality
randomized controlled trials (RCTs) such as the ongoing UK ‘mini mitral trial’. It should also
be noted that due to the steep learning curve involved, the challenging procedural
technicalities and the volume of cases needed for a surgeon to maintain skills, that these
procedures should, for the time being, be limited to specialist centres.
The indications and threshold for surgery for mitral valve disease follow the updated in the
2017 European Society of Cardiology/European Association for Cardio-Thoracic Surgery
(ESC/EACTS) guidelines for the management of valvular heart disease. The surgical
access, whether MIMVS versus median sternotomy mitral valve surgery, has no implications
on the indications and thresholds for surgery for mitral valve disease. Additionally the
applicability of MIMVS is confined by some absolute and relative contraindications which will
limit the number of patients that are able to be considered for the MIMVS approach.
There has been an exponential growth in demand for MIMVS worldwide and there has not
been a corresponding growth in capacity due to the surgeons’ learning curve. A true learning
curve exists for minimally invasive surgery of the mitral valve with approximately 75-125
surgeries are required to overcome the learning curve. A mitral surgeon needs to possess a
certain skill set and a minimum average volume of 25 mitral operations / year represents a
good threshold in order to maintain and further develop expertise. This, in the initial 12
months of a new MIMVS programme, may lead to an increase in waiting times for patients
who specifically want to have MIMVS which should be determined primarily on the patient’s
clinical status and not the planned surgical access approach.
A consultant has recently been appointed with fellowship experience in MIMVS and it is the
aspiration of the GJNH to establish a sub-specialist mitral valve surgery team in due course.
In terms of MitraClip procedures, the rates in the UK are lower than most European
countries (2 pmp compared to 6 pmp in Scandinavia). In 2019, three year outcomes of the
COAPT trial (optimum medical therapy alone v optimum medical therapy and MitraClip)
showed significant benefit in terms of survival rate, hospitalisation with heart failure,
functional capacity and quality of life in patients with secondary mitral regurgitation. With this
and other new evidence likely to emerge, it is likely that numbers of MitraClip procedures will
increase. Future numbers and associated investment will be determined by the National
Planning Board rather than through a regional process.
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6.2.6 Management of Diseases of the Thoracic Aorta
In pursuit of a dedicated clinical pathway for aortic surgery, the GJNH intends to implement
the following improvements if funding is available:







Establishing a Regular Specialist Aortic Surgery Clinic;
Establishing a Specialist Aortic Surgery Nurse Practitioner for Clinical-Administrative;
Identifying a Regular Aortic Surgery Theatre List with provision for dedicated two
consultant and external proctors for extremely challenging cases, as required;
Expansion of Radiology consultant expertise in cardiac – aortic imaging i.e.
appointment of two new radiology consultants with specific expertise in aortic
imaging; and
Investment in new technology: Frozen Elephant Trunk (FET) for distal anastomosis
and more importantly for stabilisation of the distal aorta and AMDS PTFE Hybrid
Prosthesis which will become the standard of care for acute aortic dissection.

6.2.7 Management of Heart Failure
Although the prevalence of HF has decreased over the last 10 years, the number of
discharges after an acute admission with HF has increased by 23.3% (2007-2017). As the
incidence of HF in Scotland is predicted to increase by 55% by 203853, it seems inevitable
that this will bring significant pressure to bear on existing specialist HF services in the WoS
even if the predicted increase in prevalence is smaller (5%)54.
A key priority for NHS Scotland and WoS Boards must be a whole system approach that
aims to reverse the current situation where 80% of people with HF require an unscheduled
hospital admission to make a diagnosis and commence life-saving treatment. Patients who
have experienced an acute myocardial infarction should be assessed for LVSD but currently
there is insufficient cardiac physiology resource to ensure this happens in all cases.
High risk case finding of those at highest risk of having undiagnosed HF in the community
and/or requiring a first hospitalisation for HF is likely to emerge in the next few years as
rapidly evolving machine learning and artificial intelligence techniques mature and are
deployed. Innovative solutions in these fields will potentially have the capability to enhance
early diagnostic strategies in heart failure pathways. This is a space to watch.
In the WoS, the majority of inpatient heart failure care is delivered in coronary care, general
cardiology, general medicine and medicine for the elderly wards. A very small number of
patients require ITU support within secondary care. Regional and National services
(including required HDU/ITU beds for these services) are predominantly provided by the
GJNH.
At present, a significant number of patients with HF (up to 50% of patients with an
unscheduled stay in one Board55) are not admitted to a cardiology ward and, as mentioned
earlier, only FVRH and UHC have in-patient HF teams. In a similar vein, only a third of total
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HF bed days were spent in a cardiology ward in 2019/20. As a result, most hospitals in the
WoS are unable to meet recommendations made by NCEPOD, SIGN and NICE that all
hospitalised patients with HF should have access to a multi-disciplinary HF team during their
admission56. NICE57 describes the core HF team as having:




A lead physician with subspecialty training in heart failure (usually a consultant cardiologist)
who is responsible for making the clinical diagnosis;
A specialist heart failure nurse; and
A healthcare professional with expertise in specialist prescribing for heart failure.

The absence of an in-patient HF team and only a third of HF patients being managed in a
cardiology ward contributes to diagnostic delay, sub-optimal treatment and lack of
appropriate MDT follow-up. There is good evidence that in-patient review and early
supported discharge by a specialist HF nurse can reduce re-admission rates by 35%58. In
addition, management in a cardiology ward during admission with specialist follow-up results
in reduced morbidity and mortality5960.
Figure 89 and 90: Impact of care location and input on mortality
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Source: NICOR England and Wales National Heart Failure Audit 2019

Some patients with a mild deterioration in symptoms can end up in hospital when they could
be managed in the community. There may be a role for SAS in supporting these individuals
in collaboration with primary care, the specialist HF nurse service, hospital at home services
and provision of specialist ‘hot’ clinic appointments.
Whilst there are nationally agreed criteria for implantation of CRT and ICD devices in people
living with HF, as mentioned earlier CRT referral rates in Scotland are significantly lower
than in England. One factor may be the absence of long-term ECG follow-up for patients
discharged from HF services as conduction abnormalities often present later in the disease
trajectory.
At present in the WoS, specialist HF nurse services only provide care for people with HFrEF.
Those with HFpEF, whose HF is caused by conditions such as valve disease, congenital
heart disease and restrictive cardiomyopathies, are excluded. As mentioned earlier, these
individuals have similar care needs and also have similar, if not higher, rates of
hospitalisation and length of stay in comparison to those with HFrEF. In England and Wales
around 50% of HF services include patients with HFpEF. This inequity also extends to
access to cardiac rehabilitation.
Increasing levels of poly-pharmacy and multi-morbidity in the ageing heart failure population
has made drug regimens increasingly complicated. The NCEPOD Acute Heart Failure
Report 2018 highlighted that 26.5% patients had one or more medication issues during their
hospital admission. However, it also found that only 38.5% of patients were reviewed by a
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pharmacist during their inpatient stay. As highlighted in Chapter 4, collaborative working
between pharmacists and the cardiology multidisciplinary team in NHS GGC has led to
significant improvements in the management of people with left ventricular systolic
dysfunction following an acute myocardial infarction. National expansion of this programme
has been endorsed by the National Advisory Committee for Heart Disease and a staged rollout is being supported with funding from NHS Education for Scotland (NES61).
Compared to people with advanced cancer, those living with advanced heart failure have
less understanding of their condition, less involvement in clinical decision making, less
access to palliative care services and less opportunity to discuss realistic care preferences62.
Although integrated heart failure and palliative care services are recommended in national
guidelines6364656667, they are not implemented equitably across services.

6.2.8 Management of Adults with Inherited Cardiac Conditions
There is a gap between service capacity and demand. Due to the previously mentioned
issues with regards data collection and reporting in the service it is not possible to reliably
quantify the gap, however, it can be said that it is currently being filled by third sector funding
(BHF 2 years, industry 1 year, training grade doctors and Glasgow University clinical
academic staff). As this approach largely depends on the availability of an ‘interested’ trainee
or fellow, it cannot be relied upon as a long term service option.
Looking ahead, it is projected that the gap between capacity and demand will increase as
indications for genetic testing in cardiology and associated referrals increase, and as the
caseload of return patients grows68. The gap in capacity is experienced in Cardiology,
Genetics and in the Genetics Counselling capacity. In order to ensure the ongoing provision
of patient care and sustainability of the service overall, it is important that medium and long
term solutions to increasing the base capacity of the service are found.
The current clinical volume can only be sustained if administrative activities (e.g. obtaining
post mortem reports, co-ordinating family screening, collating clinical results, typing letters,
managing the patient pathway and waiting lists) which are largely undertaken by clinical
staff, are provided by other staff groups. Similarly the need for data to support this service
was assisted by appointing a data manager in 2017; this post is funded on a non-recurring
basis until the end of 2021. There is also an unfunded MDT session monthly involving the
61
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multidisciplinary team and an unfunded weekly slot for the consultant to carry out the
associated clinic administration. The largely ad-hoc arrangements currently in place to cover
these tasks are not sustainable in the medium to long term, and ensuring their delivery is
essential for the safe and effective running of the service.
With respect to the Miles-Frost project, BHF funding ran out as the COVID pandemic hit in
March 2020 and at that point outpatient services were largely suspended and staff were
redeployed. Prior to COVID it had been expected that the work would eventually become
mainstreamed with any additional costs mitigated through workforce re-design within
cardiology services across the Region, however, the ongoing impact of the pandemic and a
combination of local factors within Boards has meant that this expectation has not been
realised. The position by Board is noted below:
Figure 91: Miles Frost Service Provision
Board
NHS A&A

NHS D&G
NHS FV
NHS GGC
NHS L
Regional clinic

Current Status
Overspend to maintain service restart April
2020. A local business case to fund
consultant sessions in is progress.
Service not provided.
The nurse clinic has restarted and has been
funded.
Service not provided.
Consideration is being given to restarting the
service at 4 hours per week
0.6WTE Band 6 nurse continues.

6.2.9 Palliative Care in Heart Disease
Going forward it is important to ensure that robust multi-disciplinary approaches are in place
to optimise the end of life care which is provided. Identification of patients who are likely to
benefit from this approach, such as patients with frequent admission, should be actively
pursued. The use of anticipatory care plans allowing patients and their family/carers to
inform how care is provided should be universal.
Data collection to better understand the needs of this patient group is essential going
forward.

6.2.10 Cardiac Rehabilitation
Currently those with HFpEF and AF cannot access cardiac rehabilitation out with a clinical
trial despite there being evidence of benefit for both groups697071.
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6.3 Delivery of Care
6.3.1 Workforce
Cardiac physiology
In the past 5 years the number of medical staff has increased by 31% although the number
of consultants has remained static. However, the number of cardiac physiologist posts has
remained static despite rising demand. By 2025 it is forecast that there will be an 30.3% gap
in the cardiac physiology workforce at Band 6 and above, and that this will have widened to
44.8% by 2027. The shortfall has been recognised nationally with the Scottish Government
committing to fund additional training places on the 4 year BSc course in Clinical Physiology
as well as increasing the workforce through promoting recruitment into Scientist Training
programmes and Practitioner BSc programmes72. As well as ensuring the current
establishment is recruited to, a growth in activity and the rise in the complexity of
interventions offered means that the establishment may need to increase over time.
Nursing staff
Many people with cardiac conditions have several overlapping cardiac and non-cardiac
health conditions such as combinations of ischaemic heart disease, heart failure, atrial
fibrillation and cardiac valve disease coupled with COPD, diabetes, chronic kidney disease,
frailty, cognitive dysfunction and mental health conditions. Training of the Cardiac Advanced
Nurse Practitioner workforce to achieve a better balance of those with generic
cardiology/comorbidity expertise in addition to the ongoing requirement for some to have
sub-specialist skills, would provide a more flexible resource and potentially reduce the
number of healthcare touchpoints.
Specialist Heart Failure Nurses
The role of the specialist HF nurse is critical to the effective functioning of HF services. The
British Society Heart Failure Nurse Forum recommended number of HF nurses has recently
been increased from 1 per 100,000 population to 2-4 per 100,00073. This approximates to 2
nurses per 100,000 for an out-patient HFrEF service, 1 nurse per 100,000 for an in-patient
HFrEF service and 1 nurse per 100,000 for a HFpEF service (in-patient and out-patient). The
current figure for the WoS is around 1 per 100,000. Figure 92 shows how the caseload has
changed between 2012 and 2018 with the number per head of population staying relatively
static.
70

Chan E, Giallauria F , Vigorito C , et al. Exercise training in heart failure patients with preserved ejection
fraction: a systematic review and meta-analysis. Monaldi Arch Chest
Dis 2016;86:759.doi:10.4081/monaldi.2016.759
71
Melissa E Middeldorp, Rajeev K Pathak, Megan Meredith, Abhinav B Mehta, Adrian D Elliott, Rajiv Mahajan,
Darragh Twomey, Celine Gallagher, Jeroen M L Hendriks, Dominik Linz, R Doug McEvoy, Walter P Abhayaratna,
Jonathan M Kalman, Dennis H Lau, Prashanthan Sanders, PREVEntion and regReSsive Effect of weight-loss and
risk factor modification on Atrial Fibrillation: the REVERSE-AF study, EP Europace, Volume 20, Issue 12,
December 2018, Pages 1929–1935, https://doi.org/10.1093/europace/euy117
72
Scottish Government ‘Health and Social Care: Integrated Workforce Plan’ Scottish Government [online]
https://www.gov.scot/publications/national-health-social-care-integrated-workforce-plan/ (Dec 19)
73
Masters J, Barton C, Blue L, Welstand J. Increasing the heart failure nursing workforce: recommendations by
the British Society for Heart Failure Nurse Forum. British Journal of Cardiac Nursing. 2019:14(11)1–12.
https://doi.org/10.12968/bjca.2019.0109

85

Figure 92: Caseload per WTE Specialist HF nurse (and WTE per head of population)
Scottish Heart Failure Nurse Forum Review of Specialist HF Nurse Services 2013 and 2018
Board
NHS A&A
NHS D&G
NHS FV
NHS GGC
NHS Lanarkshire

2012
87 (92,000)
134 (74,000)
100 (100,000)
88 (103,000)
111 (156,250)

2018
121 (92,000)
188 (74,000)
122 (89,000)
264 (103,000)
216 (177,000)

In addition to an increase in referrals to specialist HF nurse services, the increasing number
of available therapies and increasing complexity of HF patients has significantly increased
workload (Figure 93)74.
Figure 93: Comparison of treatments and drug therapies 2001 vs 2019

As previously highlighted, the service currently does not cover the 40-50% of HF patients
who have a preserved ejection fraction. If the service is extended to this population the
number of specialist nurses will need to increase significantly from current levels.
Specialist Arrhythmia Nurses
As mentioned above, the WoS has lagged behind in the development of this specialist
nursing role. Having a single nurse in post at the GJNH means that there is no cover for
annual leave and other contingencies. While no other Boards have developed this role there
is potential to develop a cohort of specialist arrhythmia nurses to provide education and
support for patients with newly diagnosed atrial fibrillation, to ensure appropriate treatment
including anticoagulation, to assist with referrals for cardioversion and ablation (and to
ensure that patients are appropriately treated prior to such interventions), to signpost
patients to appropriate local services (including dietary services and lifestyle interventions),
and to assist with appropriate monitoring of patients with symptoms suggestive of
arrhythmias.
Clinical Perfusion Scientists
A recent review of the age profile of the WoS showed that 24% of the current qualified
workforce is aged 55 or over, and 42% of the current qualified workforce is aged 50 and
74
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beyond. This has the potential to cause significant challenges for the service going forward,
if new recruits are not attracted into post.
Figure 94: Age demographics of qualified GJNH team
Aged 49 or less

Aged 50-54

Aged 55-59

Aged 60-65

9.38 (58%)

3.0 (18%)

1.0 (6%)

2.0 (12%)

Aged 66 and
above
1.0 (6%)

Key to service sustainability will be the appointment of supernumerary trainees. GJNH
currently supports four at present, and looking ahead, the intention is to appoint one per year
over the next five years. While this will not entirely align with retirals (meaning some gaps
may require filling with agency or other routes as an interim measure), it will provide a
succession plan.
Medical staff
As described in Section 2, when the forecast CCT out turn for the WoS Training Programme
is compared with predicted consultant retirals the Region is likely to maintain the consultant
headcount at its current level. That said, however, this should be seen as best case
scenario. As also decribed in Section 2, the current number of vacancies and predicted
number of retirals varies by Board with some areas forecast to be more heavily impacted
than others (NHSL being a particular case in point). Some Boards are therefore likely to
have a significant challenge in maintaining consultant staffing due the large number of
retirals being predicted, and therefore the higest number of vacancies to fill. These Boards
will need to offer trainees and other prospective candidates job plans that are attractive to
them. In the context of rising demand it is also essential that the service develops new ways
of working which make the most effective use of senior medical time, as well as non-medical
models of care.
In the WoS there are currently five consultants who are electrophysiologists (2 per million
population). This is lower than the rest of Scotland which has a ratio of 2.41 per million and
well short of the UK average of 3 per million population. In addition, electrophysiologists here
implant most complex devices whereas in other areas of the UK heart failure specialists
have a larger role in implanting CRT devices. This impacts on the time electrophysiologists
have available to perform ablations. Looking ahead here are a number of options which
could be explored to address this position including training non-electrophysiology heart
failure specialists in device implantation, prioritising electrophysiology for junior doctor
training places and considering options to make these roles more attractive including
ensuring there are posts for device implanters to be recruited into.
The WoS has the highest number of consultant cardiologists with sub-speciality training in
HF in Scotland. However, as the majority undertake predominately general cardiology
commitments, only 13.5 sessions per week are allocated specifically to managing HF. This is
a significant impediment to the establishment of the HF teams mentioned above. With HF
management becoming increasingly complex with patients having an average of 4 comorbidities, the role of sub-specialists in providing care for this group of patients is
increasingly important. HF service developments are also more likely to be successful when
driven by HF specialists.
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Pharmacists
Pharmacist care in the treatment of people with heart failure is known to reduce the risk of
all-cause and heart failure hospitalisations, however, these findings are dependent on
care being collaborative and embedded within a multidisciplinary team rather than as a
stand-alone. As mentioned above, there is good evidence locally to support this.

6.3.2 Data collection and governance
In developing this strategy, a recurring theme has been the lack of robust data to inform
planning decisions and also to provide assurance. Unlike Cancer Services, Cardiac Services
have not had the benefit of a similar level of investment to understand demand and capacity,
performance, changing technology and patient outcomes. This is not the case for all cardiac
services but where this issue exists, steps should be taken to address the information deficit.
Arguably, this should be one of the top priorities for Boards as without this the quality of
strategic decision-making is likely to be compromised.
Submission of data to NICOR (National Institute for Cardiac Outcomes Research) for
congenital heart disease, cardiac surgery and PCI has ceased pending implementation of a
system by PHS. This means that at present, some services are not able to be benchmarked
with their UK peer group.
This is important going forward to ensure services both meet demand in a timely manner
and achieve the best outcomes for the population they serve.

6.3.3 Co-ordination of care between centres
Recognising the importance of the relationship between referring cardiologists and the
cardiac interventionalists and cardiac surgeons, coordination of care and communication to
ensure patients feel their care is joined up is another area that would benefit from
strengthening arrangements and communication between local services and the centres
providing intervention.

6.3.4 Service User and Stakeholder Feedback
Looking forward, a strategy needs to be put in place to continually capture service user
views so that the improvements recommended in this Strategy are evaluated and, if
necessary, amended in light of user experience. In the meantime, the suggestions captured
during engagement exercise to capture user experience (section 2.5) should be addressed
by individual Boards as appropriate.
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SEVEN: PROPOSED WAY FORWARD
7.1 Improved access to diagnosis
7.1.1 Diagnostic pathways
In order to maximise the efficiency, equity and effectiveness of cardiac services in the WoS,
it is proposed that a suite of diagnostic pathways are adopted by all Boards in the region. It
is accepted that a degree of planning will be required before widespread adoption is
achieved, however, the benefit of having uniformity of approach across Boards is widely
recognised. The Heart Disease Action Plan (2021) sets out an intention to develop a series
of nationally-agreed pathways. Any work undertaken in the WoS should align with these.
The diagnostic pathways which should be agreed, adopted and regularly updated are:







Chest pain of cardiac origin;
Breathlessness due to suspected heart failure;
Syncope/Collapse;
Palpitations including the use of ambulatory ECG monitoring;
Presence of a new murmur; and
Family screening due to sudden cardiac death or diagnosis of an inherited cardiac
condition.

Based on these pathways, modelling should be undertaken to assess the number and type
of diagnostic tests required now and to meet future demand, the staffing necessary to
perform the tests and interpret the findings and the specification of the equipment that
needs to be available.

7.1.2 BNP/NTProBNP
All clinicians in ED, general medicine and primary care should have access to this test in
order to facilitate early diagnosis of HF. As BNP/NTproBNP levels in acutely ill patients can
be elevated for other reasons, steps will need to be taken to ensure inappropriate referrals
for echocardiograms are avoided.
Work should also be undertaken to assess the resource requirements to meet current
recommendations for accessing echocardiograms in suspected New HF, those being:




For outpatients, an echocardiogram should be done within 2 weeks if the
patients’ NTproBNP >2000 and within 6 weeks if the NTproBNP is within 4002000.
For inpatients, an echocardiogram should be performed within 48hrs of
admission.
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7.1.3 High sensitivity cardiac tropinin
Measuring high sensitivity cardiac troponin should be mandatory in all patients with
suspected NSTEMI.

7.1.4 Echocardiography
A review of waiting times for echocardiograms should be undertaken across the WoS to fully
understand the impact delays are having on quality of care and hospitalisation rates.
Particular attention should be given to ensuring that in-patients and out-patients with
suspected new HF have equitable and timely access as per the nationally agreed
recommendations described above in the BNP/NTProBNP section.
An action plan should be developed to address bottlenecks in the pathway. Learning from
the recent NHSGGC OPERA Heart Failure diagnostics research and innovations project
which involved the use of AI informed hand-held echocardiogram devices should be taken
into consideration as this may be the most suitable and cost-effective technology to deploy
here. This is potentially an area for future collaboration with ED clinicians as some currently
perform point-of-care ultrasound investigations including those for LV function.

7.1.5 Advanced echocardiography
Advanced echocardiography modalities should be available on all acute sites.
The ESC guideline for diagnosis of aortic stenosis should be adopted across all centres in
the WoS where patients are being considered for eligibility for TAVI and a local imaging
group should review all echocardiograms before referral.

7.1.6 CT Coronary Angiography
CTCA should be the first-line investigation for patients with stable chest pain attending rapid
access chest pain clinics and cardiology out-patients. It is not envisaged that CTCA will be
accessed directly by emergency medicine or general medicine staff.
As a consequence, the number of CTCA scans available in the WoS will need to be
increased in line with the agreed WoS Pathway for the management of chest pain –
suspected angina. CTCA should be available in all Boards. To achieve this will require
further work to determine the level of resources required as even with present demand
capacity is insufficient. The resulting reduction in the number of exercise tests, cardiac
nuclear scans and angiograms should offset some of the additional costs involved.
In the longer term, using CTCA to estimate the fractional flow reserve (FFR) will allow the
severity of a coronary artery stenosis to be assessed without the need for coronary
angiography, thus reducing the number of invasive procedures being performed.

7.1.7 Gated CT Aortography
All Boards should offer this investigation for the assessment of suitability for TAVI and to
diagnose a suspected ruptured aortic aneurysm.
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7.1.8 Cardiac Magnetic Resonance imaging
An updated evidence-based WoS referral pathway for CMR should be implemented to
increase the number of scans available from 1,900 to 3,000pa. Further work should be
undertaken to identify the staffing and equipment and associated costs required to deliver
this along with the specification and location of the scanners. It is expected that larger
Boards will develop their own CMR service with smaller Boards accessing a CMR service in
a neighbouring Board or at GJNH. The GJNH should continue to provide CMR for regional
and national services.

7.1.9 Nuclear Imaging
In recognition that this imaging modality has largely been replaced by other techniques,
there should be a planned disinvestment in nuclear imaging for cardiac disease.

7.1.10 Diagnostic angiography
In response to the issues raised above, the diagnostic only catheter laboratory in NHS
Ayrshire and Arran should be re-purposed ensuring all patients with suspected coronary
artery disease requiring angiography are managed in a centre capable of providing
revascularisation at the same time.

7.2 Improving the Management of Heart Disease
7.2.1 Treatment and care pathways
In a similar way to diagnostic pathways, there is benefit in harmonising treatment pathways
across the WoS. These should align with any nationally agreed pathways as proposed in
The Heart Disease Action Plan (2021).
The areas where these should be adopted are:
 Secondary prevention and anti-platelet therapy;
 Management of valvular heart disease;
 Management of atrial fibrillation including a standardised approach to anticoagulation in individuals with non-valvular AF;
 Use of cardioversion (procedure and follow-up);
 Direct referral for CRT and ablation from secondary care;
 Management of severe and symptomatic aortic stenosis should be developed;
 In-patient management of heart failure;
 Cardiac rehabilitation (developed in partnership with IJBs); and
 Palliative care for patients with advanced heart failure.

7.2.2 Management of Acute Coronary Syndromes
All patients with suspected NSTEMI should have a GRACE risk score on admission to
optimise their treatment.
Whilst the ORS for individuals with a STEMI is functioning well across the whole of the
region, the same cannot be said for individuals with NSTEMI. It is recommended that the
pathway implemented by the GJNH for the management of patients categorised as high risk
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post NSTEMI is adopted across the whole of the WoS. A business case should be
developed to support this. Whilst additional staff and catheter lab time will be needed, there
should be an overall reduction in bed days required for this patient group.
In addition, further work should be undertaken to assess the feasibility of extending the
approach to patients categorised as being intermediate risk. To effect such a change,
capacity constraints at GJNH and UHH will need to be addressed such as extending working
hours Monday to Friday to accommodate the additional work and also providing a service at
weekends for higher risk NSTEMI patients.
To aid relevant and accurate data collection, all referrals for angiography should be made
electronically via SCI Gateway.
Furthermore, a plan should be developed to ensure that all patients with ACS have timely
echocardiographic assessment of their LV function.

7.2.3 Management of Stable Coronary Heart Disease
In line with SIGN 15175, revascularisation options should be agreed following review by a
multidisciplinary ‘Heart Team’ including cardiac surgeons, cardiac anaesthetists and
interventional cardiologists, and discussion with the patient.

7.2.4 Management of Heart Rhythm Disorders
In order to reduce unwarranted variation in practice, a WoS pathway should be implemented
for patents presenting with palpitations in primary care. This pathway should help ensure
that only patients who require review by an electrophysiologist are referred to a specialist
clinic. Equally it will facilitate direct referral to a specialist clinic for those who require it.
These clinics should be led by a cardiologist with an interest in electrophysiology.
For patients in primary care with suspected AF, confirmation by ECG (12-lead or Cardiac
Event Recorder) should be available within 24-72 hours and review by a health professional
with expertise in the condition (cardiologist, specialist nurse, pharmacist or GP with a special
interest) within a week in order to confirm the diagnosis, co-ordinate initial investigations,
discuss treatment options and formulate a treatment plan.
Arrhythmia clinics should become decentralised over time with the current regional clinic at
GRI becoming responsible solely for GGC referrals. This will require new appointees in the
other WoS Boards establishing their own services either as standalone clinics or as part of a
mixed clinic model.
CRT provision including follow-up should be made available in NHS A&A and NHS
Lanarkshire and there should be an ability to follow up patients in NHS D&G.
All devices should be implanted in a theatre standard environment.
Work should be taken forward to identify the necessary workforce and associated costs to
deliver these service enhancements including meeting both 12 week TTG and 18 week RTT
and also the need to develop more capacity and capability locally in some areas. A ‘hub and
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spoke’ model is favoured with electrophysiologists offering clinics in all Boards and
undertaking procedures at the GJNH. The recommendations of the SLWG into cardiac
physiology should be given urgent attention once they are available.

7.2.5 Management of Valvular Heart Disease
Aortic Valve Replacement and Repair
As mentioned above, a standardised pathway for the management of severe and
symptomatic aortic stenosis should be developed. Once the pathway is agreed, modelling
should be undertaken to assess future demand for aortic valve interventions with an
estimate of the split between surgical AVR and TAVI. This will in turn inform requirements for
workforce and theatre/ICU/bed capacity and, ultimately, any additional resources required. It
is recognised that TAVI is a nationally commissioned service so liaison with NSS will be
necessary.
It should be recognised that there remains significant under provision of TAVI in Scotland. If
this inequity is to be addressed this will require planning and commitment to significant redesign.
Patients who do not meet the eligibility criteria for TAVI should be referred routinely to the
Cardiac Palliative Care Network.
Untreated symptomatic aortic valve stenosis has a poor prognosis and timely management
is vital. Mechanisms should be in place to ensure timely diagnosis, assessment and
treatment for patients presenting with symptomatic aortic valve disease.
Mitral Valve Replacement and Repair
Plans should be developed to increase the ratio of mitral valve repair to replacement so the
GJNH service is (at least) in mid-quartile range when benchmarked with other UK centres.
Part of the plan should include the development of a specialist team to undertake pre-, intraand post-operative care of patients requiring these interventions.
Once a mitral valve team is established, a proposal should be developed to increase the
amount of minimally invasive mitral valve surgery (MIMVS) undertaken taking due
cognisance of the issues highlighted in Chapter 6.
The selection criteria for patients suitable for a MitraClip device is likely to change as more
evidence is published. However, any changes will be determined by the National Planning
Board, so the focus regionally should be on ensuring all potentially suitable patients in the
WoS are identified and their case considered by the valve MDT.
This service is soon to be debated via the National Planning Board.

7.2.6 Management of Heart Failure
Services and support provided to patients with HFrEF should also be available to patients
with HFpEF.
Primary care clinicians should have access to advice and support from HF teams, with an
ability to request an urgent review to minimise unnecessary admissions to hospital.
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All hospitalised patients with HF should have access to a multi-disciplinary HF team during
admission. Doing so will reduce diagnostic delay and discharge on sub-optimal treatment.
HF MDTs should also have capacity to facilitate early supported discharge and undertake
appropriate follow-up which is known to reduce re-admission rates, morbidity and mortality
caused by HF. The workforce recommendations to support this are outlined later.
All patients with heart failure should have access to rehabilitation where appropriate. Joint
work should be taken forward by Boards and HSCPs to progress this.
Exploratory work should be taken forward with SAS to determine whether a different
approach can be taken to patients experiencing a mild deterioration in HF symptoms in the
community as this may avoid some unnecessary admissions to hospital. This may require
the involvement of primary care clinicians, specialist HF nurse services, hospital at home
services and the provision of specialist ‘hot’ clinic appointments.
A system to provide long term ECG follow-up of HF patients should be developed to ensure
all patients who would benefit from CRT are identified and referred for assessment.
All individuals with advanced HF should have access to appropriate palliative care including
anticipatory care planning. The development of a WoS care pathway should facilitate this.

7.2.7 Management of Adults with Inherited Cardiac Conditions
A business case describing how the ICC service will meet current and future demand
including maintenance of the outreach service delivered by specialist nurses should be
finalised and considered along with the other service developments highlighted in this
Strategy.

7.2.8 Cardiac Rehabilitation
The absence of reliable data on referral rates, uptake, timeliness or equity of access to
rehabilitation should be addressed. A regional referral pathway for cardiac rehabilitation
should be developed in partnership with Integrated Joint Boards. In addition, consideration
should be given to widening access to rehabilitation for individuals with HFpEF and atrial
fibrillation.

7.2.9 Palliative Care in Heart Disease
Anticipatory care planning should be in place for all patients with heart failure at end of life.
Data collection should be improved. An approach through Public Health Scotland to
facilitate a palliative care workbook to collect, collate and analyse information on the service
use and need will help support the future planning of this service to determine what
resources are needed and where they are best focused.
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7.3 Enabling the Delivery of Care
7.3.1 Collecting Data and Using Information to Inform Decision-making and
Providing Assurance
An issue which has arisen frequently during the course of the review is the lack of relevant
and reliable information regarding many of the cardiac services in the region. Without such
information it is difficult to know how services are performing against agreed standards and
how they compare with similar centres. It also makes planning for the future less certain.
Prior to Public Health Scotland’s decision to withdraw from NICOR in April 2021, the
intention was to recommend that all centres in the WoS participated, as appropriate, in the
National Cardiac Audit Programme supported by NICOR. Since this is now not an option, it
is reassuring to see that the Heart Disease Action Plan (2021) has identified establishing a
Scottish Cardiac Audit Programme as a top priority, in a similar way to what is already in
place for cancer services. It is understood that audits covering congenital heart disease,
cardiac surgery and PCI will be established first with arrhythmia, heart failure and myocardial
ischaemia audits following on in phase 2. Integration of digital, business intelligence and
eHealth support within local and regional cardiac disease management pathways will
facilitate data collection via automatic data extraction, thus avoiding the need for clinical staff
to manually add data parameters for the purposes of cardiac audit.
In the meantime, it is important that where local databases are used, they are properly
supported and can be updated quickly if data collection requirements change. In advance of
a Scottish Cardiac Audit Programme being established, consideration should be given to
developing some core regional datasets linked to regional diagnostic and treatment
pathways.
For all services, it is recommended that performance standards should be agreed if not
already in place. A bi-annual meeting should be arranged to review performance data for
each service and agree any actions required to improve the quality of care being provided.
These meetings should involve a full range of stakeholders.

7.3.2 Ensuring the service has sufficient appropriately trained staff
The Heart Disease Action Plan (202176) outlines a number of actions in relation to the
workforce which support WoS Boards in delivering the aims of this Review. In particular, the
intention to develop a nationally agreed competency framework for health care professionals
working in cardiac services will be helpful.
Cardiac physiologists
The gap in the number of cardiac physiologists in post versus funded establishment needs to
be addressed as a matter of urgency. This will require WoS Boards working in partnership
with Higher Education Institutions and Scottish Government. There is also the option of
training staff ‘in-house’ using the Academy model which has been developed by the GJNH
and utilised by Glasgow Royal Infirmary. A short life working group led by Catherine Ross,
Chief Healthcare Scientist, has been set up to identify the most appropriate education
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pathway for this group of staff. The increasing demand for electrophysiological investigations
and interventions described earlier means that the funded establishment may prove to be
inadequate to meet demand. However, in calculating the number of cardiac physiologists
required by the service in the WoS, consideration should be given to what an appropriate
level of administrative support looks like and also assessing the benefits arising from e
health solutions, such as remote monitoring of implanted devices, and artificial intelligence.
Once regional pathways for the management of arrhythmias and heart failure are agreed, it
should be easier to put a more accurate figure on the future requirements for this key staff
group.
Nursing staff
The number of specialist HF nurses should be increased to maximise the impact of
managing HF pro-actively and thereby improve clinical outcomes and reduce hospitalisation
rates. In line with the recommendations on managing HF, the service should be extended to
individuals with HFpEF. In calculating the number of additional specialist HF nurses
required, WoS Boards should take into account the recommendations of the British Society
for Heart Failure Nurse Forum (2-4 specialist HF nurses per 100,000 population) but should
also consider the role of other staff such as phlebotomists in delivering the service and the
impact of the national digital remote HF monitoring solution and the opportunity for
undertaking remote consultations. If a ratio of 2 per 100,000 was implemented this would
mean appointing an additional 22 WTE nurses (based on a current WTE of almost 28).
Based on assumptions in published research77, this would reduce occupied bed days by
2,564 pa. If a ratio of 4 nurses per 100,000 was implemented this would mean appointing an
additional 47 WTE specialist nurses.
It would be prudent to consider investment in tranches to evaluate impact and assess the
inclusion of digitally supported remote patient management strategies in reducing the
demand for face to face consultations.
A scoping exercise should be undertaken to understand the implications and requirements
associated with implementing the recently published UK Heart Failure Nurse Competency
Framework78 across the WoS, as a means of standardising care and providing a pathway for
career progression within nursing.
The number of specialist arrhythmia nurses required at the GJNH should be assessed in line
with the needs of the service. The role of specialist arrhythmia nurses in non-tertiary settings
should be explored further in light of experience elsewhere. It would not be unreasonable to
expect each hospital in the WoS to have one specialist arrhythmia nurse, with facilities for
networking and cross-cover within larger Boards and between smaller Health Boards.
In reviewing the nursing workforce required, consideration should be given to the balance of
specialist nurses and advanced nurse practitioners within cardiology services in order to
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Stewart S, Blue L, Walker A, Morrison C, McMurray JJ. An economic analysis of specialist heart failure nurse
management in the UK; can we afford not to implement it? Eur Heart J. 2002 Sep;23(17):1369-78. doi:
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achieve the most-effective balance between those with generic cardiology/comorbidity
expertise and those who require to have sub-specialist skills.
Clinical Perfusion Scientists
The WoS Clinical Perfusion Team should be supported in their appointment of supernumary
trainees (one per year over the next five years) to ensure they have the necessarily pipeline
of trained staf required to fill gaps left by retirals and other leavers.
Medical staff
In order to ensure they are able to attract the required number of new recruits to fill posts left
vacant through retirals and other leavers, Boards will need to consider strategies foro
making job plans attractive to trainees and other prospective candidates. Furthermore, in
order to make the best use of scarce medical resources, services must develop new ways of
working which make the most effective use of senior medical time, as well as non-medical
models of care.
Access to consultants who have an interest in electrophysiology should be equitable across
the WoS. NHS A&A and NHS L in particular need to consider how the needs of patients with
rhythm disorders are managed locally. One option would be to establish joint consultant
appointments with the GJNH similar to what NHS FV has done.
Boards should consider how consultants with an interest in HF are deployed as there is a
considerable weight of evidence to suggest patients who see a specialist (as part of a MDT)
will achieve better outcomes and require fewer admissions to hospital, recognising that 70%
of the costs associated with managing HF are due to this. Boards should also consider
appointing HF specialists who are fully trained in CRT device implantation. Boards should
identify a lead heart failure clinician in each hospital (see Appendix C for summary of
responsibilities).
Pharmacists
The national roll-out of specialist pharmacists working with HF multidisciplinary teams in the
management of people with left ventricular systolic dysfunction following an acute
myocardial infarction is supported. In order to facilitate this, consideration should be given to
employing additional pharmacy technicians (AfC Band 5) as the most cost-effective way of
increasing specialist pharmacist resource. The Competency Framework for Clinical
Pharmacists and Heart Failure should be introduced across the WoS79.
There is also potential to maximise the impact of specialist pharmacists in other aspects of
cardiac services, particularly focusing on impact on length of stay, admission avoidance and
outcomes. In some Boards specialist pharmacists have been involved in monitoring
arrhythmia patients post-discharge and also in vetting of referrals.

79

Forsyth et al: A competency Framework for Clinical Pharmacists and Heart Failure; July 2018;
https://doi.org/10.1111/ijpp.12465
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7.3.3 Modernising how care is delivered
One stop approaches to delivering care in the community should be developed involving
specialist clinicians, people with lived experience and the Third Sector. They should build on
how some services have been delivered during the pandemic utilising digital technology,
where applicable, and embedding patient education and self-management strategies.

7.3.4 Use of remote technologies
The current COVID-19 pandemic has prompted faster take up of web-based platforms like
Near Me/Attend Anywhere which allow healthcare professionals to communicate with
patients through video calls. Where appropriate clinicians should use Near Me or telephone
calls to replace unnecessary out-patient visits.
Remote monitoring of patients with HF, devices and arrhythmias has become a business as
usual care pathway as a result of COVID-19. While patients still need to attend the hospital
for reprogramming (this cannot be undertaken remotely due to possible the risk of hacking),
remote monitoring will remain a feature of care post pandemic, and going forward.
The national digital remote HF monitoring platform currently being piloted in NHS A&A and
NHS GGC should be evaluated and if the key aims of the programme are met (optimisation
of HF therapy, reduction in face to face HF nurse consultations, improved patient reported
outcomes and reduced unscheduled HF hospitalisations) a business case should be
developed to roll out this approach across the whole of the region.
Microsoft Teams has also been introduced at pace during the pandemic and will be the way
many MDTs are run in future. This is particularly the case for MDTs requiring the
participation of colleagues from different sites. Many other meetings have also been held
using Teams and again, where the benefits outweigh the disadvantages, these should
continue or at the very least include a mix of remote and face to face meetings.

7.3.5 Involving patients and carers
Routine collection of patient and carer experience including patient reported outcome
measures should be embedded in all services. Services should also be encouraged to
develop local carer group education and support forums working alongside third sector
partners. The possibility of enhancing services with input from volunteers should also be
considered.
All Boards should review how individuals on a waiting list for a cardiac procedure are
regularly updated.
In advance of attending a regional service individuals should be able to access relevant tests
locally.
The effectiveness of discharge planning and repatriation arrangements should be reviewed.
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7.3.6 Continuing to Review Specialist Adult Cardiac Services across the WoS
On an annual basis groups of clinicians, patients, managers, planners and other
stakeholders should review diagnostic and treatment pathways, equity of access, clinical and
patient reported outcomes and patient satisfaction levels in relation to:






Coronary Heart Disease;
Heart Rhythm Disorders;
Valvular and Structural Heart Disease;
Heart Failure; and
Adults with Inherited Cardiac Conditions .

It is suggested that the current WoS Specialist Adult Cardiac Services Review Group is
retained to oversee implementation of the strategy and to review the direction of travel based
on output from the above groups. It is important that the strategy is a dynamic one and is
updated regularly based on new evidence and the experience of those working in and
receiving care from the service.
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Appendix A: Heart Failure Service Provision by WoS NHS Board; 2018
Taken from Scottish Heart Failure Nurse Forum Annual Report 2018

Population
Urban %

Service provision

Service model

Resources

Total managed
patients per year

HFrEF
HFpEF
HF post MI
Valvular HF 1
Congenital HF 7
General palliative care 2
Cardiac Rehabilitation
for HF
Screening for
psychological distress 3
Home
Clinic
In-pt education
In-pt management
GP surgery 4
Virtual 8
No of nurses in HF
service 5
WTE HF nurses 6
WTE HF nurses per
100,000 population
Number patients
Patients per 100,000
population
Patients per WTE HF
nurse

A&A

D&G

Forth Valley

GG&C
(North)9

GG&C
(South)9

GG&C
(Clyde)9

Lanarkshire

370,410
78%
Y
N
Y
Y
N
Y

149,200
55%
Y
N
Y
Y
N
Y

305,000
75%
Y
N
Y
N
N
Y

380,000
95%
Y
N
Y
Y
N
Y

480,000
85%
Y
N
Y
Y
N
Y

255,000
70%
Y
N
Y
Y
N
Y

656,490
89%
Y
N
N
Y
N
Y

Y

Y

Y

Y

Y

Y

Y

Y
Y
Y
Y
Y
Y
Y

Y
Y
Y
N
N
N
Y

Y
Y
Y
Y
Y
N
Y

Y
Y
Y
Y
N
Y
Y

Y
Y
Y
Y
N
Y
Y

Y
Y
Y
Y
N
Y
Y

Y
Y
Y
Y
N
N
Y

7
4

2
2

5
3.35

5
4.25

7
5.79

5
4.5

5
3.7

1.1
482

1.3
375

1.1
408

1.1
994

1.2
1659

1.8
1191

0.6
800

130

251

134

262

346

467

122

121

188

122

234

287

265

216
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Appendix B: The ideal inpatient HF pathway of care
D ia g r a m 1
A d m is s io n t r a c k in g b y H F LN

P a t ie n t s a d m it te d w it h H F

A g re e d c lin ic a l c rit e ria f o r u r ge n t
a d m i s s io n t o c a r d io l o g y

NO

YES

C a r d io l o g y b e d

C a rd io lo g y
if b e d
a v a i la b l e

G e n M e d i f n o c a r d io lo g y b e d a v a i l a b l e

N o im p ro v e m e n t
W o rs e
P a l li a t iv e C a r e n e e d s

D /C a p p ro p r ia t e
FU

HFL N D /W CCU re
t r a n s f e r to
c a r d io lo gy o r fo r
c a rd io lo g y r ev ie w
te am
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Im p ro v e m e n t &
p la n f o r d is c h a r g e
w ith in 3 d a y s o f
a d m i s s io n

H F L N w i ll s i g n p o s t
t o a p p r o p r ia t e H F
fo llo w u p

P r o lo n g e d
a d m i s s io n > 3 d a y s
n o t re la t e d t o H F .
H fLN tra ck
a d m is s io n a n d
a r r a n g e e a r ly
re v iew o n
d is c h a rg e t o
r e v ie w c h a n g e s to
m e d ic a l H F
t h e r a p y a lt e r e d
d u r in g a d m is s io n

Appendix C: Summary of responsibilities of Lead Clinician for HF
Delivery/oversight of:
1. HF diagnostic services
2. Weekly Heart failure Consultant clinic(s)
3. Weekly HF MDT meeting
4. Inpatient (In-reach/Out-reach) HF team provision to deliver care to all people admitted to
hospital due to HF, irrespective of hospital ward.
5. Ambulatory HF care service
6. Emergency care clinic (hot clinic)
7. Interface with H@H services
8. Audit, service development and delivery of education
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Appendix D: Working Group Recommendations
Acute Coronary Syndromes (ACS (A))
The following recommendations were voted as top 3 in this category at the Regional stakeholder event
in October 2019
Priority A11 Direct NSTEMI service available for all West of Scotland patients
1
Priority
A6 Increase number of cardiac physiologists as matter of urgency
2
Priority A14 Reduce delays for In Patient angiography
3
A1
Appropriate data collection across West of Scotland
A2
Submission of data to national registries and benchmarking
A3
Bi-annual meeting to review performance and outlier data
A4
Electronic referrals for angiography
A5
Utilise new and existing technologies as appropriate
A6
Increase number of cardiac physiologists as matter of urgency
A7
Increase number of joint appointments
A8
Patient feedback to inform service provision
A9
Education events
A10
Reassess the role of diagnostic only cath labs
A11
Direct NSTEMI service available for all West of Scotland patients
A12
Equitable use of Risk tools (GRACE), Protocols (Access, Chest Pain, Follow-up),
Biomarkers (HSC Troponin) and Medication guidelines across the West of Scotland
A13
Streamline referral pathways for A&A patients
A14
Reduce delays for In Patient angiography
A15
Improve Cath lab utilisation to increase capacity
A16
Development of cardiac diagnostics
A17
Integrated CR/ Cardiac Pharmacist led clinics
Structural Heart Disease (SHD (S))
The following recommendations were voted as top 3 in this category at the Regional stakeholder event
in October 2019
Priority
S8 Need for easy, rapid access to diagnostics – expansion/redesign of
1
diagnostics required
Priority S11 Patients declined for TAVI should have routine access to palliative care
2
services
Priority
S7 Work with the North and East to develop a national TAVI dataset and share
3
standardised best practice pathways and protocols across Scotland
S1
Appropriate data collection across the West of Scotland
S2
Submission of data to national registries and benchmarking
S3
Link with National Planning re procedure rates
S4
Agree activity projections and impact
S5
Form a network of clinicians to develop the SHD programme
S6
Routine collection of patient feedback
S7
Work with the North and East to develop a national TAVI dataset and share standardised
best practice pathways and protocols across Scotland
S8
Need for easy, rapid access to diagnostics – expansion/redesign of diagnostics required
S9
Improve the quality of Imaging and Echo reports enclosed with referral to MDT
S10
CT TAVI to be requested following regional valve MDT
S11
Patients declined for TAVI should have routine access to palliative care services
S12
Patients receiving TAVI should have routine access to cardiac rehab
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Heart Failure (H)
The following recommendations were voted as top 3 in this category at the Regional stakeholder event
in October 2019
Priority
H9 Urgently address heart failure staff resource including nurses, cardiac
1
physiologists and cardiac pharmacists
Priority H13 Implement an outpatient waiting time guarantee for heart failure referral to
2
treatment pathways, aligning with national heart failure recommendations
Priority H14 Improve access to echocardiography for people with a suspected diagnosis of
3
new heart failure - inpatient within 48hrs of admission and outpatient within 2-6
weeks of referral
H1
Appropriate data systems are in place, utilised and resourced
H2
Improve heart failure coding
H3
Robust and efficient data collection for service development and benchmarking
H4
Contribute to national heart failure audit from 2020
H5
Increase awareness of heart failure at population, wider healthcare staff and policy level
H6
Develop and maintain staff knowledge and skills
H7
Prevention and earlier detection strategies including the introduction of screening of those at
highest risk
H8
Explore opportunities offered by point of care, remote monitoring, and wearable technology
in addition to machine learning and artificial intelligence strategies for improving risk
stratification, earlier detection, diagnostics (echocardiogram/ECG), patient selfmanagement, quality and safety of care and communication
H9
Urgently address heart failure staff resource including nurses, cardiac physiologists and
cardiac pharmacists
H10
Increase number of joint appointments and consultant sessions/PAs for heart failure staff
H11
Enhance skill mix and role development
H12
Deliver parity of access to BNP in primary care
H13
Implement an outpatient waiting time guarantee for heart failure referral to treatment
pathways, aligning with national heart failure recommendations
H14
Improve access to echocardiography for people with a suspected diagnosis of new heart
failure - inpatient within 48hrs of admission and outpatient within 2-6 weeks of referral
H15
Ensure that all people hospitalised due to heart failure are reviewed by the heart failure
team during admission and have early supported discharge follow up and communication of
care plan to primary care
H16
Ensure that all patients with a new diagnosis of heart failure have access to a specialist
MDT including representation from heart failure nurse, cardiologist, medicine for the elderly,
palliative care, cardiac rehabilitation, psychology and pharmacist services
H17
Development of ambulatory and ‘rapid access review’ heart failure services
H18
Provide access to heart failure services for people with ‘non LVSD’ heart failure
H19
Improve interface working between primary and secondary care and develop a tiered model
of care
Imaging (Im)
The following recommendations were voted as top 3 in this category at the Regional stakeholder event
in October 2019
Priority Im14 Cardiac CT should be routinely available in all Boards
1
Priority
Im5 Increase number of cardiac physiologists as matter of urgency
2
Priority Im17 Gated CTA available in all Boards
3
Im1
Reduce delays related to referrals and diagnostics
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Im2
Im3
Im4
Im5
Im6
Im7
Im8
Im9
Im10
Im11
Im12
Im13
Im14
Im15
Im16
Im17

CT scanners with cardiac capability should be enabled
Add functional testing to CTCA and CMR
Develop perfusion CMR
Increase number of cardiac physiologists as matter of urgency
Increase number of cardiologists and cardiac radiologists including joint appointments
Enhance skill mix and role development
Regional pathways to ensure equitable access to key diagnostics
Guideline recommended cardiac imaging techniques routinely available in all Boards
Regional chest pain pathways
Develop one-stop rapid access clinics with CTCA in all Boards
Increase in CTCA and CMR capacity to meet demand
Disinvest in cardiac nuclear services
Cardiac CT should be routinely available in all Boards
Develop a CMR services in all Boards
Advanced ECHO available in all Boards
Gated CTA available in all Boards
Electrophysiology and Devices (E)
The following recommendations were voted as top 3 in this category at the Regional stakeholder event
in October 2019
Priority
E8 Increase number of cardiac physiologists
1
Priority E13 Devolve complex device implantation (CRT) to local Boards
2
Priority
E1 Appropriate data collection across the West of Scotland
3
E1
Appropriate data collection across the West of Scotland
E2
Submission of data to national registries and benchmarking
E3
Seamless electronic referrals and transfer of information
E4
Bi-annual performance review meeting
E5
Develop use of leadless pacemakers and direct HIS bundle pacing
E6
Explore use of patient activated ECG/arrhythmia apps
E7
Explore use of ambulatory monitors
E8
Increase number of cardiac physiologists
E9
Increase number of EP consultants and joint posts between GJH and local Boards
E10
Increase number of arrhythmia nurses
E11
Enhance skill mix and role development
E12
New AF patients to be seen by clinical expert
E13
Devolve complex device implantation (CRT) to local Boards
E14
Develop direct access palpitation services across the West of Scotland
E15
Redesign the Arrhythmia clinic at GRI to ‘tertiary’ level
E16
PPMs only implanted in theatre standard environments
E17
Increase number of CRT implants
E18
Increase number of catheter ablations
E19
Rapid interpretation of diagnostics
E20
Reduce waiting times for EP studies and catheter ablation
E21
Ensure equity of referral, diagnostics, interventions and follow up across the West of
Scotland:
- Ablation
- ECG
- Devices including CRT
- Arrhythmia clinic
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Cardiac Surgery (C)
The following recommendations were voted as top 3 in this category at the Regional stakeholder event
in October 2019
Priority
C9
Increase theatre capacity by extending working day to meet the increase in
1
demand for cardiac surgery
Priority
C10 Develop regional ‘work up’ protocols for non -elective and elective referrals to
2
optimise patients and avoid unnecessary delays/ over testing
Priority
C4
Develop video consultations for appropriate outreach patients to minimise
3
visits and seek opportunities for optimisation
C1
Data submitted to NCBC for benchmarking across major CT units within UK
C2
Include coders at MDT as per GIRFT recommendation
C3
Utilise NCBC and GIRFT information and recommendations to ensure equality of access,
pathways and quality outcomes to cardiac surgery across UK
C4
Develop video consultations for appropriate outreach patients to minimise visits and seek
opportunities for optimisation
C5
Patient and stakeholder engagement to be built into service quality processes on a routine
basis
C6
Modernise roles in line with redesigned pathways particularly looking at advanced practice
roles in difficult to recruit area
C7
Increase staffing to support extended working day
C8
Develop strong proctoring partnerships with industry to advance surgical techniques
C9
Increase theatre capacity by extending working day to meet increased demand for cardiac
surgery
C10
Develop regional ‘work up’ protocols for non -elective and elective referrals to optimise
patients and avoid unnecessary delays/ over testing
C11
Develop pharmacy led clinics to improve tolerance and optimisation of medication
C12
Implement pre-hab programme to optimise patient outcomes and reduce Length of Stay for
elective patients
C13
Extend implementation of enhanced recovery techniques
C14
Increase DOSA rates
C15
Develop minimally invasive valve programme
C16
Consider robotic programme in due course
C17
Work with SAS to optimise patient transport
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Appendix E: OPERA pathway redesign
Optimised Pathway for Early Identification of Heart Failure in the community – The ‘OPERA’
programme. This has contributed to GGC being able to reduce their COVID related HF diagnostic
backlog from 12 months in some areas to 4 weeks across the HB.
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Appendix F: WoS Specialist Cardiac Services Steering Group Membership October
2021
Name
Iain Wallace (Chair)
Victor Chong
Cameron Sharkey
Laure Bruchou
Sue Bryant
Catherine Laninjoh
Catherine Mondoa
David Munro
Fiona Shearer
Lynne Ayton
Maeve Coleman
Derek Connelly
Phillip Curry
Jane Christie Flight
Peter Girvan
Mitchell Lindsay
Alex McGuire
Rosemary Brogan
David Murdoch
Clare Murphy
Angela Dixon
Margaret Meek
Matter Cooper
Sharon Adamson
Alana McKechnie
Ashley McCann

Board
WoS Regional Planning
NHS Ayrshire and Arran
NHS Ayrshire and Arran
NHS Dumfries and Galloway
NHS Dumfries and Galloway
NHS Forth Valley
NHS Forth Valley
NHS Forth Valley
NHS Forth Valley
Golden Jubilee National Hospital
Golden Jubilee National Hospital
Golden Jubilee National Hospital
Golden Jubilee National Hospital
Golden Jubilee National Hospital
Golden Jubilee National Hospital
Golden Jubilee National Hospital
Golden Jubilee National Hospital
NHS Greater Glasgow and Clyde
NHS Greater Glasgow and Clyde
NHS Greater Glasgow and Clyde
NHS Lanarkshire
NHS Lanarkshire
Scottish Ambulance Service
WoS Regional Planning
WoS Regional Planning
WoS Regional Planning
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Agenda Item 152

NHS Dumfries and Galloway
Meeting:

NHS Board (Public)

Meeting date:

14 February 2022

Title:

IJB Membership Review and NHS
Committee Update

Responsible Executive/Non-Executive: Nick Morris, Chair
Report Author:

1

Laura Geddes, Corporate Business
Manager

Purpose
This is presented to the Board for:
 Awareness
 Decision
This report relates to a:
 Government policy/directive
This aligns to the following NHSScotland quality ambition(s):
 Safe
 Effective
 Person Centred
Please select the level of assurance you feel this report provides to the
board/committee and briefly explain why:

Significant
Moderate
Limited
None
Not yet assessed
Comment:
This paper is being presented with a significant level of assurance as it
demonstrates a continuous review of membership on the Integration Joint Board
and NHS Committees to ensure the skills demonstrated by the Non-Executives
are utilised and appropriate development opportunities are identified to add to
the existing knowledge and skills of the groups.
From the list below, please select which Board Priority this paper relates
to. If none of the priorities suit, please select other and briefly explain why
this paper needs to be reviewed at Board/Committee:
COVID-19 Containment Work
Delivery of Sustainable Service
Models
Other (please explain below)
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Continued Support for Staff
Wellbeing
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address Pandemic Harms
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Comment:
This paper is being presented as part of the good governance processed to
demonstrate continuous review of membership and processes.

2

Report summary

2.1

Situation

2.2

Scottish Government recruited three new Non-Executive Members to sit on the
NHS Dumfries and Galloway Board from 1st November 2022. Following their
appointment it was agreed that a review of all memberships for the Integration
Joint Board and the NHS governance committees would be undertaken to fully
utilise the skills and knowledge of the existing and new Non-Executive Board
Member.

Background

As part of the implementation of the Public Bodies (Joint Working)(Scotland) Act
2014 both the NHS and the Local Authority are required to nominate five NHS
Board Members and Elected Members to sit on the Integration Joint Board.
The membership for the Integration Joint Board is reviewed on a two yearly
basis, for which the NHS Board Chair is responsible for reviewing with the NonExecutive Board Members and nominating the appropriate individuals to Board
to endorse his decision and submit the nominees to the Integration Joint Board
for implementation.
The NHS Board Committee memberships are reviewed on a six monthly basis
by the Board Chair, who is responsible for ensuring that a fair and effective
allocation of Non-Executive Board Members is appointed to each committee,
taking into account their knowledge, skills and areas of expertise, to maximise
the effectiveness of delivering on the committee’s terms and conditions.

2.3

Assessment

This paper is being presented to confirm the outcomes of the review of
membership for both the Integration Joint Board’s NHS membership and also
the membership of the NHS Board Governance Committees.
Integration Joint Board
In October 2020 a paper was taken to NHS Board to endorse the nominations
that had been put forward by the Chair as voting members of the Integration
Joint Board. The members that were agreed at that point were as follows:
Table 1
NAME
Laura Douglas
Lesley Bryce
Grace Cardozo
Vicky Keir
Marsali Caig
Bill Irving

ROLE
Vice Chair, moving to Chair from 1st April 2021
Voting Integration Joint Board Member
Voting Integration Joint Board Member
Voting Integration Joint Board Member
Voting Integration Joint Board Member
Substitute Voting Integration Joint Board Member
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Following the review undertaken by the Chairman, it is proposed that this
membership remains as it currently stands, with one exception.


Marsali Caig will stand down as an Integration Joint Board voting member
with effect from 14th February 2022.



Kim Dams is being nominated for the role of Integration Joint Board voting
member with effect from 14th February 2022.

NHS Board Governance Committees
In June 2021 an update on the temporary governance arrangements that were
put in place as part of the management of the COVID-19 pandemic. The update
confirmed that the following membership had been agreed by the Chairman and
that a further review of membership for the Board Governance Committees
would be undertaken once the new Non-Executive Board Members were
appointed at the end of 2021.
Table 2
Committee Name

Chair

Audit and Risk
Committee
Healthcare Governance
Committee
Performance and
Resource Committee
Public Health
Committee
Remuneration
Committee
Staff Governance
Committee

Laura
Douglas
Penny
Halliday
Marsali
Caig
Grace
Cardozo
Nick
Morris
Lesley
Bryce

Vice
Chair
Ros
Francis
Bill Irving
Nick
Morris
Andy
Ferguson
Victoria
Keir
Victoria
Keir

Member
3
Penny
Halliday
Grace
Cardozo
Victoria
Keir
Bill
Irving
Lesley
Bryce
Laura
Douglas

Member
4
Marsali
Caig
Ros
Francis
Bill
Irving
Nick
Morris
Laura
Douglas
Marsali
Caig

Member
5
Andy
Ferguson
Lesley
Bryce
Penny
Halliday
Lesley
Bryce
Marsali
Caig
Nick
Morris

Member
6
Vacancy
Victoria
Keir
Ros
Francis
Laura
Douglas
Grace
Cardozo
Grace
Cardozo

As part of the review and also notification of two Non-Executive Board Members
standing down from their roles on the Board, the following changes have been
made to the committee memberships.

Penny Halliday stood down from her role as Non-Executive Board
Member / Vice Chair from 31st August 2021. Penny was a member of
Audit and Risk Committee and Performance and Resource Committee,
as well as Chair of Healthcare Governance Committee.


Bill Irving moved into the interim Chair role for Healthcare Governance
Committee from 1st September 2021.



Ros Francis stood down from her Non-Executive role on the Board
from 31st January 2022. Ros was Vice Chair of Audit and Risk
Committee and a member of Healthcare Governance Committee and
Performance and Resource Committee.



Claire Holmes, Greg Black and Kim Dams were appointed as NonExecutive Board Members and took up their posts on 1st November
2021.
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Claire Holmes was asked to become a member of Healthcare
Governance Committee, Performance and Resource Committee, Staff
Governance Committee and Remuneration Committee with effect from
1st November 2021.



Greg Black was asked to become a member of Audit and Risk
Committee, Performance and Resource Committee and Public Health
Committee with effect from 1st November 2021.



Kim Dams was asked to become a member of Audit and Risk
Committee, Healthcare Governance Committee and Performance and
Resource Committee with effect from 1st November 202



Bill Irving has agreed to move back to the Vice Chair role within
Healthcare Governance Committee from 14th February 2022, allowing
Kim Dams to take on the role as Chair of the committee with effect
from the same date.



Laura Douglas has agreed to move to the Vice Chair role within Audit
and Risk Committee with effect from 12th July 2022, allowing Greg
Black to take on the role as Chair of the committee with effect from the
same date.



Changes will also be seen in the Staff Governance Committee
leadership from Autumn 2022, when Lesley Bryce will step down as
Chair of the committee and will support Claire Holmes in taking on the
Chair’s role. A date for this change has still to be agreed and will be
notified to NHS Board Members in due course.



The Board Chairman has agreed for the membership in Public Health
Committee, Remuneration Committee and Performance and Resource
Committee to remain as they are with no changes planned within 2022.

Based on the above changes, the updated membership with effect from
14th February 2022 will be:
Committee Name

Chair

Audit and Risk
Committee
Healthcare Governance
Committee
Performance and
Resource Committee

Laura
Douglas
Kim
Dams
Marsali
Caig
Grace
Cardozo
Nick
Morris
Lesley
Bryce

Public Health Committee
Remuneration Committee
Staff Governance
Committee

Vice
Chair
Greg
Black
Bill Irving
Nick
Morris
Andy
Ferguson
Victoria
Keir
Victoria
Keir

Member
3
Kim
Dams
Grace
Cardozo
Victoria
Keir
Bill
Irving
Lesley
Bryce
Laura
Douglas
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Member
4
Marsali
Caig
Claire
Holmes
Bill
Irving
Nick
Morris
Laura
Douglas
Marsali
Caig

Member
5
Andy
Ferguson
Lesley
Bryce
Kim
Dams
Lesley
Bryce
Marsali
Caig
Nick
Morris

Member
6

Member
7

Victoria
Keir
Greg
Black
Laura
Douglas
Grace
Cardozo
Grace
Cardozo

Nick
Morris
Claire
Holmes
Greg
Black
Claire
Holmes
Claire
Holmes
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2.3.1 Quality/ Patient Care
No quality or patient care issues were identified as part of this governance
update paper.
2.3.2 Workforce
A full review of commitments for all Non-Executive Board members has been
included in this process to ensure a fair and even split of duties across the NonExecutive Team.
2.3.3 Financial
No financial implications were identified as part of this governance update
paper.
2.3.4 Risk Assessment/Management
No risk assessments were undertaken as part of this governance update paper.
2.3.5 Equality and Diversity, including health inequalities
An impact assessment was not required to the undertaken as part of this paper.
2.3.6 Other impacts
No other impacts were identified during the preparation of this paper.
2.3.7 Communication, involvement, engagement and consultation
The Board has carried out its duties to involve and engage external
stakeholders where appropriate and in accordance with the Health and Social
Care Communication and Engagement Strategy and process.
State how this has been carried out and note any meetings that have taken
place.


Consultation on this process was undertaken between the Non-Executive
Board Members and Chair.

2.3.8 Route to the Meeting
This has been previously considered by the following groups as part of its
development. The groups have either supported the content, or their feedback
has informed the development of the content presented in this report.


2.4

As the Chair has the authority to nominate Non-Executive Board Members
to the various NHS Committees and the IJB, this paper was not taken to
any other meetings prior that is coming to NHS Board.

Recommendation

Following the Chair’s discussions with Non Executives, the NHS Board are asked to :
 Awareness – note the changes that have been made to the committee
memberships with effect from 14th February 2022 and the planned changes
that will take place before the end of 2022.
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 Decision – NHS Board Members are asked to endorse the nominations put
forward for the NHS voting members of the Integration Joint Board and agree
for the nominations to be submitted to the Integration Joint Board for
amendment with effect from 14th February 2022.

3

List of appendices
No appendices are attached to this paper.
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Agenda Item 154

NHS Dumfries and Galloway
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NHS Board (Public)

Meeting date:
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Title:

Financial Performance 2021/22 –
Quarter Three Update

Responsible Executive/Non-Executive: Katy Kerr, Director of Finance
Report Author:

1

Susan Thompson, Deputy Director of
Finance

Purpose
This is presented to the Board for:


Assurance



Discussion

This report relates to a:
 NHS Board Strategy
This aligns to the following NHSScotland quality ambition(s):
 Safe


Effective



Person Centred

Please select the level of assurance you feel this report provides to the
board/committee and briefly explain why:
Significant
Moderate
X
Limited
None
Not yet assessed
Comment:
Whilst this report provides update on the movement against the Financial Plan
based on the final review for the year, it is now recognised that there will be a
requirement for non-recurring, non-repayable funding from Scottish Government
to balance the in-year position.
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From the list below, please select which Board Priority this paper relates
to. If none of the priorities suit, please select other and briefly explain why
this paper needs to be reviewed at Board/Committee:
COVID-19 Containment Work
Delivery of Sustainable Service
Models
Other (please explain below)

X

Continued Support for Staff
Wellbeing
Delivery of Enhanced Services to
address Pandemic Harms

Comment:
This paper provides an update on the financial sustainability aspects of the
tactical priority in relation to delivery of sustainable models.

2
2.1

2.2

Report summary
Situation

This report provides an update to NHS Board on the Financial Plan for 2021/22
based on the completion of the third and final formal review.

Background

The following table sets out the approved opening Revenue Plan and the
movement at each previous quarter review. There has been no significant
change to the plan during the year other than an increased reliance on nonrecurring savings and directorate movements in-year:
Table 1

Overall Financial Plan
Opening Financial Gap Identified
Funded by recurring savings identified
Funded by non-recurring savings identified
Savings Identified
Estimated Closing Financial Gap
Offset by non-recurring movement on
directorate forecasts
Estimated Closing Financial Gap adjusted
for forecasts

Approved
Plan
£000s
(31,194)
5,200
9,955
15,155
(16,039)

Q1
Review
£000s
(31,194)
3,004
11,659
14,663
(16,531)

Q2
Review
£000s
(31,194)
3,090
11,659
14,749
(16,445)

0

548

548

(16,039)

(15,983)

(15,897)

Scottish Government confirmed that non-recurring, non-repayable funding will
be provided to deliver a balanced position in-year including the anticipated
underachievement of saving in-year. This is on the expectation that Boards
continue to take appropriate measures to reduce the funding requirement.
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The following table sets out the approved opening Capital Plan and the
movement at each quarter review:
Table 2

Overall Capital Plan
Formula allocation
Hub/Not for Profit Distribution (NPD) Enabling
funding – Acute Services Redevelopment
Programme (ASRP) Equipping
Hub/NPD Enabling funding - Mountainhall and
Existing Site Costs
Dental Integration
National Infrastructure Board
Estimated Capital Plan

2.3

Approved
Plan
£000s
3,475

Q1
Review
£000s
3,475

Q2
Review
£000s
3,475

2,500
4,300

2,000
2,300

2,000
2,300

0
0
10,275

0
0
7,775

49
832
8,656

Assessment

The third and final formal review of the 2021/22 forecast out turn position for
both Revenue and Capital has now been completed.

2.3.1 Quality / Patient Care
Although this has been considered, this paper does not include details on
impact on the quality of patient care, however, the Sustainability and
Modernisation (SAM) Project Documentation which is used to support any
financial savings schemes takes account of this.
2.3.2 Workforce
Although this has been considered, this paper does not include details on
impact on the workforce. The paper does touch on areas related to workforce
including the pressures faced by operational services and increased cost
associated with the workforce challenges.
2.3.3 Financial
This report recognises the significant challenges the Board is currently facing
from a financial perspective and the associated financial implications of the
current operational and service pressures.
To the end of December 2021, an overspend of £10m is being reported. The
overspend reflects the level of risk due to the unidentified Financial Plan gap
presented at Quarter Two (Q2) of £16m (£12.3m overspend year to date (YTD))
offset by a combination of directorate over and underspends (£2.3m
underspend YTD).
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The third and final formal assessment of the deliverability of the approved
2021/22 Financial Plan has now been completed and based on this, it is now
anticipated that £3m can be offset against the unidentified Financial Plan gap of
£16m. This reduces the non-recurring, non-repayable funding being requested
from Scottish Government in-year to £13.4m as per the table below.
Table 3

Financial Plan at Q3
Opening Financial Gap Identified
Funded by recurring savings identified
Funded by non-recurring savings identified
Savings Targeted
Estimated Closing Financial Gap
Original savings targets not thought to deliver in-year
Offset by non-recurring movement on directorate forecasts
Offset by anticipated non-recurring, non-repayable funding
Estimated Closing Financial Gap adjusted for
forecasts

Approved
Plan
£000s
(31,194)
5,200
9,955
15,155
(16,039)
0
0
0

Q2
Review
£000s
(31,194)
3,090
11,659
14,749
(16,445)
0
548
0

Q3
Review
£000s
(31,194)
3,090
11,659
14,749
(16,445)
(1,000)
4,000
13,445

(16,039)

(15,897)

0

The lead General Manager has completed his review of the Capital Plan set for
2021/22 and an update on the programme is due to be presented at Strategic
Capital Programme Board (SCPB) in February 2022.
As part of this review, it has been identified that a number of key projects which
have recently been tendered have come in significantly higher than anticipated.
Reports are being prepared for discussion at SCPB , however, it’s likely that a
number of these projects will now be in excess of SCPB delegated limit of
£0.5m.
The table below presents the allocations actually received from Scottish
Government in relation to Capital; a further £0.445m has been received during
Q2 which was not anticipated.
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Table 4

Overall Capital Plan
Formula allocation
Hub/NPD Enabling funding - ASRP Equipping
Hub/NPD Enabling funding - Mountainhall and
Existing Site Costs
Dental Integration
National Infrastructure Board
Equipment Replacement
Testing Laser Equipment
National Eyecare Replacement Equipment
Estimated Capital Plan

Q1
Review
£000s
3,475
2,000
2,300

Q2
Review
£000s
3,475
2,000
2,300

Q3
Review
£000s
3,475
2,000
2,300

0
0
0
0
0
7,775

49
832
0
0
0
8,656

49
832
175
54
216
9,101

Change
from Q2
£000s
0
0
0
0
0
175
54
216
445

At this stage, it is anticipated that there will be slippage on the programme that
will require to be managed with Scottish Government but at this stage this
remains unquantified.
An update on the projected slippage on the Capital programme along with a
summary of any approvals required which remain time critical will be tabled at
the Board meeting as agreed with the NHS Board Chair.
2.3.4 Risk Assessment/Management
The contents of this report are aligned to Corporate Risk 2924: Failure of the
Board to meet financial target. The risk has been reviewed as part of the Q3
exercise by the Director of Finance and Chief Executive and has been escalated
to a grading of Very High. This change is based on the in-year reliance of
Covid-19 funding, non-recurring non-repayable support from Scottish
Government and the recurring deficit being taken into 2022/23.
2.3.5 Equality and Diversity, including health inequalities
Although this has been considered, there is no equality and diversity impact
assessment required for this paper as no change is being presented, however,
SAM Project Documentation which is used to support any financial savings
schemes contains an Equality and Diversity Impact Assessment for the planned
change.
2.3.6 Other impacts
There are no other relevant impacts identified.
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2.3.7 Communication, involvement, engagement and consultation
 There was regular internal communication between the Director of Finance
and the Senior Finance Team.


Monthly meetings between the Director of Finance and Scottish Government
Finance Team take place.



No specific external consultation was carried out, however, the work on the
savings plans being progressed through the SAM Programme requires
operational teams to develop Communication and Engagements Plans.

2.3.8 Route to the Meeting
The update of the financial position is discussed with the Chief Executive
then presented and discussed at Board Management Team and Health
Social Care Governance and Performance Group. In addition, the Board
Performance and Resources Committee have received various papers
briefings on the Financial Plan and SAM Programme through workshops
Board meeting updates.

2.4

3

and
and
and
and
and

Recommendation


Assurance – The NHS Board is asked to take assurance in relation to the
update on the Boards financial position, however, recognise that the in-year
gap will only be closed with the receipt of non-recurring, non-repayable
funding from the Scottish Government. The recurring position moving into
future years along with the increased reliance on non-recurring funding also
requires to be recognised as we begin to plan for 2022/23.



Assurance – The NHS Board is asked to take assurance that the work in
relation to the Financial Recovery Plan is underway recognising it has been
delayed as a result of competing priorities. The timetable for completion
will be aligned with the financial planning timetable for 2022/23.

List of appendices
The following appendices are included with this report:
 Appendix 1 – Main Report
 Appendix 2 - Directorate Position at end of December 2021
 Appendix 3 – Revised Savings Plan at Quarter Three (Q3)
 Appendix 4 – Financial Risks not yet quantified
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Revenue
Introduction
1.

The Financial Plan was approved at Board in April 2021 which set out an
estimated financial gap of £31.2m. The plan identified potential savings which
reduced the underlying in-year gap to £16.0m.

2.

The Quarter One (Q1) and Q2 reviews which were presented to Board in
September and November 2021 respectively did not identify any significant shift
in the overall position. The only change was an increased reliance on nonrecurring savings as per the table below:
Table 1

Financial Plan at Q1
Opening Financial Gap Identified
Funded by recurring savings identified
Funded by non-recurring savings identified
Savings Identified
Estimated Closing Financial Gap
Offset by non-recurring movement on
directorate forecasts
Estimated Closing Financial Gap adjusted
for forecasts

3.

Approved
Plan
£000s
(31,194)
5,200
9,955
15,155
(16,039)

Q1
Review
£000s
(31,194)
3,004
11,659
14,663
(16,531)

Q2
Review
£000s
(31,194)
3,090
11,659
14,749
(16,445)

0

548

548

(16,039)

(15,983)

(15,897)

The split between Integration Joint Board (IJB) Delegated Services and Board
Corporate Services at Q2 was identified as per the table below:
Table 2

Split of Financial Plan at Q2
Opening Financial Gap Identified
Funded by recurring savings identified
Funded by non-recurring savings identified
Savings Identified
Estimated Closing Financial Gap
Offset by non-recurring movement on
directorate forecasts
Estimated Closing Financial Gap adjusted
for forecasts

4.

IJB
Delegated
Services
£000s
(24,160)
2,965
7,803
10,768
(13,392)

Board
Corporate
Services
£000s
(7,034)
125
3,856
3,981
(3,053)

Total
£000s
(31,194)
3,090
11,659
14,749
(16,445)

185

363

548

(13,207)

(2,690)

(15,897)

Scottish Government confirmed that non-recurring, non-repayable funding will
be provided to deliver a balanced position in-year including the anticipated
underachievement of saving in-year. This is on the expectation that Boards
continue to take appropriate measures to reduce the funding requirement.
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5.

The work undertaken for Q3 has, therefore, focussed on ensuring that all
appropriate measures have been taken to reduce the in-year financial gap.

Q3 Review
6.

To the end of December 2021, an overspend of £10m is being reported. The
overspend reflects the level of risk due to the unidentified Financial Plan gap
presented at Q2 of £16m (£12.3m overspend YTD) offset by a combination of
directorate over and underspends (£2.3m underspend YTD). The detailed
directorate position is included as Appendix 2 for background.

7.

All Covid-19 funding, savings targets and any allocations with approved
spending plans have all been released to budgets and any movement on these
has been included within the Directorate Forecast position.

8.

Any reserve and non-recurring savings balances which were being held
centrally have now been reviewed and accounted for within the forecast
position presented within this paper, the budgets will be updated in Quarter 4
(Q4) to reflect this.

9.

The forecast position at Q3 has improved favourably by £2.5m to that
previously presented as per the table below:
Table 3

Directorate Forecast

Acute and Diagnostics
Facilities and Clinical Support
Mental Health Directorate
Community Health and Social Care (NHS)
Primary Care Services
Womens and Childrens Directorate
E-Health
Strategic Services
IJB Delegated Services

Board Corporate Services
Strategic Capital
Central Income and Expenditure
Externals

Board Corporate Services
Impact on Approved Financial Plan

Q1/2
Review
£000s
(1,174)
0
139
1,204
181
(228)
(150)
213
185
350
0
(601)
614
363
548
Q1/2
£000s

Split

Savings not met in-year
Underlying Directorate position

Impact on Approved Financial Plan
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0
548
548

Q3 Review
£000s
(790)
0
325
1,304
486
(75)
250
137
1,637
384
119
(221)
1,081
1,363
3,000
Q3
£000s
(1,000)
4,000
3,000

Movement
£000s
384
0
186
100
305
153
400
(76)
1,452
34
119
380
467
1,000
2,452
Movement
£000s
(1,000)
3,452
2,452
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10. The underlying directorate position has moved more significantly than
anticipated in Q3 with the most recent response to Omicron variant having
impacted on our projections making financial forecasting more complex than
usual due to the volatility which it introduces.
11. The savings target allocated during the year was £14.7m and the majority of
these have all been released to directorate budgets. A breakdown is included
in Appendix 3.
12. At Q2 it was highlighted that a potential £0.9m of schemes were at risk of
delivery, however, this was not factored into the position as it was felt a
recovery may have materialised during the second half of the year.
13. One of the assumptions around the delivery of financial forecast has always
been the capacity to deliver the revised in-year savings programme whilst
managing the considerable service and operational risks which continue to be
faced. In November 2021, the priority of the Board once again shifted to
tackling Covid-19 in the form of the Omicron variant. As a result, staff were redeployed and the focus on delivery of savings was stepped back. The financial
impact of this is that slippage on savings has been confirmed as £1m for Q3.
This is within drugs across Acute and Diagnostics (£0.4m) and Community
Health and Social Care (NHS) (£0.6m). This slippage has been included in the
directorate forecasts presented above.
Forecast Outturn
14. Based on the Q3 reviews carried out, it is now anticipated that £3m can be
offset against the unidentified Financial Plan gap of £16m. This reduces the
non-recurring, non-repayable funding being requested from Scottish
Government in-year to £13.4m.
Table 4

Financial Plan at Q3
Opening Financial Gap Identified
Funded by recurring savings identified
Funded by non-recurring savings identified
Savings Targeted
Estimated Closing Financial Gap
Original savings targets not thought to deliver in-year
Offset by non-recurring movement on directorate forecasts
Offset by anticipated non-recurring, non-repayable funding
Estimated Closing Financial Gap adjusted for
forecasts

Approved
Plan
£000s
(31,194)
5,200
9,955
15,155
(16,039)
0
0
0

Q2
Review
£000s
(31,194)
3,090
11,659
14,749
(16,445)
0
548
0

Q3
Review
£000s
(31,194)
3,090
11,659
14,749
(16,445)
(1,000)
4,000
13,445

(16,039)

(15,897)

0

15. The split between IJB Delegated Services and Board Corporate Services is
provided in the table below:
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Table 5

Split of Financial Plan at Q3
Opening Financial Gap Identified
Funded by recurring savings identified
Funded by non-recurring savings identified
Savings Identified
Estimated Closing Financial Gap
Original savings targets not thought to deliver in-year
Offset by non-recurring movement on directorate forecasts
Offset by anticipated non-recurring, non-repayable funding
Estimated Closing Financial Gap adjusted for
forecasts

IJB
Board
Delegated Corporate
Services
Services
£000s
£000s
(24,160)
(7,034)
2,965
125
7,803
3,856
10,768
3,981
(13,392)
(3,053)
(1,000)
0
2,637
1,363
11,755
1,690
0

Total
£000s
(31,194)
3,090
11,659
14,749
(16,445)
(1,000)
4,000
13,445

0

16. There are a number of significant assumptions underpinning the position
presented:
Non-recurring, non-repayable funding
17. The most significant assumption at this time is that Scottish Government will
provide the balance provided as per Q3 forecast.
Allocations
18. Allocations still continue to be notified and received which provides a level of
uncertainty in the forecast presented, at Q3 there was £4m within central
reserves for allocations yet to be released to budgets. Any potential flexibility
on allocations will require to be managed through normal year end processes
and use of IJB reserves noted below.
Use of IJB reserves
19. It is anticipated that unutilised allocations received for specific delegated
responsibilities will be carried forward through the use of IJB reserves. This is
likely to include allocations on: Alcohol and Drugs Partnership (ADP), Action
15, Integrated Care Fund, Primary Care Improvement Fund, Mental Health
Renewal and Recovery, Winter Planning and Covid-19. The forecast does not
reflect any variance against these allocations.
Covid-19 Funding
20. The total anticipated funding for Covid-19 costs remains at £17.2m as
presented at Q2, of which £12.8m related to the NHS; all funding has been
released to directorate budgets and is reflected in the forecasts.
21. There are two areas where forecast spend has been identified as lower than
previously anticipated as set out below:

Page 10 of 14

0

BOARD PUBLIC
Table 6

Covid-19 Funding changes
Additional Family Health Services (FHS)
Prescribing
Costs of implementing vaccination programme
Movement in anticipated expenditure

Funding
estimate at
AOP/Q1/Q2
£000s
500
3,000
3,500

Revised
estimate
at Q3
£000s
175
1,600
1,775

Movement
£000s
(325)
(1,400)
(1,725)

22. At this time, the working assumption is that if the underspend materialises, it
will be carried forward through IJB reserves which is consistent with last
financial year. Discussions will take place with Scottish Government as part of
the Q3 return to confirm this approach is acceptable; as a result this movement
has not been factored in to the directorate position above.
23. The recurring impact of Covid-19 is currently being reviewed as part of the work
being undertaken on the draft Financial Plan.
Other assumptions
24. The following assumptions should also be noted:





No further significant cost pressures present themselves.
Directorate forecast positions are maintained, overspends within
directorates, particularly in Acute and Mental Health which relate to the
busyness of the system, and ongoing service pressures are being offset by
forecast underspends elsewhere.
Any further slippage on delivery of departmental savings plans can be offset
by other non-recurring savings during the year.

25. In addition to the range of assumptions noted above, there are also a number
of significant risks which have not been included in the forecast position and
could impact positively or negatively as year end is concluded. These are
detailed in the next section.
Financial Risks
26. The contents of this report are aligned to Corporate Risk 2924: Failure of the
Board to meet financial target. The risk has been reviewed as part of the Q3
exercise by the Director of Finance and Chief Executive and has been
escalated to a grading of Very High. This change is based on the in-year
reliance of Covid-19 funding, non-recurring non-repayable support from
Scottish Government and the recurring deficit being taken into 2022/23.
27.

From the paper presented, it is clear that there remains significant risk in the
position; the risks recorded are attached as Appendix 4 which are in the
process of being transferred to DATIX.

28.

A number have been closed during the review period and some progress made
on a number of others. The following two have been added:
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It is assumed the 2c staffing in Lockerbie and Moffat will continue in
same pattern until year-end, as it is not possible to factor in any changes
the new contractors may make when operating under the transition
Service Level Agreement (SLA).



A detailed piece of work is required alongside the Primary Care General
Manager, Practioner Services and GP Partners to ensure that there are
no material adjustments to General Medical Services (GMS) budgets
resulting from 2 years of average protected payments due to Covid-19.

Financial Recovery Plan
29. An introduction to the Financial Recovery Plan was presented to Performance
and Resources Committee in December 2021. At this time, it was planned that
the Plan itself would be presented to Board in February 2022.
30. Unfortunately work on this has been delayed due to the most recent Covid-19
wave with resources having to be diverted; the timetable has now been realigned to the delivery of the Draft Financial Plan which is due in April 2022.
31. The framework for the Financial Recovery Plan is shown below:
Diagram 1
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32. One of the key pieces of work which is included within the Financial Recovery
Plan is to identify the recurring financial gap. The recurring deficit is expected
to increase when the financial planning cycle for 2022/23 commences with
significant pressures over and above baseline uplift already anticipated in pays,
hospital drugs, GP prescribing and energy costs.
Capital
33. The Capital Plan was presented at Q2 with a £8.7m funding requirement.
34. During the quarter, additional funding was secured from the National Equipping
Board to bring forward £0.4m of replacement equipment purchases including
ophthalmology, and cancer services.
35. The table below sets out the Capital allocations received to end of December
2022:
Table 7

Overall Capital Plan
Formula allocation
Hub/NPD Enabling funding - ASRP Equipping
Hub/NPD Enabling funding - Mountainhall and
Existing Site Costs
Dental Integration
National Infrastructure Board
Equipment Replacement
Testing Laser Equipment
National Eyecare Replacement Equipment
Estimated Capital Plan

Q1
Review
£000s
3,475
2,000
2,300

Q2
Review
£000s
3,475
2,000
2,300

Q3
Review
£000s
3,475
2,000
2,300

0
0
0
0
0
7,775

49
832
0
0
0
8,656

49
832
175
54
216
9,101

Change
from Q2
£000s
0
0
0
0
0
175
54
216
445

36. The lead General Manager has completed his review of the Capital Plan set for
2021/22 and an update on the programme is due to be presented at SCPB in
February 2022.
37. As part of this review, it has been identified that a number of key projects which
have recently been tendered have come in significantly higher than anticipated.
Reports are being prepared for discussion at SCPB, however, it’s likely that a
number of these projects will now be in excess of SCPB delegated limit of
£0.5m which will have an impact on the start date of projects and therefore the
in-year Capital expenditure. Until SCPB have discussed, the in-year forecast
position is unable to be determined until the various elements are worked
through.
38. An update on the projected slippage on the Capital programme along with a
summary of any approvals required which remain time critical will be tabled at
the Board meeting as agreed with the Chairman.
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39. There is always a degree of risk associated with the delivery of the Capital Plan
as projects progress through the approval, procurement, delivery and
installation stages; this continues to be monitored by the lead General Manager
and SCPB with a view to minimising the potential impact.
40. A number of risks have been included in Appendix 4.
Recommendations
41. Assurance – The NHS Board is asked to take assurance in relation to the
update on the Board’s financial position, recognising that break-even is only
likely to be delivered through the £13m of non-recurring non-repayable funding
to be allocated by Scottish Government.
42. Assurance – The NHS Board is asked to take assurance that the work in
relation to the Financial Recovery Plan is underway recognising it has been
delayed as a result of competing priorities. The timetable for completion will be
aligned with the financial planning timetable for 2022/23.
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Appendix 2
NHS Dumfries and Galloway
Year to Date Position to 31st December 2021
Area
Acute and Diagnostics
Facilities and Clinical Support
Mental Health Directorate
Community Health and Social Care (NHS)
Primary Care Services
Womens and Childrens Directorate
E-Health
Strategic Services
Savings plans still be allocated to directorates
Inflation/Cost Pressure Budgets held centrally
IJB Delegated Services
Unidentified Financial Plan Gap
Total IJB Delegated Services
Board Corporate Services
Strategic Capital
Central Income and Expenditure
Externals
Non Core
Savings plans still be allocated to directorates
Inflation/Cost Pressure Budgets held centrally
Board Corporate Services (excluding unidentified gap)
Unidentified Financial Plan Gap
Total Board Corporate Services
Total

Reconciliation of Unidentifed Financial Gap
Opening Financial Gap identified
Savings plans being progressed per Appendix 3
Unidentified Financial Plan Gap

Pay
£000
114,422
4,131
25,611
31,077
6,419
23,608
2,922
3,278
0
(1,102)
210,366
0
210,366
16,346
161
833
0
0
0
(41)
17,299
0
17,299
227,665
Annual
Budget
£000
31,194
(14,749)
16,445

Unidentified from above: IJB

(13,392)

Board

(3,053)

Unidentified Financial Plan Gap

Annual Budget
Non Pay
Income
£000
£000
31,987
(4,041)
14,196
(691)
4,671
(1,010)
36,294
(1,786)
54,498
(5,834)
2,557
(756)
4,573
(137)
17,315
(358)
(2,449)
0
5,686
0
169,327
(14,613)
(13,392)
0
155,935
(14,613)
6,131
(2,187)
17,345
0
412
(5,127)
33,210
(3,088)
9,717
0
(105)
0
283
0
66,992
(10,402)
(3,053)
0
63,939
(10,402)
219,874
(25,015)

(16,445)
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Total
£000
142,368
17,636
29,271
65,584
55,083
25,408
7,358
20,235
(2,449)
4,585
365,079
(13,392)
351,687
20,290
17,506
(3,882)
30,122
9,717
(105)
242
73,889
(3,053)
70,836
422,523

Pay
£000

598
138
375
2,115
468
93
133
240
0
0
4,161
0
4,161
(820)
44
(2)
0
0
0
0
(778)
0
(778)
3,383

YTD Variance
Non Pay
Income
£000
£000
(1,446)
225
238
(190)
115
(1)
(760)
5
48
(12)
(31)
2
51
(27)
59
4
0
0
0
0
(1,726)
6
(10,044)
0
(11,770)
6
(55)
62
34
19
4,098
(3,883)
(126)
447
1
0
0
0
0
0
3,951
(3,355)
(2,290)
0
1,661
(3,355)
(10,108)
(3,349)

Total
£000
(623)
186
489
1,359
504
65
157
304
0
0
2,441
(10,044)
(7,603)
(813)
97
212
321
1
0
0
(182)
(2,290)
(2,471)
(10,074)

Appendix 3
NHS Dumfries and Galloway
2021-22 In Year Savings Plan - Revised at Quarter 3 ( no change from Q2)
Savings Target
presented at Q2

Workforce
Non-Pays
Agency
Prescribing
Externals
Travel
E-Comms
NR Flex
Total
Revisions
Identified at Q3
(per FRB
pipeline)
Workforce
Non-Pays
Agency
Prescribing
Externals
Travel
E-Comms
NR Flex
Total
Q3 Savings
Target (per FRB
pipeline)

Workforce
Non-Pays
Agency
Prescribing
Externals
Travel
E-Comms
NR Flex
Total

Non-Recurring
Recurring
IJB
Board
IJB
Board
Delegated Corporate
Total
Delegated Corporate
Services
Services
Services
Services
£000
£000
£000
£000
£000
2,230
250
2,480
221
0
250
0
250
159
105
0
0
0
360
0
0
0
0
1,850
0
0
975
975
0
0
0
0
0
375
20
0
0
0
0
0
5,954
2,000
7,954
0
0
8,434
3,225
11,659
2,965
125
Non-Recurring
Recurring
IJB
Board
IJB
Board
Delegated Corporate
Total
Delegated Corporate
Services
Services
Services
Services
£000
£000
£000
£000
£000
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
0
0
0
0
0
0
0
0
0
Non-Recurring
Recurring
IJB
Board
IJB
Board
Delegated Corporate
Total
Delegated Corporate
Services
Services
Services
Services
£000
£000
£000
£000
£000
2,230
250
2,480
221
0
250
0
250
159
105
0
0
0
360
0
0
0
0
1,850
0
0
975
975
0
0
0
0
0
375
20
0
0
0
0
0
5,954
2,000
7,954
0
0
8,434
3,225
11,659
2,965
125

Total
£000
221
264
360
1,850
0
395
0
0
3,090

Total
IJB
Board
Delegated Corporate
Services
Services
£000
£000
2,451
250
409
105
360
0
1,850
0
0
975
375
20
0
0
5,954
2,000
11,399
3,350

0
0
0
0
0
0
0
0
0

Total
IJB
Board
Delegated Corporate
Services
Services
£000
£000
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0

£000
221
264
360
1,850
0
395
0
0
3,090

Total
IJB
Board
Delegated Corporate
Services
Services
£000
£000
2,451
250
409
105
360
0
1,850
0
0
975
375
20
0
0
5,954
2,000
11,399
3,350

Total
£000

Total
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Total
£000
2,701
514
360
1,850
975
395
0
7,954
14,749

Total
£000

0
0
0
0
0
0
0
0
0
Total

Total
£000
2,701
514
360
1,850
975
395
0
7,954
14,749

Anticipated
Delivery
£000
2,701
514
360
850
975
395
0
7,954
13,749

Appendix 4

Financial Risks not included in In-Year Position or Financial Plan
Identified Active/
Transferred /
Closed
Q3
Active

Area
affected

Risk Identified but not quantified

Capital

Q3

Active

Capital

Q3

Active

Capital

Q3

Active

Non-Pays

Q3

Active

Non-Pays

Q2

Active

Non-Pays

Q2

Active

Pays

Q2

Active

Pays

Q2
Q2

Active
Active

Q2

Active

Non-Pays
Pays
Non-Pays
Non-Pays

Risk of delay to expenditure anticipated in-year due to tender returns being in excess
of previously approved budget and potentially over SCPB delegated limit of £0.5m.
Risk of delay to expenditure anticipated in-year on purchase of three GP premises
due to legal timescales.
Risk of delay to expenditure anticipated on equipment in-year due to supplier delays
and shortages.
It is assumed the 2c staffing in Lockerbie and Moffat will continue in same pattern
until year-end, as it is not possible to factor in any changes the new contractors may
make when operating under the transition SLA.
A detailed piece of work is required alongside the Primary Care General Manager,
Practioner Services and GP Partners to ensure that there are no material
adjustments to GMS budgets resulting from 2 years of average protected payments
due to Covid-19.
Any additional Personal Protective Equipment (PPE) required for Covid-19 will be
funded through Scottish Government and the arrangements with National Services
Scotland (NSS).
Any impact identified through the review and implementation of Band 2–3
Healthcare Support Worker grievance.
Any impact identified through the review and implementation of the nursing
workforce tools.
Price impact of wholesale gas which will be seen in future years.
Impact of taking on further 2c practice – Southern Machars.
Any change in costing methodology applied by Scottish Government for O365 as a
result of the ongoing discussions nationally.
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Identified Active/
Transferred /
Closed
Q2
Active

Q1

Q1

Closed

Active

Area
affected

Risk Identified but not quantified

Non-Pays

Any drug rebates due from Glasgow and Lothian for NHS D&G patients which has
not yet been made available.

Non-Pays

Non-Pays

Q1

Active

Pays

Q1

Active

Non-Pays

Q1

Active

Pays

Q3 Update
Information has still not been made available.
Ongoing challenge in identifying the anticipated costs for the contribution to the
Clinical Negligence scheme.
Q3 Update
Contribution % now identified for scheme however risk remains on total size of the
pot to be charged. Current forecasts assume £1.4m, risk that this could be as much
as £1.9m in-year. Awaiting confirmation on scheme cap.
An increase in the number of legal claims being presented which are difficult to
quantify in advance, this in turn brings additional legal advisor costs through the
Central Legal Office which are not quantifiable.
Q3 Update
Useful meeting held with CLO which provided some clarity on existing cases which
can be used for year end modelling.
Increasing funding from Scottish Government is being received on a non-recurring
basis and pressure to ensure recruitment to posts to deliver on the various
programmes and initiatives means that there is increased recurring financial gap.
Review of prescribing savings and tariff reductions is outstanding.
Whilst savings associated with medical locum costs have been factored into the
forecast outturn position there remains a significant ongoing financial risk associated
with maintaining safe levels of medical staffing particularly in DGRI and Galloway
Community Hospital. This reflects the fact that no additional locum pressures was
recognised in the original 2021/22 Financial Plan.
Page 2 of 3

Identified Active/
Transferred /
Closed
Q1
Active

Q1

Q1

Q1

Q2

Closed

Closed

Closed
(split out to
separate risks
in Q2)
Closed

Area
affected

Risk Identified but not quantified

Non-Pays

Activity charges from other providers remains difficult to forecast, although an
increase has been built in to existing forecasts, most recent indications suggest that
this may not be sufficient if the trend continues.

Pays
Non-Pays

Pays
Non-Pays

Q3 Update
Reforecast at Q3 based on more recent information included within firectorate
position
Any additional activity or acuity pressures associated with traditional winter which
can’t be managed within the envelope of funding provided.
Q3 Update
Forecast of impact is now included in directorate position
There is work on going to assess the potential impact of respiratory winter pressures
specifically in relation to Paediatrics which has been identified nationally, the surge
planning work has commenced locally in response to this however at this early stage
the financial risk remains unquantifiable.

Pays

Q3 Update
Forecast of impact is now included in directorate position
A number of significant workforce related claims emerging.

Non-Pays

Volume impact on utility prices if worsening weather conditions during the winter.
Q3 Update
Has not materialised in-year due to relatively mild winter
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Comment:
This report relates specifically to the remobilisation of services, as outlined in the
Remobilisation Plan.

2

Report summary

2.1 Situation
This NHS Board Summary Service Performance Report December 2021
(Appendix 1) gives an overview of operational performance for key measures
relating to NHS Dumfries and Galloway’s priorities.

2.2 Background
The Remobilisation Plan (RMP) is a plan for 2021/22, agreed between NHS
Dumfries and Galloway and the Scottish Government, which sets out agreed
levels of monthly activity to support the recovery from the COVID-19 Pandemic.
RMP 4 trajectories apply from October 2021 onward. The measures included in
the report will change over time to reflect changes in the Partnership’s priorities.
The core indicators reported against the Remobilisation Plan are set by Scottish
Government. These primarily reflect immediate challenges to bring services back
online following COVID. As such, these mostly relate to process and output
measures. It is anticipated that future operational plans will have more focus on
prevention and outcomes.
In order to monitor progress on the delivery of RMP4 going forward, Scottish
Government are putting in place arrangements to request quarterly progress
updates against the key deliverables identified. Updates will be expected at the
end of January 2022, covering Quarter Three, and the end of April 2022, for
Quarter Four. Details on the specific requirements for these updates will be
issued in due course.
Trajectories for anticipated activity are set through a combination of known
historical patterns of seasonal activity and the knowledge of operational
managers on the current services pressures. These trajectories are submitted to
Scottish Government, where they may be renegotiated based on other influencing
factors and agreed.
Anticipating appropriate levels of activity is difficult during this period of
considerable uncertainty. Each indicator is scored against meeting or exceeding
100% of the anticipated activity levels.
Many historic measures such as those the Local Delivery Plan, relating to people
being seen within certain timeframes are not currently being reported. This is due
to the substantial impact that COVID related service stoppages have had on
many services.
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The information in the Summary Service Performance Report is management
information from local information systems. These figures are an early indication
of activity and may not exactly match the National Official Statistics publications
which are issued later in time.

2.3 Assessment
An Assessment of the Latest Results
Treatment Time Guarantee – activity was lower than anticipated in December
2021 (419) compared to an aim of 499 (84%). The trajectory already takes into
account a seasonal expectation that December activity will be lower due to public
holidays.
New outpatient appointments and diagnostic scope tests were lower than the
trajectory for December 2021, but broadly in line with the normal variation for
these indicators.
As requested, waiting times for seeing an Allied Health Professional (AHP) for
musculoskeletal (MSK) issues have been added to the report. There has been a
consistent downward trajectory for people being seen within 4 weeks for the past
8 months.
Cancer waiting times were met for 100% of the 31 day standard and 90.6% of the
62 day standard (against a target of 95% for both). This relates to 3 people seen
beyond 62 days.
The number of people seen by the CAMHS service has increased for the last 6
months, and the number of people waiting is now 141. Psychological services
saw 257 in November 2021 against a trajectory of 193 (133%).
The number of Emergency Department attendances was lower than predicted in
December 2021, but the 4 hour target was met 82% of the time. This has been
strongly impacted by very high levels of hospital occupancy.
Emergency admission lengths of stay were higher than the predictions.
The number of people experiencing a delayed discharge fell in December 2021,
with 61 people awaiting a more suitable setting of care at month end. The
Partnership has introduced a community in-reach social care assessment model
to support flow.
2.3.1 Quality/ Patient Care
This paper has no direct positive or negative impact upon the quality of care.
2.3.2 Workforce
This paper has no direct positive or negative workforce implications.
2.3.3 Financial
No financial implications were identified as part of this paper.
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2.3.4 Risk Assessment/Management
No formal risk assessment was undertaken when preparing this paper, however,
the management of risk was considered throughout the process and any risks
identified has been captured within the body of the report.
2.3.5 Equality and Diversity, including health inequalities
No impact assessment was undertaken as part of this paper.
2.3.6 Other impacts
No other relevant impacts were identified as part of this paper.
2.3.7 Communication, involvement, engagement and consultation
The Board has carried out its duties to involve and engage external stakeholders
where appropriate and in accordance with the Health and Social Care
Communication and Engagement Strategy and process.
State how this has been carried out and note any meetings that have taken
place.
 Health and Social Care Governance and Performance Group
 NHS Board Management Team
2.3.8 Route to the Meeting
This has been previously considered by the following groups as part of its
development. The groups have either supported the content, or their feedback
has informed the development of the content presented in this report.
 NHS Dumfries and Galloway Board Management Team, 28 July 2021
 NHS Dumfries and Galloway Board, virtual distribution, August 2021
 NHS Dumfries and Galloway Board, RMP4 workshop, October 2021

2.4 Recommendation
 Assurance – NHS Board is asked to take assurance from the NHS Board
Summary Service Performance Report.

3

List of appendices
The following appendices are included with this report:
 Appendix 1, NHS Board Summary Service Performance Report December

2021.
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NHS Dumfries and Galloway

Summary Performance Report
December 2021

The symbols we use
Some figures in this report are colour red, amber or green (RAG). We have used these definitions to set the colour:
We are meeting or exceeding the target or the number we compare against
We are within 3% of meeting the target or number we compare against
We are more than 3% away from meeting the target or number we compare against
Abbreviations
DGRI – Dumfries and Galloway Royal Infirmary
RMP3 – Remobilisation Plan 3
RMP4 – Remobilisation Plan 4
October
2021

November 2021

December
2021

Number of people expected to be seen during the month
(target trajectory; taken from RMP3,RMP4)

589

606

499

Number of people seen during the month (percentage of
target trajectory)

534 (91%)

465 (77%)

419 (84%)

Number of people on waiting lists at the end of the month

2,475

2,667

2,760

2. New outpatient appointments

October
2021

1. Treatment Time Guarantee (TTG)

(doctor led clinics only)

November
2021

December 2021

1,000
800
600
400
200
0

RMP3

RMP4

Actual Activity

RMP4

Actual Activity

3,500
3,000
2,500

Number of people expected to be seen during the month
(target trajectory; taken from RMP3,RMP4)

2,862

2,827

2,509

Number of people seen during the month (percentage of
target trajectory)

2640 (92%)

2894 (102%)

2095 (83%)

Number of people on waiting lists at the end of the month

9,840

10,036

10,580

1

2,000
1,500
1,000
500
0

RMP3

3. Diagnostic scope services

October
2021

November
2021

December
2021

Number of people expected to be seen during the month
(target trajectory; taken from RMP3, RMP4)

441

467

359

Number of people seen during the month (percentage of
target trajectory)

339 (77%)

484 (104%)

330 (92%)

Number of people on waiting lists at the end of the month

489

4. Key diagnostic tests

October
2021

November
2021

December
2021

Number of people expected to be seen during the month
(target trajectory; taken from RMP3, RMP4)

2,980

2,884

2,449

Number of people seen during the month (percentage of
target trajectory)

2759 (93%)

2885 (100%)

2800 (114%)

Number of people on waiting lists at the end of the month

1,792

2,000

1,863

(new patients only; all scope activity)

(CT, MRI, Ultrasound) (new patients only)

500
400
300
200
100

378

385

October
2021

November
2021

December
2021
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Purpose
This is presented to the Board for:
 Assurance
 Awareness
This report relates to a:
 Emerging issue
 Government policy/directive
 Legal requirement
 Local policy
This aligns to the following NHSScotland quality ambition(s):
 Safe
 Effective
 Person Centred
Please select the level of assurance you feel this report provides to the
board/committee and briefly explain why:
Significant
Moderate
x
Limited
None
Not yet assessed
X
Comment:
This paper provides only high level information on our compliance with
requirements. Detailed assurance should be sought from the Directorates within
their regular Quality paper to Health Care Governance Committee.
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From the list below, please select which Board Priority this paper relates to.
If none of the priorities suit, please select other and briefly explain why this
paper needs to be reviewed at Board/Committee:
COVID-19 Containment Work
Delivery of Sustainable Service
Models
Other (please explain below)

x

Continued Support for Staff
Wellbeing
Delivery of Enhanced Services to
address Pandemic Harms

Comment:
There is a legal requirement for Boards to provide forensic medical services for
people who have experienced sexual assault.

2

Report summary

2.1 Situation
Historically, four practicing GPs, who are also trained Forensic Physicians (FPs)
undertaking Forensic Medical Examinations with a Service Level Agreement
(SLA) for provision of services, provide 2 specialist elements of NHS care:
 Police Custody Health Care (PCH) - 24 x 7 on call health provision for PCH
in Dumfries and Telephone triage to Stranraer.
 Sexual Offences Examinations (SOE) at the Sexual Assault Response
Coordination Services (SARCS) at Mountainhall Treatment Centre.
Given practice work commitment and several changes to personnel over the
coming months this is no longer a sustainable model. Discussions have been
ongoing with Sexual Health colleagues to utilise their expertise in sustaining a
local model and service for NHS D&G.
At present our Paediatric examinations are seen at Wishaw, with Adolescents
examinations undertaken at Archway and this will remain.
This paper is addressing the challenges we have in Dumfries and Galloway
(D&G) sustaining adult sexual offences examinations.
Data across 2020 indicates that for adult examinations:
 There were 22 cases in 2020 compared to 17 in 2019.
 We achieved 45% of examinations by a female examiner.
 73% of examinations were in the out of hours period (16 cases) and the
remaining 27% were seen in hours (6 cases).
 82% of our activity is between 0900 -2100 and 88% of Glasgow activity is
0900 2100.
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We currently have five Forensically Trained Nurses (FTNs) in Sexual Health
department and three Sexual Offenses Examiners (SOEs), with two GP Forensic
Medical Examiners (FMEs).
In hours - At this time there is very limited ad hoc cover by trained FTN’s so there
is still a reliance on a female police SOLO (Sexual Offences Liaison Officers) to
act as chaperone to the SOEs. Work is progressing on providing a local in hours/
extended
hours
pathway
with
Sexual
Health
Colleagues
and Women’s and Children’s General Manager, whom are unable to embed it into
the delivery model currently due to the infrequency and unpredictability of the
work, together with the length of time required for an examination. The
Sexual Health team would face challenges in delivering on this. Current
recruitment within the service will influence the ability to progress.
Out of hours (OOHs) - Whilst SH staff have shown an interest in supporting the
model in hours, we need to look at an out of hours, or an extended hours model.
This will rely on volunteers on a rota in the short term, which could impact on the
day to day delivery of the sexual health service if FTNs are called out to a case
overnight. In the long term service change may need to be considered.
Having spoken with other health boards, where Advance Practitioners (APs),
Midwifes and other nursing professionals undertake these roles, we wish to
explore this locally. A discussion took place between, Nithsdale Locality
Manager, Service Development Co-ordinator and Nurse Director resulting in the
agreement to send out communication to NHS Nurses to obtain expressions of
interest for an OOHs rota on a bank basis. It was felt there may well be an
appetite for this from individuals working part time or always have the same day
off each week and could cover a regular evening.
An alternative option was to outsource to Custody and Offender Medical Services
(COMS).
Currently within D&G we are not compliant with the Heath Improvement Scotland
(HIS) Standards and Indicators and the shortfalls are noted below.
The HIS Indicators (see appendix 1) and key criteria from the 10 Asks (see
appendix 2) where NHS D&G are not compliant state:
 ‘The Victims and Witness (Scotland) Act 2014 states that individuals must be
given the opportunity to request the sex of the examiner’, Research has also
indicated as good practice, the availability of female examiners.
 A key indicator is the provision of the examination within 3 hours of the
person requesting, either through Police Scotland or self-referral when it is
launched.
 SOEs should be supported by forensically trained nurses. D&G are reliant
on Police Scotland SOLOs fulfilling this role.
 Nurse Coordinator is in post to ensure a smooth pathway of onward care
and other services.
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 Readiness for consistent access to “self-referral” to ensure a victim can
access healthcare and if they wish to request forensic medical services
(FMS) without first having to make a report to the police.
In order to deliver on these ensuring shortfalls will be met; a Short Life Working
Group (SLWG) was formed to look at how a sustainable adult services model
could be developed for D&G and achieve compliance.
The risk of non
compliance is delivery of a sub standard service. This included representation
from NHS Finance, Forensic Physicians, Nithsdale Locality, Paediatrics, Police
Scotland, Psychology, Public Protection, Rape Crisis Sexual Health
Consultants, Social Work, Women’s and Children’s Directorate and West of
Scotland (WoS) Sexual Assault Service.
NHS D&G will be required to report to Scottish Government for the Public Health
Annual Report and will be benchmarked against other Scottish Boards.

2.2 Background
The Forensic Medical Services (Victims of Sexual Offences) (Scotland) Act 2021
(FMS Act) was unanimously passed by the Scottish Parliament on 10 December
2020 and received Royal Assent on 20 January 2021. The FMS Act provides a
statutory basis for health boards to provide forensic medical services (FMS) for
people who have experienced rape, sexual assault or child sexual abuse, and
establishes a legal framework for consistent access to “self-referral” so a person
can access healthcare and request an FMS without first having to make a report
to the police.
The work that is managed in the SARCS is developing to ensure compliance with
CMO taskforce work, National Clinical Adult Pathways, CELLMA national clinical
records, and HIS Standards and Indicators, that underpin the work. A self-referral
pathway is being implemented nationally and the CMO taskforce has developed a
self assessment document for all Boards to evaluate their readiness to ensure
consistent implementation of a self referral service across Scotland
(see appendix 3). The ‘go-live’ date for this pathway is April 2022.

2.3 Assessment
Appendix 4 shows the quality indicators we are not achieving consistently and as
we move towards the introduction of the self referral pathway, these standards
will become more challenging to achieve without the investment in a sustainable
model for D&G.
The SLWG has met to look at the status quo and other delivery approaches for
D&G. A paper was then presented to the Health and Social Care (H&SC)
Governance and Performance Committee on the 9th December 2021 where the
following recommendations were agreed:
 Agreed to adequately resource an in hours and out of hours local delivery
service in NHS D&G.
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 Agreed that NHS Board will identify a source of recurring funds from April
2023 to support the model.
 Agreed that the management and operational delivery of the service is
transferred to the Women’s and Children’s Directorate.
The Chief Medical Officer (CMO) taskforce have made an offer of ring fenced
funding until April 2023 to pump prime our resource and allow for a fully
resourced service to be established in D&G. This is £45k for the rest of this
financial year followed by £91k for 2022/23 financial year.
Work has also been underway to trial a SOE rota OOHs. Doctors on rota need to
agree to continue, however, if there is no FTN on duty rota, this will not be
workable as a core element of the model will be missing.
FTNs job description was approved by the Job Evaluation Panel on 21st January
2022. However, it may be that the recruitment and induction of staff and
associated NES training is not complete and so this service would have to be
provided by an external source temporarily.
Due to the significant workforce concerns daytime and out of hours with both
SOEs and FTNs we are approaching COMS, whilst continuing to endeavour
towards the preferred local delivery model. The intention is that this agreement
will cease once in-house arrangements are in place. We are endeavouring to
implement the local delivery model but COMS are a contingency plan should the
workforce requirements not be deliverable in the timescale set by Scottish
Government.
See Appendix 5 for more info on COMS.
2.3.1 Quality/ Patient Care
The local arrangements for forensic examination improve the environment and
care for those experiencing sexual crime.
There is no local solution for the forensic examination of children and young
people which means they have to travel significant distances for the support.
Whilst this is a challenge, the expert care and support they receive would be
difficult to replicate in D&G due to the very small numbers and the ability to
maintain skills.
2.3.2 Workforce
Nithsdale Locality will continue to support and deliver on the Self Referral
Readiness Assessment whilst the service is transferred to Women’s and
Children’s Directorate. A newly appointed Clinical Midwifery Manager will have
operational responsible for SARCS.
An adequately resourced in hours and out of hours local delivery service is
required in NHS D&G. Additional resources required as follows:
 Medical Consultant
 Forensically Trained Nurse
 Administrator

Page 5 of 7

BOARD PUBLIC

2.3.3 Financial
With a meeting with the CMO taskforce, an offer of ring fenced funding until April
2023 has been made to pump prime our resource highlighted above and allow for
a fully resourced service to be established in D&G.
A requirement of the pump prime funding is that the recurring costs of £91k would
be picked up by NHS D&G from April 2023. The H&SC Governance and
Performance Committee agreed this in principle but looking for further
discussions around sustainability, capacity and service management to establish
the recurring costs going forward.
A sum of £45k has been agreed by CMO taskforce for part year funding to get
started before end of this financial year.
2.3.4 Risk Assessment/Management
The risk of non compliance is delivery of a sub standard service.
2.3.5 Equality and Diversity, including health inequalities
An impact assessment has been completed.
2.3.6 Other impacts
NHS D&G will be required to report to Scottish Government for the Public Health
Annual Report and will be benchmarked against other Scottish Boards.
2.3.7 Communication, involvement, engagement and consultation
The following services have been consulted with in the development of this
Report include NHS Finance, Forensic Physicians, Nithsdale Locality,
Paediatrics, Police Scotland, Psychology, Public Protection, Rape Crisis, Sexual
Health Consultants, Social Work, Women’s and Children’s Directorate, WoS
Sexual Assault Service, CMO Taskforce.
There has also been engagement at national level.
2.3.8 Route to the Meeting
This paper was developed within the Nithsdale Locality and a Short Life Working
Group. The paper has been presented to:
 H&SC Leadership team where it has been approved in principal – November
2021.
 H&SC Financial Recovery Board approved – December 2021.
 H&SC Governance and Performance Committee approved – December
2021.
 NHS D&G Healthcare Governance Committee noted – January 2022.
This paper has also been discussed at the Women’s and Children’s Directorate
Senior Management Team.
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2.4 Recommendation
 Assurance – To give confidence of compliance with legislation, policy and
Board objectives.
 Awareness - NHS Board is asked to note progress against the readiness
assessment and agree further update requirements.

3

List of appendices
The following appendices are included with this report:






4

Appendix 1- HIS Indicators
Appendix 2 -10 Asks
Appendix 3 - Self Referral Readiness Assessment
Appendix 4 – Service Indicator Data
Appendix 5 – COMS

Glossary
SARCS
FP
SLA
D&G
FTN
SOEs
FME
SOLO
OOHs
AP
COMS
HIS
FMS
SLWG
CMO

Sexual Assault Response Coordination Service
Forensic Physician
Service Level Agreement
Dumfries and Galloway
Forensically Trained Nurses
Sexual Offences Examiners
Forensic Medical Examiners
Sexual Offences Liaison Officers
Out of Hours
Advance Practitioners
Custody and Offender Medical Services
Health Improvement Scotland
Forensic Medical Services
Short Life Working Group
Chief Medical Officer
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We are committed to advancing equality, promoting diversity and championing human rights.
These standards are intended to enhance improvements in health and social care for
everyone, regardless of their age, disability, gender reassignment, marriage and civil
partnership, pregnancy and maternity, race, religion or belief, sex, sexual orientation, socioeconomic status or any other status. Suggested aspects to consider and recommended
practice throughout the standards should be interpreted as being inclusive of everyone living
in Scotland.
We carried out an equality impact assessment (EQIA) to help us consider if everyone
accessing healthcare and forensic medical services will experience the intended benefits in a
fair and equitable way. A copy of the EQIA is published on our website.
Healthcare Improvement Scotland is committed to ensuring that our standards are up
to date, fit for purpose, and informed by quality evidence and best practice. We
consistently assess the validity of our standards documents, working with
stakeholders across health and social care, the third sector and those with lived
experience. We encourage you to contact the standards and indicators team at
hcis.standardsandindicators@nhs.net to notify us of any updates that the indicator
project team may need to consider.

© Healthcare Improvement Scotland 2020
Published March 2020
This document is licensed under the Creative Commons Attribution-Non commercial-No
Derivatives 4.0 International Licence. This allows for the copy and redistribution of this
document as long as Healthcare Improvement Scotland is fully acknowledged and given
credit. The material must not be remixed, transformed or built upon in any way. To view a
copy of this licence, visit https://creativecommons.org/licenses/by-nc-nd/4.0/
www.healthcareimprovementscotland.org
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Introduction

Healthcare and forensic medical services for people who have experienced
rape, sexual assault or child sexual abuse Indicators – March 2020

In 2017, Healthcare Improvement Scotland (HIS) developed standards to ensure
consistency in approach to healthcare and forensic medical services for anyone who
has experienced rape, sexual assault or child sexual abuse 1. The standards set the
same high level of care for everyone, regardless of geographical location, an
individual’s personal circumstances, or age. The standards support the Scottish
Government’s vision for the delivery of health and social care services as set out in the
Health and Social Care Delivery Plan2.
The standards are intended to:

●

support a multi-professional, multi-agency and coordinated response
to promote optimal care, and

●

outline how services can minimise any additional trauma.

●

Standardising quality of care further enables a consistent approach to the timely
collection of high quality evidence which can support any criminal justice proceedings.
The 2017 standards complement existing standards and guidelines including the Child
Protection Managed Clinical Networks standards of service provision and quality
indicators for the paediatric medical component of child protection services in
Scotland3.
In 2018, the Chief Medical Officer’s (CMO’s) Taskforce for the Improvement of Services
for Victims of Rape and Sexual Assault4 commissioned HIS to develop a set of
indicators to support implementation and monitoring of the 2017 standards. In
December 2018, a set of interim indicators were published. Following piloting of these
interim indicators, the indicators have been revised. More information about the
development of the indicators is set out in Appendix 1. Details of the changes made
following the pilot can be found in Appendix 2.
Policy context
The CMO Taskforce’s vision, as set out in a five year high level work plan5, published in
October 2017, is ‘consistent, person-centred, trauma-informed healthcare and forensic
medical services and access to recovery, for anyone who has experienced rape or
sexual assault in Scotland’. To underpin this vision, the Forensic Medical Services
(Victims of Sexual Offences) (Scotland) Bill6 was introduced to the Scottish Parliament
on 26 November 2019.
The Taskforce has six subgroups with responsibility for different elements of delivering
the national vision:
●
●
●
●
●
●

workforce and training
delivery and performance
clinical pathways
quality improvement
legislation, and
self-referral.
4
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The CMO Taskforce quality improvement subgroup supports the development of these
indicators and two fully defined and consistent datasets for adults and children and
young people. The datasets will enable information to be collected for services to
demonstrate how they have met these indicators. Together the indicators and datasets
will help drive and monitor national improvement in healthcare and forensic medical
services.
The indicators will sit alongside three outputs produced by the clinical pathways
subgroup:
●

●

●

the Clinical Pathway for Healthcare Professionals Working to Support Adults who
Present Having Experienced Rape or Sexual Assault (Adult Clinical Pathway: March
2020),
the Clinical Pathway for Children and Young People who have Disclosed Child
Sexual Abuse (Children and Young People Clinical Pathway: expected to be
published in late 2020), and
the Sexual Offences Against Adults Examination National Form (known as the
‘national form’).

The work of the CMO Taskforce sits within the context of wider service improvements.
The indicators also take cognisance of the review of the National Child Protection
Guidance (2014), and the Scottish Government’s exploration of the Barnahus concept7.
All NHS boards have been asked to commence recording and monitoring of
performance data from 1 April 2020. Prior to the development of a national IT solution,
a data collection template will allow NHS Boards to collect and submit the required
national dataset to Public Health Scotland. Information for the data collection template
should be sourced from either a Sexual Offences Against Adults Examination National
Form or a Child Protection Paediatric Examination Proforma.
This document contains references or links to legislation that is relevant to forensic
medical services. Where relevant, it should be read in conjunction with all legislation
referred to, particularly as legislation may have been amended after this document is
published.
Scope of the indicators
These indicators have been developed to provide an insight into national performance
and improvement in key areas set out the 2017 HIS standards. The indicators apply to
all services and organisations, including NHS boards and Integration Joint Boards, who
are responsible for the delivery of acute healthcare and forensic medical examinations
for people who have experienced rape, sexual assault or child sexual abuse.
Indicators support the implementation of standards as they measure the level of service
performance that people received from health and/or social care services within a given
reporting period.
Services and organisations can use the indicator framework to gather statistical
information for comparison, benchmarking and monitoring. Indicators can only be
based on data that are nationally available via existing information systems. Data
collection and reporting allows for the identification of areas for improvement in the
quality of care for people using the service.
5
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The indicators cover the following areas:
●
●
●

person-centred and trauma-informed care
facilities for forensic medical examinations, and
consistent documentation and data collection.

Services should continue to review their data, as part of internal governance
mechanisms, to improve the care and support that they provide. All services are
expected to meet the criteria outlined in the 2017 standards regardless of whether a
corresponding indicator exists.
Format of the indicators
Each indicator relates to at least one of the criteria in the 2017 standards and includes:
●
●
●

a rationale providing reasons why the indicator is considered important
a statement of what is to be measured, and
details of how the indicator is to be measured.

Terminology
Wherever possible, we have used generic terminology which can be applied across all
settings.
The term person or people is used to refer to the person or people receiving care or
support.
The term child or young person is used to refer to the person following the child and
young person clinical pathway, where a Joint Paediatric Forensic Examination takes
place, and information about their examination is recorded in the children and young
people dataset.
The term adult is used to refer to people following the adult clinical pathway, where a
forensic medical examination takes place and information about their examination is
recorded in the adult dataset.
Throughout this document, we have used the phrase sexual offence examiner (SOE)
to refer to the professional carrying out the forensic medical examination.
A forensic medical examination is the examination of a victim of a sexual offence
which is undertaken within the seven day DNA capture window8. Intimate swabs may
be taken together with an assessment of any injuries as well as the person’s other
healthcare and wellbeing needs.
Examinations of children or young people are jointly performed by a paediatrican and a
SOE and are known as Joint Paediatric Forensic Examinations (JPFEs). Evidence
of child sexual abuse, bruising or injuries can be identified outside of the seven day
DNA capture window.

6
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Sex of sexual offence examiner

Rationale
In their research into sexual assault referral centres, Lovett et al and
Chowdhury-Hawkins et al noted that all service users expressed a strong preference
for female SOEs and they recommended that this should be the norm 9, 10. Guidance
from the Faculty of Forensic and Legal Medicine recommends that people are given the
choice of sex of their sexual offence examiner, in line with recommendations from the
Royal College of Emergency Medicine11, 12.
Indicator 1 consists of four measures:
1.1

Percentage of examinations where a female SOE was available without
delay.

1.2

Percentage of people given the opportunity to express a preference
about the sex of SOE before the start of the examination.

1.3

Percentage of people who, having expressed a preference, had this
preference met without delay.

1.4

Percentage of examinations undertaken by a SOE who is:
a) female
b) male, or
c) not known/not given.

Relates to criterion 2.10 in the Healthcare Improvement Scotland 2017 standards
How to measure the indicators
Indicator 1.1:

Percentage of examinations where a female SOE was
available without delay.

Numerator

The number of examinations where the service was able to
offer a female SOE.

Denominator

All forensic medical examinations and JPFEs undertaken.

Potential data
sources

Service audit based on case reviews and workforce planning
data.

Notes

A delayed examination is an examination that is undertaken:
●

●

more than three hours from an adult being referred into the
service or making contact with the service to request an
examination (Indicator 2.1).
more than 12 hours from the time a decision is reached that
a JPFE will be necessary at an Interagency Referral
Discussion for children and young people (Indicator 2.2).

The reason for delay of examination should be recorded for all
examinations outside the timelines, as per Indicator 2.
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‘Examiner’ refers to the SOE.
In a JPFE, the SOE is the examiner who provides the forensic
expertise for the examination.
Indicator 1.2:

Percentage of people given the opportunity to express a
preference about the sex of SOE before the start of the
examination.

Numerator

The number of people who were asked before the start of the
examination if they had a preference of sex of SOE.

Denominator

All forensic medical examinations and JPFEs undertaken.

Potential data
sources

National adult and children and young people’s datasets –
information sourced from either the Sexual Offences Against
Adults Examination National Form or the Child Protection
Examination Proforma.

Exclusions

Where a person’s age or cognitive ability prevents them from
expressing a preference even with appropriate support.

Note:

‘Examiner’ refers to the SOE.
In a JPFE, the SOE is the examiner who provides the forensic
expertise for the examination.

Indicator 1.3:

Percentage of people who, having expressed a preference,
had this preference met without delay.

Numerator

The number of forensic medical examinations undertaken,
including JPFEs, where the SOE met the person’s preference
of sex and the examination was not delayed due to
unavailability of the preferred sex of SOE.

Denominator

All forensic medical examinations and JPFEs undertaken
where a person expressed a preference of sex of SOE.

Potential data
sources

National adult and children and young people’s datasets –
information sourced from either the Sexual Offences Against
Adults Examination National Form or the Child Protection
Examination Proforma.

Exclusions

Where the delay to the examination was due to other factors
such as unavailability of an appropriate facility or unavailability
of equipment.

Note:

A delayed examination is an examination that is undertaken:
●

●

more than three hours from an adult being referred into the
service or making contact with the service to request an
examination (Indicator 2.1).
more than 12 hours from the time a decision is reached that
a JPFE will be necessary at an Interagency Referral
8
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Discussion (IRD) for children and young people (Indicator
2.2).
The reason for delay of examination should be recorded for all
examinations outside the timelines as per Indicator 2.
‘Examiner’ refers to the SOE.
In a JPFE, the SOE is the examiner who provides the forensic
expertise for the examination.
Indicator 1.4:

Percentage of examinations undertaken by a SOE who is:
a) female
b) male, or
c) not known/not given.

Numerator

The number of forensic medical examinations and JPFEs
undertaken, where the SOE was:
●
●
●

female
male, or
not known/not given.

Denominator

All forensic medical examinations and JPFEs undertaken.

Potential data
sources

National adult and children and young people’s datasets –
information sourced from either the Sexual Offences Against
Adults Examination National Form or the Child Protection
Examination Proforma.

Notes

‘Examiner’ refers to the SOE.
In a JPFE, the SOE is the examiner who provides the forensic
expertise for the examination.
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Timing of forensic medical examination

Rationale
The timing of the forensic medical examination should be person-centred and traumainformed. Forensic medical examinations and JPFEs should be planned appropriately
following discussions with the person, the SOE, and others as appropriate, for example,
a paediatrician. The principles of trauma-informed care should be applied throughout
the process of a person’s care. This will enable the person to have as much sense of
choice and collaboration about the examination and their subsequent care as possible,
enhancing their sense of safety and trust9.
A forensic medical examination should commence within three hours13 of the person
being referred to or contacting the service to request a forensic medical examination1.
An IRD which includes a paediatrician should be convened in cases of child sexual
abuse. JPFEs following an IRD within the 7 day DNA capture window should
commence within 12 hours3 of the referral being received. Examinations between 10pm
and 8am should be avoided for children and young people unless there is an urgent
need14.
Indicator 2 consists of two measures:
2.1

Percentage of forensic medical examinations which commenced within
three hours of the person being referred into the service or making
contact with the service to request an examination.

2.2

Percentage of JPFEs which commenced within 12 hours of the person
being referred to a JPFE.

Relates to criteria 2.11 and 2.12 in the Healthcare Improvement Scotland
2017 standards
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How to measure the indicators
Indicator 2.1:

Percentage of forensic medical examinations which
commenced within three hours of the person being
referred into the service or making contact with the service
to request an examination.

Numerator

The number of forensic medical examinations where the time
between a person being referred into the service or making
contact with the service to request an examination to the time
the examination starts was less than three hours.

Denominator

All forensic medical examinations undertaken which were not
delayed due to choice, medical necessity or temporarily
diminished capacity.

Potential data
sources

National adult datasets – information sourced from the Sexual
Offences Against Adults Examination National Form.

Exclusions

Where:
●
●
●

Notes:

a person or their legally appointed proxy chooses to delay
the examination
a person requires emergency medical treatment, or
a person is intoxicated, unconscious, or otherwise
temporarily unable to consent.

Referral into a forensic medical service is the initial contact
between a person or their legally appointed proxy (in cases of
self-referral), or police (in cases of police referrals), and the
forensic medical service, after a person has expressed a wish
for this referral.
The term police is a reference to Police Scotland, the British
Transport Police or any other police force that has jurisdiction
to investigate the crime.
The exclusion criterion, where a person chooses to delay the
examination, may include where a person or their legally
appointed proxy:
●
●
●

stops the examination process at any point
expresses uncertainty at the point of referral, or
chooses to discuss their options further.

The time of referral or report to the police is recorded on the
Sexual Offences Against Adults Examination National Form to
give an indication of the overall waiting time between initial
referral to the police and the commencement of a forensic
medical examination.
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Where the indicator is not met, services should record the
reasons for the delay on the national dataset. Services will be
expected to consider the reasons for delay as part of wider selfevaluation.
Indicator 2.2:

Percentage of JPFEs which commenced within 12 hours of
the person being referred to a JPFE.

Numerator

The number of JPFEs where the time between referral from
IRD and the time the examination starts was less than 12
hours.

Denominator

All JPFEs undertaken.

Potential data
sources

National children and young people’s datasets – information
sourced from the Child Protection Examination Proforma.

Exclusions

Where:
●
●
●
●

the last reported incident occurred more than seven days
before the start date of the IRD
it is not in the best interests of the child for the examination
to take place within 2 hours of the IRD
a young person with capacity to consent requests a delay,
or
a child does not have capacity and a parent or person with
legal guardianship responsibility requests a delay.
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Examination support

Rationale
People who undergo a forensic medical examination following a rape or sexual assault
should always be examined by a SOE with another healthcare professional present.
This is in line with General Medical Council (GMC) guidance that everyone should be
offered a chaperone for intimate examinations15.
The accompanying healthcare professional should be:
●
●
●
●
●
●

familiar with the examination procedure being carried out
sensitive and respect the individual’s dignity and confidentiality
present throughout the entirety of the examination
positioned so they have a clear view of what the clinician is doing, as well as being
able to clearly hear everything the clinician is saying
present to reassure the person being examined if they show signs of distress or
discomfort, and
prepared to raise concerns if they are concerned about the clinician’s behaviour or
actions15, 16.

A forensically trained nurse can provide trauma-informed support and reassurance to
the person during the examination; cover the GMC requirement for a chaperone; and
may also act as a corroborating witness in accordance with the requirements of the
Scottish criminal justice system. A healthcare professional acting as a chaperone, who
is not forensically trained, should only be used to corroborate the examination if no
other forensically trained healthcare professional is available.
During a JPFE, each examiner may act as the chaperone and corroborating witness for
the other.
Indicator 3 consists of two measures:
3.1

Percentage of people who were supported by a forensically trained
nurse throughout their forensic medical examination.

3.2

Percentage of people who were supported by another appropriate
healthcare professional throughout their forensic medical examination.

Relates to criterion 2.13 in the Healthcare Improvement Scotland 2017 standards
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How to measure the indicators
Indicator 3.1:

Percentage of people who were supported by a
forensically trained nurse throughout their forensic
medical examination.

Numerator

The number of forensic medical examinations where the
additional appropriate healthcare professional in the forensic
medical examination was a forensically trained nurse.

Denominator

All forensic medical examinations undertaken.

Potential data
sources

National adult dataset – information sourced from the Sexual
Offences Against Adults Examination National Form.

Exclusions

JPFEs.

Note:

A forensically trained nurse is a nurse who has completed
relevant sexual offence examination training which covers
corroboration and providing trauma-informed support. This
person must be in addition to the SOE.

Indicator 3.2:

Percentage of people who were supported by another
appropriate healthcare professional throughout their
forensic medical examination.

Numerator

The number of forensic medical examinations where the
person was supported by another appropriate healthcare
professional in addition to the SOE throughout the
examination.

Denominator

All forensic medical examinations where there was an
additional healthcare professional present throughout the
examination.

Potential data
sources

National adult dataset – information sourced from the Sexual
Offences Against Adults Examination National Form.

Exclusions

JPFEs.

Notes:

A healthcare professional must meet the GMC guidelines as
outlined in the rationale in order to meet the requirements of
being an ‘appropriate’ healthcare professional.
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Assessed support needs and ongoing safety
planning

Rationale
People who have experienced rape, sexual assault or child sexual abuse may be at
higher risk for suicide and self-harm17 and should be assessed for immediate safety,
suicidality, and social support. Psychological First Aid is preferred to psychological
debriefing in the immediate period after a person has experienced trauma 18. People
who have experienced rape, sexual assault or child sexual abuse may be at risk of
other forms of domestic, gender-based and/or intimate partner violence19, 20 and should
be screened and referred to services accordingly. Assessments should be made as
part of a trauma-informed and collaborative discussion. This may help a person to
regain a sense of control over their environment and ongoing recovery17, 21.
A comprehensive needs assessment should include assessment of additional support
needs due to disability or existing vulnerability, cultural or language barriers, existing or
ongoing safety planning, housing needs, social work referrals, legal and advocacy
services, and immediate crisis services. All agencies should adhere to existing
guidance on safeguarding and to local public protection procedures.
A comprehensive social, emotional and wellbeing support assessment should be made,
in line with Royal College of Paediatrics and Child Health guidelines and Faculty of
Forensic and Legal Medicine guidelines3, 22.
A person must be given opportunities to fully understand the process of the
examination and any implications23. The purpose of a forensic medical examination
should be explained to the person in a way and at a pace that they can understand.
Sufficient time should be provided to consider the decision they are making.
Immediate follow-up in the aftermath of rape, sexual assault and child sexual abuse
may reduce the long-term effects of trauma24, 25. Support should be given to the person
and, in the case of children and young people, their primary carers25. Follow up
appointments should be organised by the service and support should be available to
facilitate attendance at follow up appointments.
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Indicator 4 consists of four measures:
4.1

Percentage of people who received a psychosocial risk assessment at
the time of the examination.

4.2

Percentage of people who were referred to all required services
identified during a psychosocial risk assessment.
Percentage of people who were referred to:

4.3

a) sexual health services
b) a relevant third sector support organisation
c) mental health services, or
d) their GP.

4.4

Percentage of cases where initial follow-up contact was made by the
forensic medical service within 72 hours of the end of the examination.

Relates to criteria 1.1, 1.3 and 2.6 in the Healthcare Improvement Scotland
2017 standards
How to measure the indicators
Indicator 4.1:

Percentage of people who received a psychosocial risk
assessment at the time of the examination.

Numerator

The number of people who received a psychosocial risk
assessment at the time of the forensic medical examination,
JPFE or healthcare assessment.

Denominator

All people who underwent a forensic medical examination,
JPFE or healthcare assessment within a forensic medical
service.

Potential data
sources

●

●
●

Notes:

National adult and children and young people’s datasets –
information sourced from either the Sexual Offences Against
Adults Examination National Form or the Child Protection
Examination Proforma.
Case review audits.
IRD notes review.

‘Examination’ refers to the forensic medical examination, JPFE
or healthcare assessment.
The psychosocial risk assessment should be trauma-informed
to ensure questions are asked sensitively and without
judgement26.
To meet the indicator, relevant questions relating to wellbeing,
risk, safety on leaving examination and action planning must be
completed in full, and where no risk is identified, this should be
recorded.

16

Healthcare and forensic medical services for people who have experienced
rape, sexual assault or child sexual abuse Indicators – March 2020

A comprehensive psychosocial risk assessment for adults
includes all questions in the Sexual Offences Against Adults
Examination National Form and Children and Young Person’s
Proforma, including screening questions as part of:
●
●
●
●
●
●
●
●
●

safe lives checklist
domestic abuse screening questions
questions relating to drug and alcohol usage
questions relating to self-harm
questions relating to history of suicide
relationship to perpetrator (i.e. if they live with them)
housing circumstances
child protection risk assessment, and
adult support and protection risk assessment.

For children and young people, an immediate risk assessment
may be performed by other relevant agencies as part of
ongoing child protection protocols.
Indicator 4.2:

Percentage of people who were referred to all required
services identified during a psychosocial risk assessment.

Numerator

The number of people who were referred to all of the services
identified as being required during a psychosocial assessment.

Denominator

All people who underwent a forensic medical examination,
JPFE or healthcare assessment within a forensic medical
service and received a psychosocial risk assessment.

Potential data
sources

National adult and children and young people’s datasets –
information sourced from either the Sexual Offences Against
Adults Examination National Form or the Child Protection
Examination Proforma.

Exclusions

Where:
●

●

Notes:

a person or their legally appointed proxy chooses not to be
referred (in situations where there is no legal duty to make
the referral), or
a person is already attending the service to which they have
been referred.

People who have experienced rape or sexual assault should
have their ongoing support and safety planning coordinated by
an appropriately trained person within the forensic medical
service.
Referrals must be made in consultation with the individual and
with their full knowledge and involvement.
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If, in exceptional circumstances, a referral is made to a
statutory agency without the person’s consent, the person
should be supported to understand the reasons behind this
decision.
The indicator is met if there is a complete match between the
person’s support needs as identified and the referrals made by
the forensic medical service. To satisfy the dataset, the
questions relating to wellbeing, risk assessment, safety on
leaving examination and action planning must be completed.
Where another service cannot accept the referral, or the
referral is not appropriate, this should be explored and
recorded.
Indicator 4.3:

Percentage of people who were referred to:
a)
b)
c)
d)

sexual health services
a relevant third sector support organisation
mental health services, or
their GP.

Numerator

The number of people who were referred by the forensic
medical service to each listed service.

Denominator

All people who underwent a forensic medical examination,
JPFE or healthcare assessment within a forensic medical
service and were identified as requiring onward referral.

Potential data
sources

National adult and children and young people’s datasets –
information sourced from either the Sexual Offences Against
Adults Examination National Form or the Child Protection
Examination Proforma.

Exclusions

Where:
●
●

a person or their legally appointed proxy chooses not to be
referred, or
a person is already attending the service to which they have
been referred.
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Note:

A relevant third sector support organisation is an organisation
which provides specialist support, counselling, or advocacy for
people who have experienced rape, sexual assault, or child
sexual abuse. This includes, but is not limited to:
●
●
●
●
●
●

Rape Crisis Scotland
NSPCC
Children 1st
Victim Support Scotland
Scottish Women’s Aid
Survivors UK

Indicator 4.4:

Percentage of cases where initial follow-up contact was
made by the forensic medical service within 72 hours of
the end of the examination.

Numerator

The number of cases where initial follow-up contact was made
by the forensic medical service within 72 hours of the end of the
forensic medical examination, JPFE or healthcare assessment.

Denominator

All people who underwent a forensic medical examination,
JPFE or healthcare assessment within a forensic medical
service and provided contact details.

Potential data
sources

Service audit.

Exclusions

Where:
●
●

Note:

a person or their legally appointed proxy does not consent
to further contact, or
a person requests contact outside the time frame.

‘Examination’ refers to the forensic medical examination, JPFE
or healthcare assessment.
Contact can be made by a nurse coordinator, advocacy or
support worker. Timing and contact details should be discussed
at the time of examination.
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Access to immediate sexual health care

Rationale
The risk for pregnancy after rape is approximately 7%, with adolescents identified as
being most at risk27, 28. Emergency contraception should be provided, where required11.
The frequency and type of sexually transmitted infections acquired from sexual assault
depends on local prevalence and the nature of the assault29. People who have
experienced rape or sexual assault may be at risk of hepatitis B virus infection30.
Hepatitis B vaccine is highly effective at preventing infection if given shortly after
exposure and should be offered to all who may have been at risk 31.
Although the risk of HIV infection from a sexual assault or rape appears to be low32, 33,
it may be a concern for people who have experienced rape or sexual assault. Postexposure prophylaxis for HIV should be given within 72 hours of an assault 34.
Indicator 5 consists of three measures:
5.1

Percentage of people who received emergency contraception at the
time of assessment.

5.2

Percentage of people who commenced post-exposure prophylaxis for
hepatitis B at the time of assessment.

5.3

Percentage of people who commenced post-exposure prophylaxis for
HIV at the time of assessment.

Relates to criteria 1.1, 2.8 and practical examples of evidence of achievement in
the Healthcare Improvement Scotland 2017 standards
How to measure the indicators
Indicator 5.1:

Percentage of people who received emergency
contraception at the time of assessment.

Numerator

The number of people who were given either oral contraception
or a copper IUD at the time of assessment.

Denominator

All people who underwent a forensic medical examination,
JPFE, or healthcare assessment within a forensic medical
service and were identified as requiring emergency
contraception.

Potential data
sources

National adult and children and young people’s datasets –
information sourced from either the Sexual Offences Against
Adults Examination National Form or the Child Protection
Examination Proforma.
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Exclusions

Where a person has:
●
●
●

received this from a different service or provider, such as a
community pharmacy or A&E
been referred to a different service or provider to receive
this at a later time, or
made an informed refusal of emergency contraception.

Indicator 5.2:

Percentage of people who commenced post-exposure
prophylaxis for hepatitis B at the time of assessment.

Numerator

The number of people who commenced post-exposure
prophylaxis treatment for hepatitis B at the time of assessment.

Denominator

All people who underwent a forensic medical examination,
JPFE or healthcare assessment within a forensic medical
service and were identified as being at risk of hepatitis B, and
where the time from exposure to the examination time allows
for clinically effective treatment.

Potential data
sources

National adult and children and young people’s datasets –
information sourced from either the Sexual Offences Against
Adults Examination National Form or the Child Protection
Examination Proforma.

Exclusions

Where a person:
●
●
●
●
●

has previously completed a course of vaccination for
hepatitis B within the last 12 months
has been referred to a different service or provider to
receive this at a later time
is allergic to the medication
cannot consent to medication and consent by a parent or a
legally appointed proxy is refused, or
makes an informed choice to decline the medication.

Note:

Prophylaxis should only be given in cases where the risk of
transmission is high31.

Indicator 5.3:

Percentage of people who commenced post-exposure
prophylaxis for HIV at the time of assessment.

Numerator

The number of people who commenced post-exposure
prophylaxis treatment for HIV at the time of assessment.

Denominator

All people who underwent a forensic medical examination,
JPFE or healthcare assessment within a forensic medical
service and were identified as being at risk of HIV, and where
the time from exposure to the examination time allows for
clinically effective treatment.
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Potential data
sources

National adult and children and young people’s datasets –
information sourced from either the Sexual Offences Against
Adults Examination National Form or the Child Protection
Examination Proforma.

Exclusions

Where a person:
●

●
●
●
●

Note:

has a forensic medical examination or health assessment
more than 72 hours after possible exposure and is therefore
outside the clinical window for effective prophylaxis
has been referred to a different service or provider to
receive this at a later time
is allergic to the medication
cannot consent to medication and consent by a parent or a
legally appointed proxy is refused, or
makes an informed choice to decline the medication.

Prophylaxis should only be given in cases where the risk of
transmission is high34.
Post-exposure prophylaxis for HIV is 3 antiretroviral drugs (in 2
tablets) taken daily for 28 days34.
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Examination setting

Rationale
Healthcare Improvement Scotland’s 2017 healthcare and forensic medical services
standards state that all examinations should take place in a health or designated multiagency setting. Forensic examination facilities for children should be age-appropriate
and sensitively designed to reduce trauma3. Services must be designed with the person
at the centre, with the physical environment and local care pathway having due regard
of the impact of trauma, in accordance with the 2017 HIS standards and Scottish
Sexual Assault Response Coordination (SSARC) service specification 35.
Indicator 6 consists of one measure:
6.1

Proportion of examinations that took place in a suitably appointed
healthcare or designated multi-agency setting.

Relates to criterion 3.1a in the Healthcare Improvement Scotland 2017 standards
How to measure the indicators
Indicator 6.1:

Percentage of examinations that took place in a suitably
appointed healthcare or designated multi-agency setting.

Numerator

The number of forensic medical examinations and JPFEs
where the location of examination was a suitably appointed
healthcare or designated multi-agency setting.

Denominator

All forensic medical examinations and JPFEs undertaken
where the location of the examination was recorded.

Potential data
sources

National adult and children and young people’s datasets –
information sourced from either the Sexual Offences Against
Adults Examination National Form or the Child Protection
Examination Proforma.

Exclusions

Where an examination was undertaken in:
●

a social care setting due to frailty or other extenuating
circumstances, or

●

an intensive care, long-term care or hospice setting.
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Facilities decontamination

Rationale
All facilities and equipment for forensic medical examinations should be safe and fit for
purpose36 and must comply with all relevant national standards, specifications and
guidelines3, 12, 35.
In addition to infection prevention and control standards37, facilities must be
decontaminated according to the Scottish Police Authority (SPA) decontamination
protocol38 to maintain stringency of forensic evidence if the case is presented at court.
Indicator 7 consists of one measure:
7.1

Percentage of forensic medical examinations undertaken in facilities
that have been decontaminated in accordance with the SPA national
protocol.

Relates to criterion 3.2 in the Healthcare Improvement Scotland 2017 standards
How to measure the indicators
Indicator 7.1:

Percentage of forensic medical examinations undertaken
in facilities that have been decontaminated in accordance
with the SPA national protocol.

Numerator

The number of examinations undertaken in facilities
decontaminated in accordance with the SPA national protocol.

Denominator

All forensic medical examinations and JPFEs undertaken.

Potential data
sources

Service audit of SPA decontamination logs supported by
environmental monitoring.

Exclusions

Where an examination is undertaken in:
●
●

a social care setting, due to frailty or other extenuating
circumstances, or
an intensive care, long-term care or hospice setting.
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Colposcopes

Rationale
An up-do-date colposcope should be available for all forensic medical examinations
and JPFEs. This equipment should comply with national specifications35 and be
appropriately monitored and maintained by each NHS board.
The magnification and lighting provided by colposcopes may increase the rate of injury
detection. Colposcopy allows recording and imaging for peer review purposes and the
potential to be used to facilitate further expert medical opinion.
Indicator 8 consists of one measure:
8.1

Percentage of forensic medical examinations which used a colposcope

Relates to criterion 3.3 in the Healthcare Improvement Scotland 2017 standards
How to measure the indicators
Indicator 8.1:

Percentage of forensic medical examinations which used a
colposcope

Numerator

The number of forensic medical examinations and JPFEs
where a colposcope was used

Denominator

All forensic medical examinations and JPFEs undertaken,
where a colposcope was identified as being required.

Potential data
sources

Service audit based on case reviews.

Exclusions

Cases where
● a person or their legally appointed proxy did not consent to
the use of a colposcope
● a colposcope was not required

Note

All colposcopes must comply with national specifications.
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National forensic medical examination documentation

Rationale
The use of standardised documentation, electronic or paper, will ensure a consistent
national approach and minimise unwarranted variation. The Sexual Offences against
Adults National Form aims to provide consistency of reporting across Scotland and
should always be used to minimise variation. The Child Protection Paediatric
Examination Proforma should always be used to enable consistency in reporting.
Indicator 9 consists of three measures:
9.1

Percentage of forensic medical examinations where both parts of the
Sexual Offences against Adults National Form were appropriately
completed within 24 hours of the end of the examination.

9.2

Percentage of JPFEs where all relevant sections of the Child
Protection Paediatric Proforma were appropriately completed within 24
hours of the end of the examination.

9.3

Percentage of JPFEs where an agreed summary of findings report was
completed within 28 days of the end of the examination.

Relates to criterion 5.3 in the Healthcare Improvement Scotland 2017 standards
How to measure the indicators
Indicator 9.1:

Percentage of forensic medical examinations where both
parts of the Sexual Offences against Adults National Form
were appropriately completed within 24 hours of the end of
the examination.

Numerator

The number of forensic medical examinations where both parts
of the Sexual Offences against Adults National Form were
appropriately completed within 24 hours of the end of the
examination.

Denominator

All forensic medical examinations undertaken.

Potential data
sources

Service audit based on case review.

Notes

The national form will be considered ‘completed’ where all
relevant sections of each part of the form contain appropriate
information and the formal summary of findings is completed
according to all reporting guidance.
To be ‘appropriately completed’ the information must be:
●
●
●
●

legible
valid
accurate, and
sufficient.
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Indicator 9.2:

Percentage of JPFEs where all relevant sections of the
Child Protection Paediatric Proforma were appropriately
completed within 24 hours of the end of the examination.

Numerator

The number of JPFEs where all relevant sections of the Child
Protection Paediatric Proforma were appropriately completed
within 24 hours of the end of the examination.

Denominator

All JPFEs undertaken.

Potential data
sources

Service audit based on case review.

Notes

All relevant sections of the profroma must contain information
for the form to be ‘completed’. To be ‘appropriately completed’
the information contained in the form must be:
●
●
●
●

legible
valid
accurate, and
sufficient.

Indicator 9.3:

Percentage of JPFEs where an agreed summary of
findings report was completed within 28 days of the end of
the examination.

Numerator

The number of JPFEs where an agreed summary of findings
report was completed within 28 days of the end of the
examination.

Denominator

All JPFEs undertaken.

Potential data
sources

Service audit based on case review.

Note:

‘Completed’ refers to the inclusion of all relevant information
which is required for judicial proceedings.
‘Agreed’, refers to agreement of the contents of the report
between the examining paediatrician and SOE.
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Development of the indicators

The Indicators for Healthcare and Forensic Medical Services for People who Have
Experienced Rape, Sexual Assault or Child Sexual Abuse: Children, Young People and
Adults have been informed by the 2017 healthcare and forensic medical services
standards, current evidence and best practice recommendations, and developed by
group consensus. Interim indicators were published in 2018, and have been subject to
pilot and review.
Development activities
An indicators development group was convened in July 2018 to consider the evidence
and to help identify key themes for indicator development. Dr Cliff Sharp, Medical
Director, NHS Borders is the development group chair.
The development group consisting of clinical, governmental and third sector experts
reviewed the 2017 standards and identified 10 key indicators of high quality care and
support which were grouped under the following themes:
●
●
●

person-centred and trauma-informed care
facilities for forensic medical examinations, and
consistent documentation and data collection.

Membership of the development group is set out in Appendix 3.
To ensure each indicator is underpinned with the views and expectations of both health
and social care staff, third sector representatives, people and the public in relation to
healthcare and forensic medical services, information has been gathered from a
number of sources and activities, including:
●
●
●
●

literature review
pilot review of the interim indicators
sharing intelligence with Taskforce subgroups and data colleagues, and
development group meetings.

Piloting the interim indicators
Healthcare Improvement Scotland published the interim indicators in December 2018.
The indicators were piloted alongside the national dataset for adults in July 2019 and
the national dataset for children and young people between January and October 2019.
The indicators were piloted to ensure that they provide meaningful data to support
improvements in the care and support of all people who have experienced rape, sexual
assault and child sexual abuse.
The results of the pilot have been discussed by the development group and a range of
stakeholders. Changes to the interim indicators are outlined in Appendix 2.
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All development group members were responsible for advising on the professional
aspects of the indicators. Clinical members of the development group were also
responsible for advising on clinical aspects of the work. The chair was assigned lead
responsibility for providing formal clinical assurance and sign-off on the technical and
professional validity and acceptability of any reports or recommendations from the
group.
All development group members were asked to declare any interests at the beginning
stages of the project. They also reviewed and agreed to the group’s Terms of
Reference. More details are available on request from
hcis.standardsandindicators@nhs.net
Healthcare Improvement Scotland also reviewed the indicator document as a final
quality assurance check. This ensures that:
●
●
●

the indicators are developed according to agreed Healthcare Improvement Scotland
methodologies
the indicator document addresses the areas to be covered within the agreed scope,
and
any risk of bias in the indicator development process as a whole is minimised.

For more information about Healthcare Improvement Scotland’s role, direction and
priorities, please visit:
www.healthcareimprovementscotland.org/drivingimprovement.aspx
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Changes from the interim indicators

All indicators
Data measurement details, including numerators and denominators, potential data
sources, exclusions and notes have been included for all indicators. The phrase
‘forensic examiner’ has been amended to ‘sexual offence examiner’. Following
feedback during the consultation process, ‘gender’, has been changed to ‘sex’.
Indicator 1:
An additional indicator, Indicator 1.1, has been added to reflect the timing of when a
person is asked about their preference of examiner. An additional indicator 1.3 has
been added to measure the availability of a female sexual offence examiner. Additional
information has been added to clarify that this indicator also covers the sex of the SOE
in JPFEs but does not measure the sex of paediatrician.
Indicator 2:
After feedback from the pilot, ‘time of presentation’, of children and young people has
been clarified as the time a referral is made to a service following an IRD. The
indicators have been amended to measure the time from referral into the service to the
time of the start of examination, which, for children and young people, measures the
time between the referral to JPFE and the start of the examination.
The indicator measuring non-acute JPFE for children and young people has been
removed as the indicators have been developed to measure improvements in acute
healthcare and forensic medical services in line with the adult and child and young
person’s clinical pathways.
The timing has been expressed as the number of days, rather than weeks to give a
more precise measure.
Indicator 3:
Following feedback from the pilot, the indicator has been clarified to ensure that
General Medical Council guidance on intimate examinations is met and that a person is
supported throughout the examination.
The term, ‘chaperone’, has been changed to ‘another appropriate healthcare
professional’, while allowing services the flexibility of meeting the principle of the
indicator. An additional indicator, 3.2, reflects the ambition of the service delivery model
identified by the Taskforce.
Indicator 4:
Following the pilot, the data notes and reporting guidance have been developed by the
indicators development group. For indicator 4.1, the reference to specific risk
assessment has been removed as this is explored more fully in the reporting guidance.
Indicator 4.2 has been added to ensure that services are meeting all of the individuals’
ongoing support and immediate safety planning needs.
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Following further engagement with stakeholders during the pilot the key agencies listed
in Indicator 4.3 have been changed.

An additional measure, Indicator 4.4, has been added to reflect the ambition for a nurse
co-ordinator role or support and advocacy staff in each NHS Board to provide ongoing
follow-up and support.
Indicator 5:
The wording of the indicators has been changed to clarify that post-exposure
prophylaxis should be given at the time of examination, with additional notes that this
should be within a clinically effective window, and where a person has been identified
as being at risk.
Indicator 5.4, relating to pregnancy testing and sexual health follow-up, has been
removed due to difficulties with data linkage. Onward referral to sexual health will be
recorded as part of Indicator 4.3.
Indicator 6:
Following discussion by the indicator development group, and informed by the pilot,
draft Indicator 6 was withdrawn.
Services are requested to consider provision of follow-up mental health services and
aftercare as part of the wider system of quality assurance of the standards. Gathering
baseline data in this area, including developing mechanisms for data linkage across
different services/regions, will inform services of their improvement in this area.
Indicator 7:
To reflect the publication of the Scottish Sexual Offence Response Coordination
(SSARC) service specification, the indicator has been amended to measure when
examinations take place in a suitably appointed healthcare or multi-agency setting.
Indicator 8:
The indicator has been amended to clarify that decontamination must comply with the
Scottish Police Authority national decontamination protocol.
Indicator 9:
Indicator 9.2 was removed to reflect that the updated national specifications for
colposcopes includes facilities for digital image storage.
Indicator 10:
The wording of Indicator 10 has been changed to clarify that ‘forensic medical
documentation’ refers to the Sexual Offences Against Adults National Form.
The timing has been expressed in days rather than weeks for increased precision.
Additional indicators relating to children and young people’s documentation have been
added.
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Membership of the indicator development group

Name

Position

Organisation

Cliff Sharp
(Chair)

Medical Director

NHS Borders

Sandy Brindley

Chief Executive

Rape Crisis Scotland

Marianne Cochrane

Lead Doctor, Child Protection
Programme Manager, Police
Care Network

NHS Grampian

Programme Manager, Gender
Based Violence
Senior Clinical Forensic
Charge Nurse

NHS Health Scotland

George Fernie

Clinical Advisor, Police Care
Network and Forensic
Physician

NHS Lothian

Stephanie Govenden

Lead Doctor, Child Protection

North of Scotland Child
Protection Managed Clinical
Network

Ruth Henry

Manager

Archway Sexual Assault
Referral Centre

Anne Marie Hicks
(Interim only)

Procurator Fiscal, Sexual
Offence Policy

Crown Office

Stuart Houston
(Interim only)

National Rape Taskforce/
National Human Trafficking
Unit

Police Scotland

Robin Jamieson

Lead Forensic Physician

NHS Ayrshire & Arran, NHS
Lanarkshire, and NHS Greater
Glasgow and Clyde

Saira Kapasi

Violence Against Women
Justice Lead

Scottish Government

George Laird

Manager

West of Scotland Sexual Health
Managed Clinical Network and
Child Protection Managed
Clinical Network

Jamie Lipton

Principal Procurator Fiscal
Depute

Fiscal Service

Colin MacDonald

Service Manager, Police
Custody Health Care

NHS Greater Glasgow and
Clyde

Jane MacDonell

Consultant Paediatrician

NHS Borders

Rhoda MacLeod

Head of Adult Services
(Sexual Health)

Glasgow City Health and Social
Care Partnership

Hannah Cornish
(Interim only)
Katie Cosgrove
Jessica Davidson
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NHS National Services Scotland

South East Scotland Police
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Service

Name
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Position

Organisation

Head of Chief Medical Officer’s
Rape and Sexual Assault
Taskforce Unit
Regional Healthcare Planner

Scottish Government

Kate McKay

Chair of Specialist Paediatric
Forensic Service Delivery
Subgroup

Scottish Government

Graham Milne
(Interim only)

Network Programme Manager
– Equally Safe Project

NHS National Services Scotland

Barry Muirhead
(Interim only)

Clinical Nurse Manager People
in Police Care

NHS Lothian

Carol Rogers

Lead Forensic Scientist –
Sexual Offence

Scottish Police Authority

Grant Scott

Professional Nurse Advisor

Prison Healthcare Services and
Glasgow City Health and Social
Care Partnership

Karan Simson

Clinical Team Leader (Police
Custody)

NHS Greater Glasgow and
Clyde

Shona Stewart
(Interim only)

Police Inspector, NHS Liaison,
Custody Healthcare &
Forensic Medical Services

Police Scotland

Sarah Tait

Manager, East Region Child
Protection Managed Clinical
Network

NHS Fife

Melanie Wade
(Interim only)

Detective Inspector, Public
Protection Support,
HMICS-Forensic Service
Provision

Police Scotland

Deb Wardle

Lead Consultant in
Genitourinary Medicine &
Sexual Health

Archway, and NHS Greater
Glasgow and Clyde

David Wearden
(Interim only)

Clinical Lead for Forensic
Medicine

NHS Grampian and NHS
Highland

Tansy Main

Jan McClean

Regional Collaboratives, South
East Scotland

The standards development group was supported by the following members of Healthcare
Improvement Scotland’s Standards and Indicators Team:


Paula O’Brien – Administrative Officer



Rachel Hewitt – Project Officer



Fiona Wardell – Team Lead
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Agenda Item 156 – Appendix 2
NHS Dumfries and Galloway Scottish Government 10 asks 2021
Sexual Assault Response Coordination Service (SARCS) is developing to ensure compliance with CMO
taskforce work, National Clinical Adult Pathways, Cellma national clinical records, and 10 Healthcare
Improvement Scotland (HIS) Standards and Indicators, that underpin the work
CMO Five Asks - April 2018
1. Nominate a senior manager for
your Health Board (who is
accountable through the corporate
management team for these
services)
to
take
leadership responsibility for the
development & delivery of person
centred, trauma informed services
for victims of sexual crime, as close
as possible to the point of need.
2. Move FME out of police settings
and into appropriate health &
social care settings before the end
of the financial year March 19
3. Ensure that all doctors undertaking
this work are trained in trauma
informed care for victims of sexual
crime before the end of the
calendar year.

Current Position September 2021
Alice Wilson, Nurse Director

Forensic Suite at MTC operational from 26 June 2019. At that
time it was planned that Sexual Health would relocate to
adjacent premises in MTC
All Local FMES (Four) have completed Trauma informed care
training and update training.

2 3 doctors in Sexual Health who are trialling an expanded
rota of practitioners are already trained and the other is
undergoing training in November 2021
4. Consider options for attracting and Regional peripatetic expert hub and spoke model would
retaining the workforce you need provide gender of choice examiner, however the model is not
to meet the HIS standards (gender available to D&G
balance).
Locally work is ongoing with colleagues in Sexual Health to
look to bringing additional female Drs onto the rota. There is
agreement in principle to trial this rota for 6 months and
shadowing period has been undertaken of new doctors
supported by current FMEs
5. Work
towards
having
an Regional peripatetic expert hub and spoke model would
appropriately
trained
nurse provide trained nurse chaperones however the model is not
present during all FME.
available to D&G.
Locally some nursing staff in Sexual Health have undertaken
Essentials in Sexual Offences Forensic Examination and
Clinical Management (Adults & Adolescents) - Best Practice
for Scotland” course delivered by NHS Education for Scotland.
Training for staff is on-going
Currently the Police Scotland Sexual Offences Liaison Officer
(SOLO) provides this role. Exploration of a model 24/7 based
in Sexual Health daytime and with FME input OOHs is being
explored and will consider the nurse chaperone / forensically
trained nurse requirements

RAG
Status

CMO Five Asks - May 2019
1. Ensure timely delivery of the multiagency objectives set out in the
costed local improvement plans,
including Board approved capital
projects.
2. Develop the local (and where
appropriate, regional) workforce
model to ensure:
- A female doctor and nurse
chaperone are available 24/7, so
that where a victim requests a
choice of the sex of staff involved
in their care, this can be met.

- A nurse coordinator (s) is in post
to ensure a smooth pathway of
onward care and referral to other
services.

- Timely access to therapeutic and
through care services.
3. Prepare
for
forthcoming
legislation; the introduction of a
national model for self-referrals
and the potential for an increase in
demand for these services
4. Ensure there is readiness within
local and regional delivery teams
for compliance with agreed
national documentation and data
collection requirements.
5. Plan for service sustainability
beyond the life of SG ring-fenced
funding (end of 2020-21).

Current Position September 2021
Forensic Suite at MTC operational from 26 June 2019.

In D&G we have until September 2021 been reliant on a group
of 4 FMEs working a 1 in 4 rota covering all forensic / police
custody work.
There is an acknowledgement that gender of choice examiner
will be difficult to achieve locally on all occasions.
Currently the Police Scotland Sexual Offences Liaison Officer
(SOLO) provides this role. Exploration of a model 24/7 based
in Sexual Health daytime and with FME input OOHs is being
explored and will consider the nurse chaperone / forensically
trained nurse requirements

Pathway work is underway involving a multi agency group
including Sexual Health, Rape Crisis and Police Scotland. The
need for a full nurse coordination role for a small number of
contacts is possibly not the best use of resource and
alternative options are being explored with the option of the
Forensically Trained Nurse undertaking this role.

Working progressing to develop multi agency holistic care
pathways
Self referral national requirements will be effective from 1
April 2022. Readiness Assessment submitted monthly

Awaiting national guidance
Readiness Assessment submitted monthly
Current SOPs being reviewed to ensure compliance with
national guidance available in preparation for the new model.
Exploration of a model 24/7 based in Sexual Health daytime
with FME input OOHs is being explored and will consider the
nurse chaperone / forensically trained nurse requirements

RAG
Status

Agenda Item 156 – Appendix 3
Health Board Readiness Assessment – Updated January 2022
Self-Referral Implementation
Background
The Forensic Medical Services (Victims of Sexual Offences) (Scotland) Act 2021 (FMS Act) was unanimously passed by the
Scottish Parliament on 10 December 2020 and received Royal Assent on 20 January 2021. Once commenced, the FMS Act will
provide a statutory basis for health boards to provide forensic medical services (FMS) for people who have experienced rape,
sexual assault or child sexual abuse, and will establish a legal framework for consistent access to “self-referral” so a person can
access healthcare and request an FMS without first having to make a report to the police.
Process
To ensure that Health Boards are prepared for the implementation of the FMS Act, a Health Board Readiness Assessment has
been developed using the criteria set out below. The intention of this initial assessment is to provide a framework for the CMO
Taskforce to evaluate Health Board readiness across all 14 Health Boards, to ensure the consistent implementation of a selfreferral service across Scotland and what further work is required before go-live.




Health Board Nominated Leads are responsible for undertaking a monthly assessment of their board’s state of readiness
and for submitting this to the CMO Taskforce Mailbox CMOTaskforce.Secretariat@gov.scot on the last working day of each
month.
The assessment template should also be updated and circulated by the Nominated Lead prior to each quarterly review
meeting with the Scottish Government CMO Taskforce team.
Nominated leads are responsible for ensuring that all relevant NHS and multi-agency colleagues have the opportunity to
contribute to the assessment; that the necessary approvals are obtained and that key personnel including the Chair and
Chief Executive are appropriately briefed prior to submission to the SG.

If concerns are raised by the Health Board out with the meeting cycle, extraordinary meetings can be convened.
Go-live
We are working towards commencement of the FMS Act. This includes the roll out of a national self-referral service.

RAG Rating
RAG Status and scoring

Definition

Action Required

 Green (10)

10 – System / Process / Workforce
requirements are fully in place & tested where
appropriate. Ready to implement

Ready to go Live

 Amber (6 – 9)

9 – System / Process / Workforce
requirements are in place and partially tested
8 – System / Process / Workforce
requirements are in place but not tested
7 – System / Process / Workforce
requirements are in development (80% - 100%
complete)
6 – System / Process / Workforce
requirements are in development (50% - 70%
complete)

Active Monitoring and Review

 Red (1 – 5)

5 – System / Process / Workforce
requirements are in development (<50%
complete)
1 – 4 – System / Process / Workforce
requirements are not in place and there is no
implementation plan

Urgent Action Required

 Awaiting National Guidance

Awaiting further information / national guidance Please include update where appropriate
before local work can be progressed

Assessment template (to be completed by each board)
ID

Category

F001

Local SARCS facility operational.

Ready date
Facilities
3 months
before golive

RAG
Further Actions / Comments
rating and
score
8

Taskforce update
All health boards should ensure their SARCS facility is fully
operational ahead of go-live, with relevant SOPS and
processes tested and in place

F002

Appropriate facilities are available to securely store 1 month
wet and dry evidence taken from a self-referral before goexamination (in line with the chapter 7 of the national live
protocol and SARCS spec doc1).
Taskforce Update
All health boards should ensure that they have, or have plans
in place, to ensure the necessary storage facilities are available
in each SARCS before go-live.
 Dry evidence must be stored securely in a locked
cupboard with controlled access with a log book to
track who has accessed the room.
 Shelving used for dry item storage should have
location markers so items can be easily tracked.
 The exact location of any dry items within the room

1

8

Gaynor Steele and Debbie
Ambridge from NHS GGC/Archway
visited the SARCS and having
carried out a trauma informed
walkthrough there are some
modifications required to the
SARCS. SOPs are being
developed. This is developing well
though.
Freezer in situ Lab cold drawer with
lock / alarm.
Locks in process of being fitted to
dry evidence cupboards where
there will be shelves and a locked
filing cabinet.
SOPs being developed recording
processes.

Sexual Assualt Response Coordination Service (SARCS) specification document - gov.scot (www.gov.scot) – currently being updated

ID

Category




F003

Ready date

should be recorded on the Police Scotland Production
Book.
Any paper logs should be duplicated and backed up
electronically.
The majority of items being stored for self-referral
cases will be ‘wet’ samples, which require frozen
storage. This includes intimate swabs, skin swabs,
underwear, condoms and sanitary wear.

The SARCS facilities meets the minimum security 1 month
requirements set out in the SARCS spec doc.
before golive

RAG
Further Actions / Comments
rating and
score

7

Minimum security in place
reviewing SOPs for access /
changing codes regularly
Shelving is tagged for item tracking
as per spec doc
Liaising with estates for video
doorbell entry system, panic button
system and Vigilant Security firm
check door security daily.

8

In development re monitoring and
SOPs will be developed locally

Taskforce Update
It is recommended that facilities consider several levels of
secure access. Video access and electronic or mechanical
numeric keypad entry are recommended.
This reduces the likelihood of lost keys or swipe cards which
would require to be reported through DATIX, or a similar
incident reporting system. A log of those who know the code
should be maintained. See the separate document attached to
this email communication for the minimum standards for
building security requirements.

F004

The self-referral protocol does not contain this detail however
the updated SARCS specification document will provide
specific guidance on security. An extract of the SARCS
specification document has been provided to all boards which
contains this detail as well as the specific specification for
freezers.

Appropriate freezer management processes in 1 month
place, in line with the SARCS spec doc (SARCS before gospec doc currently being updated to include this)
live
Taskforce Update

Weekly monitoring of freezer and
fridge temperatures in place (-15 or

ID

F005

Category

Ready date

The updated SARCS specification document will provide
specific guidance the freezer spec
A freezer specification was provided to all health board leads in
June 2021 and has been included in the attached document
again for clarification.
An extract of the SARCS specification document has been
provided to all boards which contains this detail as well as the
specific specification for freezers. Health boards must flag to
the Taskforce if they do not currently have a freezer and the
st
remedial action to ensure this will be in place for 1 April 22.

Police Scotland production book available in each 1 month
SARCS to record all evidence retained from self- before goreferral examinations.
live

RAG
Further Actions / Comments
rating and
score
more).

7

To obtain additional Police Scotland production
books please contact
SCDRapeTaskForceReview@scotland.pnn.police.uk

Look forward to receiving the
printed production books from the
Police

Taskforce Update
Police Scotland are printing and sending out to all SARCS.

F006

Necessary stock of tamper evident bags and window 1 month
production bags available in the SARCS facility.
before golive

Agreement at the self-referral
meeting with the Taskforce that we
would continue to use the Police
Scotland Production book .

Will agree a SOP locally for
completion
10

Police Scotland provided via scene
safe

7

Working on pathways for this

Taskforce Update
SARCS staff should ensure that the facility has a sufficient
stock of tamper evident bags and window production bags and
should contact Police Scotland via 101 to request more stock
when necessary.

W001

Workforce
Arrangements are in place locally / regionally to 3 months

ID

Category

Ready date

ensure that all calls transferred from the national before gotelephony service will be picked up and triaged by a live
suitably trained Health Care Professional within 1
hour of receipt, in and out of hours.

W002

Taskforce Update
As a national hub is being established, all health boards should
have the necessary staff available 24/7 to pick up referrals sent
from NHS 24 to the national hub and then to the local health
board. Due to the nature of these calls and the possibility of 1315 year olds being referred from NHS 24, a timeous response
from health boards is required to ensure all calls are responded
to and that people are phoned back to discuss their health care
needs and the options available to them e.g. an FME.

Arrangements are in place locally / regionally to 3 months
ensure that all required staff (for both police and self- before goreferral), are available so that examinations live
commence within three hours of the person making
contact with the service to request an examination in
all SARCS facilities.
Taskforce Update
The health board should ensure that arrangements are in place
to ensure that self-referral services are available to be
activated at the appropriate time, while taking cognisance of
the health and safety of the person and staff, and putting in
place / taking appropriate mitigating action where appropriate,
as well as employing professional and clinical judgement.

RAG
Further Actions / Comments
rating and
score

5

Police referrals arrangements are
in place.
Trial SOE rota in place OOHs.
Doctors on rota need to agree to
continue.
Working on in hours and extended
hours pathway and linking in with
Sexual Health Colleagues and
Womens and Childrens General
Manager. Due to the infrequency
and unpredictability of the work,
together with the length of time
required for an examination the SH
team would face challenges in

ID

Category

Ready date

RAG
Further Actions / Comments
rating and
score
delivering on this. Current
recruitment within the service will
influence the ability to progress.
The infrequency of calls and impact
to planned daytime work, together
with the workforce challenges
outlined above proves challenging
to managing the service.

W003

Appropriate regional arrangements are in place to 2 months
ensure appropriate handover of cases where the before gostaffing model (e.g. a peripatetic workforce) means live
that staff are required to travel to other Health
Boards SARCS facilities to undertake examinations.

Taskforce Update
For those health boards who operate within a peripatetic
workforce model, there should be seamless handover
processes in place, from the staff who carry out the FME to the
local staff who will be responsible for the follow up and ongoing
care of the person who has had an FME e.g. the Nurse

7

Received a Lifetime SFI Waiver to
approach COMS for quote for what
they can offer D&G. Also speaking
with Archway and looking at a SLA
as they already see our
adolescents.
There are no plans currently to
include D&G in the peripatetic
model due to staffing resource.
SLWG established locally to review
arrangements and pathway work is
progressing.

ID

W004

Category

Ready date

Coordinator.

All staff involved in forensic medical services have 1 month
undergone, at a minimum, mandatory NES training before goon the self-referral protocol and NES Essentials live
Training.

RAG
Further Actions / Comments
rating and
score
8

All boards to identify a clinical and operational lead
to attend the train the trainer session on 14 January
2021.

Dr Erin Barrett identified as the
Board Clinical training lead. Jill
Gardiner, Clinical Educator also
undertaken training to support
operationally
Training plan will be developed as
part of this work. Attached training
plan.

All boards to develop local training plans to ensure
all staff are trained on the self-referral protocol
before go-live.
Taskforce Update
All boards should have attended the NES self-referral train the
th
trainer session on Friday 14 January and now developing
plans to deliver this training locally to all staff. These plans
should be submitted to the CMO Taskforce Team along with
the January HBRA.
Boards who outsource SOE’s to undertake examinations
should ensure the training is also disseminated to them so they
are aware of the protocol and the processes that must be
followed for self-referral examinations.

T001

Technology
Ensure locally that any necessary technology for the 3 months
electronic transfer of people who call the national before gotelephony service for accessing self-referral is in live

7

Local IT lead Lee Horsfall is linked
into national discussions
Work ongoing to establish link from

ID

Category

Ready date

place (work ongoing with the Access to Services
group to establish processes between NHS 24 and
Cellma).
Taskforce Update
Each board will have a requirement to arrange Cellma access
via laptop / desktop and Cellma training for all workforce that
will be accessing self-referrals via the national service / hub.
Depending on the workforce model, this may require access to
multiple NHS sites e.g. Lothian will require access to Borders,
Fife, Lothian and Forth Valley as a peripatetic model in place.

RAG
Further Actions / Comments
rating and
score
Cellma to NHS24 / hub. Cellma
access will be provided and training
will be developed and delivered
nationally.
Generic SARCS mailbox will be
created and SOP associated with
this.

For business continuity, all health boards must provide the
national hub (NHS Ayrshire and Arran) with a generic SARCS
mailbox address in case of system outage. A referral can be
transferred via secure email.

T002

Local SOPs should be in place to ensure that all relevant
workforce have access to the mail box.

Ensure all staff understand how to record 1 month
information on Cellma for self-referral, and are before goaware of the information that is to be shared / not to live
be shared and when.

8

Staff will be made available for the
training slots.

9

1 laptop being provided to the
Board.

Taskforce Update
Training dates TBC but will be ran 7th - 29th March - will be
morning and afternoon slots and sessions will be recorded. Will
also provide a written user guide.

IT001

Ensure required IT hardware in place (Other than Early Feb
the new Tablet to be provided by the taskforce) e.g. 2022
printers, scanners, etc. If hardware required for the

ID

Category
service assistance may be
Taskforce.
Lead Responsibility: eHealth

Ready date
provided

by

the

RAG
Further Actions / Comments
rating and
score
Ricoh Multi Functional Device
identified and in a shared room with
swipe access.
All FMEs were given laptops and
are working well. Will link with the
printing device. Testing this and
the label printer so all can print
when required.

Taskforce Update
Tablet, keyboard, pen and covers to be provided. Access to
printer required in each SARCS so Cellma output can be
printed and wet signed.

eHealth lead is Lee Horsfall and he
is linked into the eHealth
workstream
IT002

IT003

Local HB configures new tablet and digipen for use.
Lead Responsibility: eHealth
Taskforce Update
Will provide basic guidance for how to set up - should match
local policies.

TBC
(Jan/Feb
2022)

Cellma users identified in each HB for each Cellma Jan 2022
access role (Clinical, admin, etc)
Lead Responsibility: Board Nominated Lead
Taskforce Update
Health boards will be provided with current user list nominated leads to confirm if correct or amend.

Need national guidance and advice
to allow configuration to the local
LAN

Most SOEs have been identified
and undertaken some Cellma
training but looking for refresher
training.
Admin identified and needs
appropriately trained
Await list to update/confirm users

ID

Category

IT004

Cellma testing users identified and allocated time to Feb 2022
complete testing (at least one SOE from each HB)
Lead Responsibility: Board Nominated Lead

IT005

IT006

IT007

Ready date

Taskforce Update
Testing 7 - 11th Feb (also other testing activity in Feb to ensure
all elements tested and any defects fixed and retested - each
board provide 1 or 2 testers for adults and at least 1 for CYP
(may not need to test CYP in all 14 boards).

Cellma Testing carried out and signed off once Feb 2022
completed.
Lead Responsibility: Board Nominated Lead
Taskforce Update
Testing will be co-ordinated by national programme but
requires sign off by board leads. Need to ensure each board is
content that Cellma works as expected in the board.

Local IT Helpdesk staff engaged and agree local Jan/Feb
responsibilities.
2022
Lead Responsibility: eHealth
Taskforce Update
Will provide guidance and support model - local support to be
agreed in place by local leads. Limited responsibility for local
helpdesks. Need ability to have a process to route issues to
NSS helpdesk if not a local issue.

Staff available for Cellma training. (Clinical, admin TBC
and system roles).
(Feb/Mar
Lead Responsibility: Board Nominated Lead
2022)
Taskforce Update
Training dates TBC but will be ran 7th - 29th March - will be

RAG
Further Actions / Comments
rating and
score
7
Staff identified and will be allowed
time for testing

6

This will be completed and signed
off within the timescales

An A4 guide will be developed for
the IT helpdesk to help provide
support and guide callers once we
have the national guidance for this

Await list to update/confirm users
Staff will be made available for
training.

ID

Category

Ready date

morning and afternoon slots and sessions will be recorded. Will
also provide a written user guide.

IT008

IT009

IT010

IT011

A user list will be provided to ensure all Cellma users identified
and clarify the correct access required (clinical or admin)
Requires board leads to review the user list and provide any
changes.

Training provided and signed off by HB as complete.
Lead Responsibility: Board Nominated Lead

RAG
Further Actions / Comments
rating and
score

Mar 2022

6

This will be completed and signed
off within the timescales

Local HB person appointed to lead PHS reporting. Jan 2022
(run monthly report and provide to PHS).
Lead Responsibility: Board Nominated Lead

6

Staff identified and will be allowed
time for training and testing

5

This will be completed and signed
off within the timescales

5

This will be undertaken and
conversations started with eHealth
lead, Lee Horsfall

Taskforce Update
Training will be co-ordinated by national programme but
requires sign off from board leads that training provided and
staff can use the system.

Taskforce Update
Appoint person - programme will then provide training and
confirm if tested and working.

Local reporting person completed Cellma reporting Mar 2022
testing & training.
Lead Responsibility: Board Nominated Lead
Taskforce Update
As above. Sign off that reporting lead trained and can carry out
reporting.

Local HB lead appointed for user management of Feb 2022
Cellma. (Lead person to approve new / remove
users and local processes in place to add / remove
users of Cellma).

ID

Category

Ready date

Lead Responsibility: Board Nominated Lead

RAG
Further Actions / Comments
rating and
score

Taskforce Update
Envision board lead or clinical lead to provide authority and
local ehealth to add / remove users based on notification from
leads.

P001

Processes and Systems
The necessary national –> regional –> local 3 months
pathways are in place between the telephony before goservice, the national hub and the Health Board to live
ensure safe handoff of callers from the telephony
service and hub to the local SARCS including any
relevant information that has been provided to the
call handler on the initial call.
Taskforce Update
As communicated in December, to ensure a safe and robust
handoff, a national hub (delivered by NHS Ayrshire and Arran)
is being established.
All health boards must work with NHS A&A to ensure the
necessary processes are in place to allow handover of referrals
from A&A to each board.
All health boards must provide the National Hub with:




On-call Forensic rota (rotas would be distributed to
Police Scotland for police referrals in non 27 x 7 staffed
SARCS). Notify the hub of any changes so the hub can
call the on call staff to notify that a referral has been
received.
Provide national hub with local escalation process in
case the on call HCP does not respond.

7

Refining transfer of call processes
locally and will link in with NHS
A&A as the National Hub work
processes as appropriate.

ID

Category




Ready date

Any changes to board contacts details.
Local pathway for those who call the national
telephony service >7 days post assault when an FME
is not required.
Pathway for anyone aged 13-15 who calls the
telephony service as they will also be referred via the
hub.

RAG
Further Actions / Comments
rating and
score

Health boards must ensure staff are available to pick up
referrals / calls from the national hub timeously (24/7) and take
appropriate action e.g. call the person back to organise an
appointment for a FME, in line with HIS Standards and SelfReferral Protocol.
When an FME is not required, ensure relevant SARCS staff are
available, who can ensure a smooth pathway of onward,
person centred healthcare, in line with the requirements of the
FMS Act, the HIS Standards and the Adult Clinical Pathway.
A process must be agreed with the hub so that confirmation
can be provided that a referral has been picked up and
actioned by the local SARCS.

P002

The numbers for the local SPA lab and out of hours 1 month
are available to all SARCS staff in the event that before goadvice is required to be sought from an SPA live
scientist regarding the retention of evidence.
Taskforce Update
Daytime numbers will be the local lab contact number.
Aberdeen – 01224 306 700
Edinburgh – 0131 6661 212
Scottish Crime Campus (Glasgow/West) – 01236 818243 or
01236 808296
Dundee – 01382 315 890
For out of hours;

10

Contacted Police Scotland and
local SPA number obtained (for
FMEs to obtain additional info from
forensic lab).
Numbers added to the SoP folder
and laminated on display in
SARCS.

ID

P003

Category
Biology on call co-ordinator – 07584 330 382 (in first instance)
Carol Rogers, Lead Forensic Scientist, Scottish Police
Authority - 07825236098

Ready date

Process in place for the management and 1 month
destruction of evidence to ensure any evidence before gocollected from a self-referral examination is not live
being retained after the agreed retention period as
per chapters 7 & 9 of the national protocol.
Taskforce Update
The Self-Referral Protocol includes guidance on the destruction
of evidence.
All health boards must ensure they have local processes in
place to manage all evidence they are storing, to ensure this is
stored in line with the protocol.
This process should be developed and shared with all staff in
the health board who are involved in the delivery of forensic
medical services.
Based on the responses received to the consultation and all
the evidence gathered, the Scottish Government proposes to
set the retention period at 26 months under regulations, these
will be put before the Scottish Parliament towards the end of
the month for final approval.
All forensic evidence captured or taken must be destroyed with
no distinction made between different types. Disposal /
destruction of any biometric data taken as evidence should be
carried out in accordance with the health board destruction
policy on biological material disposal.
Section 8 of the FMS Act states that evidence should be
destroyed ‘as soon as reasonably practicable’ at the expiry of
the retention period. Whilst the Act does not specify a
timeframe for this, subject to any UK GDPR or Data Protection
obligations, health boards should ensure that this happens
within at least 5 working days of the end of the retention period,

RAG
Further Actions / Comments
rating and
score

7

Review SOP to ensure local
compliance

ID

Category

Ready date

to ensure consistency in practice across the country.

P004

Process in place for the returning of evidence to the 1 month
person when requested (in line with chapter 8 of the before gonational protocol).
live
Taskforce Update
The Self-Referral Protocol includes guidance on the return of
evidence when requested.
All health boards must ensure they have local processes in
place to manage all evidence they are storing, to ensure this is
stored in line with the protocol.
A process for the return of certain items (if requested) should
be developed and shared with all staff in the health board who
are involved in the delivery of forensic medical services.
For self-referral, before returning evidence under section 7 of
the FMS Act, health professionals must consider if:


The item requested to be returned belongs to the
person who made the request. The health board
should ensure it is satisfied that the request has come
from the person whom the items belong to and not
from anyone else prior to returning items. If it is not
satisfied, the health board must refuse the request and
explain to the person why the item of evidence will not
be returned to them.



The item is safe to return to the person. There could be
exceptional circumstances where an item has become

RAG
Further Actions / Comments
rating and
score

7

Review SOP to ensure local
compliance

ID

Category

Ready date

biologically hazardous and it would be unsafe for it to
be returned to the person. For example, if there were
remnants or traces of a “date rape” drug on the item. If
it established that the item is not safe to return, the
health board must refuse the request and explain to
the person why the item of evidence is not being
returned to them.

RAG
Further Actions / Comments
rating and
score

Information Governance
I001

All necessary Data Protection Impact Assessments 1 month
(DPIAs) in place, to identify, assess and mitigate any before goactual or potential risks to privacy due to live
requirement to share information with the police.
This will be in line with current GDPR and Data
Protection obligations, and signed off through local
Information Governance structures, including
oversight by the Health Board’s SIRO.
(Board Chairs have been made aware of the need to
identify resource to develop IG documentation
required. In your return let us know if your board is
planning on developing their own DPIA or has
offered resource to help develop this centrally and
then modify locally. You will need to liaise with your
SIRO/IG lead to respond to this)
Taskforce Update
An information governance short life working group (IG SLWG)

6

Risks will logged locally on Datix
Gillian Jamieson, Head of
Information Governance – identified
resource and part of the Task
Force.

ID

I002

I003

Category

Ready date

has been convened to ensure there is a DPIA template for all
health boards to follow. Work is progressing well and the DPIA
will be easy to adapt to local circumstances.

All necessary Information Sharing Agreements in 1 month
place, based on a centrally agreed template, to set before goout the arrangements for the sharing of information live
between the Health Board and the police.
(Board Chairs have been made aware of the need to
identify resource to develop IG documentation
required. In your return let us know if your SIRO/IG
lead has started discussions with other boards about
how to develop this document).
Taskforce Update
Central Legal Office will write an ISA to cover information
sharing with police. A draft will be ready in late January for
consideration by the IG SLWG. Once complete there will be
very little to modify for each Health Board.

Privacy notices developed and available in a range 1 month
of appropriate formats for anyone who accesses before goforensic medical services and has their information live
stored by the Health Board.
Taskforce Update
A short life working group under the Clinical Pathways and
Access to Services subgroups is working to update the patient
information leaflet for police referral FME and is developing the
patient information leaflet for self-referral FME. In tandem the
group will develop an information card that people accessing
services can refer to which will provide the relevant information
regarding their data rights, including the ability to request return
of personal items stored by the health board under the

RAG
Further Actions / Comments
rating and
score

8

Gillian Jamieson, Head of
Information Governance – identified
resource and part of the Task
Force.

Checked with Gillian Jamieson,
Head of Information Governanceconfirmed “a SLWG has been set
up to revise the Privacy Notice
template for all territorial boards
and there is a section detailing
information sharing with police
Scotland for the purposes of
prevention/detection of crime. It
does not specify FMS but I
understood there was to be a
specific Privacy Notice being

ID

Category

Ready date

retention service, or destruction of their evidence. This
information will also require a privacy notice that will be
developed by the group, with IG input.
Board Nominated Leads should check that their health board
generic privacy notices are up-to-date, and whether any
references to the FMS Act need to be included in references to
'legal basis' for using personal info.

I004

General

Process in place, working with e-health leads to 1 month
ensure any photographs can be stored securely in before goline with GDPR, data protection and the FMS Act.
live
Taskforce Update
The CMO Taskforce is currently working with medical
illustration staff within NHS GG&C to develop guidance and
training for clinicians in the event they are required to take
photographs of external injuries as part of an FME (e.g. when
medical illustration are not available)
In November 2021, Board e-health leads were briefed on the
requirement for all boards to have a secure way to store
photographs, in line with GDPR, data protection and the FMS
st
Act and asked to liaise with board leads to ensure that from 1
April, their respective boards have processes in place, in the
absence of a national photo storage solution.
Medical illustration have recommended that images taken by
health board staff are saved on individual SD cards and backed
up electronically. All health boards will be provided with a
supply of SD cards and guidance on the use of these with the
photography equipment.

RAG
Further Actions / Comments
rating and
score
completed by the taskforce in
respect of this service, in which
case a link to this can be included
in NHSDG generic Privacy Notice.
I have not seen a draft of this as yet
so I am unable to offer any further
information but I will keep you
update when I know more.”
5

SOP will be developed so process
is in place

ID

Category

G001

All Health Board Nominated Leads engaged directly June 2021
(or indirectly via a regional rep) on the development
of the national telephony service.

G002

Ready date

Taskforce Update
All health boards should ensure they are engaging with the
national hub board to provide local pathways and ensuring
processes are agreed for handover. Testing of processes will
be required before go-live and therefore all boards should
ensure they are engaged on this

All Health Board Nominated Leads contributed to the May 2021
development of the National Self-Referral Protocol to
ensure it is fit for purpose and the key requirements
of the protocol have been communicated to wider
Health Board staff.

RAG
Further Actions / Comments
rating and
score
6
Emma McRobert, NHS D&G rep
linked into WoS discussions and
the Access to Services Task and
Finish Group and will ensure links
are made with NHS A&A Hub to
provide local pathways.

10

Until April 2021(before leaving
post) NHS D&G rep was heavily
involved in development of the
protocol. Protocol was shared with
FME’s, SH dept, Police Scotland
Current NHS D&G rep linked into
WoS discussions and the Access to
Services Task and Finish Group

Taskforce Update
This document has been approved by the CMO Taskforce and
the Lord Advocate.
st

Please note, the protocol is subject to minor change before 1
April when the final version will be sent to all health boards.
Any versions previously sent to board leads should only be
st
utilised to inform service planning between now and 1 April.

G003

All Health Board Nominated Leads to ensure they 1 month
have appropriate processes in place to provide the before gonecessary information (as provided for in the FMS live
Act and detailed in chapter 6 of the national
protocol), before a self-referral examination, in line
with the nationally agreed format.

6

Storage capacity will be checked
and process in place for distribution

ID

Category

Ready date

RAG
Further Actions / Comments
rating and
score

Taskforce Update
A SLWG is currently developing a Self-Referral leaflet and an
important/necessary information leaflet that will be given to all
persons who attend SARCS. Electronic access to these along
with appropriate Easy Read and translations will be made
available to all SARCS for go live date.

G004

SARCS are to ensure they have storage capacity for the
leaflets and process in place to ensure they are handed out.

Each SARCS facility where examinations take place 1 month
have all other necessary leaflets (take away before goinformation for victims) to provide before and live
following a self-referral examination
Taskforce update
As above under development by the SLWG.

6

As above

Agenda Item 156 - Appendix 4
1. Service Input Measures
1.3 Number of SOE’s on rota that are female.
1.4 Number of Forensically Trained Nurses (FTN’s) on rota.
1.6 Number of FTN’s on rota that are female.
1.7 Is there a care/nurse coordinator role in place?
3. Outcome Measures

3.1 Number of forensic medical examinations (FME’s) carried
out within 3 hours?
3.3 Number and Percentage of FME’s where victim was
offered the choice of sex of examiner?
3.4 Number and Percentage of FME’s where victim expressed
a preference for sex of examiner which proceeded without
delay?
3.5 Number and Percentage of examinations where Sexual
Offences Examiner was female?
3.6 Number and Percentage of examinations carried out with
the support of a forensically trained nurse?
3.7 Number and Percentage of examinations which were
supported by a female forensically trained nurse

April - June 2021 July - Sept 2021 Oct - Dec 2021 predicted with new model
1 (25%)
2 (50%)
4 (80%)
4 in hours, Nil 4 in hours, Nil
OOHs
OOHs Funding will provide resource to support an OOHs rota
4
4 Funding will provide resource to further achieve this measure
Funding will provide resource to further achieve this measure with a
No
No FTN undertaking this role

2 (100%)

D&G generally achieve this, and carry a tolerance that this will not
always be achieved if SOEs needs to be released from practice duties in
hours.
1 (50%) due to Being able to offer an adequately resourced in hours and OOH service
patient choice will ensure we are meeting 3hr target where possible

0

2 (100%) Funding will provide resource to further achieve this measure

0

2 (100%) Funding will provide resource to further achieve this measure

1 (50%)

2 (100%)

1 (50%)

1 (50%) Funding will provide resource to further achieve this measure
D&G are reliant on Police Scotland SOLOs (Sexual Offences Liaison
Officers) fulfilling this role.
0 Funding will provide resource to further achieve this measure
D&G are reliant on Police Scotland SOLOs (Sexual Offences Liaison
Officers) fulfilling this role.
0 Funding will provide resource to further achieve this measure

Agenda Item 156 - Appendix 5

PARTNERS:
Dr Robin Jamieson
T: 07976051207
e: robin.jamieson@nhs.scot

PO BOX 8616
TROON
KA10 9BF
COMPANY NO: SO304806

Dr Bruce Henderson
T: 07901901620
E:
bruce.henderson@aapct.scot.nhs.uk
Dr Robbie Cumming
T: 07810848885
E:
Robbie.cumming@aapct.scot.nhs.uk

_____________________________________________________
Custody and Offender Medical Services (COMS) is an independent forensic and custodial specialist
healthcare provider consisting of 20 Doctors, 7 nurses and 2 administrative staff. Founded in 2014, COMS
has grown to become the largest provider of custodial healthcare and forensic medical services in Scotland
with contracts covering:
•

•

•
•

•

•
•
•

Police Custody Healthcare and Forensic Services:
o NHS Ayrshire and Arran
o NHS Lanarkshire
o NHS Greater Glasgow & Clyde
o NHS Highland
Prison Urgent Care Service:
o NHS Greater Glasgow & Clyde:
§ HMP Barlinnie
§ HMP Low Moss
§ HMP Greenock
o NHS Ayrshire & Arran:
§ HMP Kilmarnock
UK Border Force:
o Glasgow Airport
Specialist Adult Sexual Offence Examination Service:
o NHS Shetland
o NHS Western Isles
Specialist Paediatric Forensic Examination Service:
o NHS Lanarkshire
o NHS Greater Glasgow & Clyde
o NHS Ayrshire & Arran
o NHS Dumfries and Galloway
Drug Crisis Centre:
o Turning Point Scotland, Glasgow
Bail Bed Centre:
o Turning Point Scotland, Glasgow
Forensic and Custodial Healthcare Support:
o NHS Orkney

COMS have provided West of Scotland Child Forensic Physician (CFP) services continuously for the last 4 years
and adult/adolescent Forensic Physician (FP) locum services to the Archway SARC, Glasgow. In addition to
activity in the West of Scotland, COMS provide cover to NHS Shetland and NHS Western Isles to conduct adult
and adolescent sexual offence examinations on the islands and have travelled to a number of examinations
in these areas. We also provide locum CFP and adult sexual offence examinations in NHS Highland and NHS
Tayside. We are accustomed to providing peripatetic services over a wide geographical area, within
contracted response times, ensuring minimal delays for patients and Police colleagues.
We have long-established connections with Police Scotland and also with NHS service managers and clinicians
across Scotland through our ongoing CFP, Archway and Police Custody Healthcare contracts. From a clinical
standpoint, COMS partners sit on regular operational and liaison committees as well as a range of local,
regional and national committees. COMS participated fully in the Taskforce for the Improvement of Services
for Adults and Children who have experienced Rape and Sexual Assault, and Dr Jamieson is currently the FP
Representative for the BMA Secure Environment Group Committee, is a Fellow of the Faculty of Forensic and
Legal Medicine and sits on the National Police Care Network Core Steering Group.
We share the common purpose, values, and principles of Health Boards to preserve life and reduce harm to
all patients in our care. We work according to protocols, standards and recommendations provided by:
•
•
•
•
•
•
•
•
•

General Medical Council (GMC)
Faculty of Forensic & Legal Medicine (FFLM)
British Medical Association (BMA)
Royal College of Paediatrics and Child Health (RCPCH)
Forensic Medical Services (Victims of Sexual Offences, Scotland) Bill
Getting It Right For Every Child (GIRFEC)
UN Convention on the Rights of the Child (UNCRC)
Adult Clinical Pathway (CMO Task Force)
Children and Young People Clinical Pathway (CMO Task Force)

Medical Team:
Dr Robin Jamieson – Clinical Lead Partner/GP/IRC Medical Officer/Forensic Physician/Adult and Child Sexual
Offences Examiner
Dr Bruce Henderson – Partner/GP/Prison Medical Officer/Forensic Physician/Adult and Child Sexual Offences
Examiner
Dr Robert Cumming - Partner/GP/Forensic Physician/Adult and Child Sexual Offences Examiner
Dr Kamran Ahmed - GP/Forensic Physician/Adult Sexual Offences Examiner
Dr Shaunna Anderson - GP/IRC Medical Officer/Forensic Physician/Adult Sexual Offences Examiner
Dr Cormac Convery – GP/Prison Medical Officer/Forensic Physician/Adult Sexual Offences Examiner
Dr Amgaad Faltaous - Paediatrician/Children’s Forensic Physician/Adult Sexual Offences Examiner
Dr Scott McCulloch - GP/Forensic Physician/Adult Sexual Offences Examiner
Dr Hannah McKinlay - GP/Prison Medical Officer/Forensic Physician/Adult Sexual Offences Examiner
Dr Mona Rahim - Paediatrician/Children’s Forensic Physician/Adult Sexual Offences Examiner
Dr Jennifer Wall - GP/Forensic Physician/Adult Sexual Offences Examiner
Dr Harris Rana – GP/Prison Medical Officer/Forensic Physician
Dr Zain Mohammed - GP/Prison Medical Officer/Forensic Physician
Dr Gary Cooney - Consultant Psychiatrist/Forensic Physician
Dr Philip Laraway - GP/Forensic Physician
Dr Andrew Manchip - GP/Forensic Physician
Dr S. Manoharan - GP/Forensic Physician
Dr Gaja Reddy – Forensic Physician
Dr Iain Jamieson - GP/Forensic Physician
Dr Garry Walker - GP/Forensic Physician

Nursing Team:
Mrs Jackie Robb – IRC specialist nurse/Police Custody Nurse/RGN
Mrs Leanne Wilson (McComb) – IRC Specialist Nurse/Police Custody Nurse Prescriber/RGN
Mrs Lorraine Docherty – Police Custody Nurse/RMN
Mr Mark Donnelly – Police Custody Nurse/RMN
Mr Michael Hughes - Police Custody Nurse & Forensic CPN/RMN
Mrs Maxine MacDougal - Police Custody Nurse & Forensic CPN/RMN
Mrs Gillian Mulvey – Police Custody Nurse/RGN

Administrative Team:
Mr John McCoach – Non-Clinical Service Manager
Mrs Pauline Young – Administration Manager

_____________________________________________________
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Purpose
This is presented to the Board for:
 Assurance
 Discussion
This report relates to:




Annual Operation Plan
Emerging issue
NHS Board/Integration Joint Board Strategy or Direction

This aligns to the following NHSScotland quality ambition(s):
 Safe
 Effective
 Person Centred
Please select the level of assurance you feel this report provides to the
board/committee and briefly explain why:
Significant
Moderate
Limited
None
Not yet assessed
X
Comment:
This paper has not yet been assessed for assurance as the plan has not yet
been approved to be assessed against.
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From the list below, please select which Board Priority this paper relates
to. If none of the priorities suit, please select other and briefly explain why
this paper needs to be reviewed at Board/Committee:
COVID-19 Containment Work

X

Delivery of Sustainable Service
Models
Other (please explain below)

X

Continued Support for Staff
Wellbeing
Delivery of Enhanced Services to
address Pandemic Harms

X
X

Comment:

2

Report summary

2.1

Situation
The Integrated Health and Social Care Workforce Planning Guidance for
Scotland 20191 provides guidance on the legislative requirements for NHS
Boards and Integration Authorities on developing workforce plans which is
outlined below;

1



NHS Boards (under the 1978 NHS Act) are required to undertake workforce planning to
ensure a full range of services are provided, including working with independent contractors
in primary care. Existing guidance under CEL 32 (2011)2 requires NHS Boards to produce
and submit annual workforce plans.



Integration Authorities (IAs), which are not employers themselves, produce Strategic
Commissioning Plans that identify local health and social care needs and show how
appropriate services will be delivered by the Health Board and Local Authority. The Public
Bodies (Joint Working) Scotland Act 2014 requires Health Boards and Local Authorities to
put in place appropriate workforce plans to assure the availability of an appropriately trained
workforce to deliver those services, and the process for agreeing those plans must be set
out in each Integration Scheme.



Local Authorities and other social care services employers under Regulation 15 of The
Social Care and Social Work Improvement Scotland (Requirements for Care Services)
Regulations 20114 must ensure that suitably qualified and competent persons are working
in the care services in such numbers as are appropriate;



Third and independent sector employers are likely to undertake local workforce planning
to enable adequate staffing resources, but scale and scope of this varies from employer to
employer. Many of the services provided by third and independent employees are
commissioned by the IA or Local Authority. (updated in DL 2020) to include NHS Boards
and IAs should therefore ensure that representatives from Third and Independent
Sector and primary care partners continue to be included as key stakeholders in the
development of their workforce plans.

https://www.gov.scot/publications/national-health-social-care-integrated-workforce-plan/
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As part of that requirement NHS Boards and IAs (through HSCPs) are
required to develop three year Workforce Plans, publishing the first of these
by 1st April 2021, covering the period up to 31st March 2024 (updated in
DL(2020) 27 to 31st March 2022).
All NHS Board Areas have been working to a nationally agreed timescale to
publish Workforce Plans by 31st March 2022. However, we were notified on 20th
December 2021 that due to ongoing system pressures this has been put back to
31st July 2022. Further guidance is being prepared by Scottish Government.
Due to the significant amount of progress made with the Workforce Plan in D&G
it is proposed that we continue towards a publication date of 1st April 2022 and
provide a refresh in July 22 if required.
This final draft of the Workforce Plan has been developed by the Health and
Social Care Workforce Planning Group which has representatives from NHS,
Local Authority, Third Sector, Independent Sector and Staff Side. Operational
managers, professional leads and other key stakeholders have engaged with
the development of the plan over the past 9 months.
The plan seeks to provide a description of health and social care workforce
currently and the challenges, barriers and opportunities that we currently face. It
also aims to provide some actions that will support us to address common
issues across the partnership. The plan has been developed with the Strategic
Commissioning Plan and its Strategic Commissioning Intentions at its core.
Every Theme/Ambition and Action has been mapped to a Strategic
Commissioning Intention to ensure alignment of the 2 plans.
Work is underway currently to develop a framework to support the ongoing
monitoring of delivery of the actions and the governance that supports that.
Appendix 1 contains the final draft Health and Social Care Workforce Plan 20222025 for the NHS Board to review. It should be acknowledged that the NHS
Board were scheduled to receive an update on the Workforce Plan in November
2021 however due to operational pressures at that time it was not possible to
provide that.

2.2

Background
The 2022-2025 Health and Social Care Workforce Plan has been developed
over the past 9 months through the Health and Social Care Workforce Planning
Group which has representation from NHS, Local Authority, Third and
Independent Sectors. This plan is integrated with the Strategic Commissioning
Plan which will be published on 31st March 2022.

2.3

Assessment
It is important that NHS Board members are afforded an opportunity to provide
feedback on the attached final draft Workforce Plan.
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Therefore, there will be a 4 week period between 14th February 2022 and 14th
March 2022 for the NHS Board to review the plan and provide any feedback to
inform the final version of the plan which will be presented to the NHS Board on
11th April 2022 for final approval for publication. That approval will relate to all
the components of the plan that affect NHS workforce/resources/services.
As part of the ongoing engagement process, a one hour workshop will be
arranged over the 4 week engagement period for any Board member who would
like to attend where they can be navigated through the plan, the process to
develop it and discuss any questions or issues so that members can make an
informed contribution to the engagement process.
2.3.1 Quality/ Patient Care
Understanding the composition of our workforce and the challenges and
opportunities to influence the delivery of care helps us improve patient care.
2.3.2 Workforce
Understanding the composition of our workforce and the challenges and
opportunities they meet helps us to plan interventions that will support our
workforce physical and mental health and wellbeing.
2.3.3 Financial
Any workforce planning activity must meet the Affordability, Availability &
Adaptability tests as highlighted in CEL 32 (2011).
2.3.4 Risk Assessment/Management
A medium risk appetite has been identified for this paper as the risks within this
paper are all related to workforce sustainability.
2.3.5 Equality and Diversity, including health inequalities
An equality impact assessment will be undertaken in February 2022.
2.3.6 Other impacts
No other impacts were identified when preparing this paper.
2.3.7 Communication, involvement, engagement and consultation
A series of engagement sessions, one to one meetings and committee update
reports have been carried out as part of the development of the plan.
Wherever possible opportunities to present the Workforce Plan as part of the
Strategic Commissioning Plan Consultation have been taken.
Iterations of the plan have been submitted to the following;







NHS Staff Governance Committee in September 21 and January 22
Area Partnership Forum October 21 and December 2021
IJB Forum Session August 21
IJB Workshop January 22
IJB Meeting November 2021, January 2022
Strategic Planning Group November 2021, February 2022
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Integration Partnership Forum December 2021
NHS Board February 2022
General Managers Group November 21
Social Work Committee February 2022
Crichton Campus Development Group July 2021
D&G Carers Centre July 2021
Third Sector Forum September 2021

2.3.8 Route to the Meeting
The normal governance route for the Health and Social Care Workforce Plan
as it relates to current national guidance has been described below. Due to
the integrated nature of this plan there is a requirement for the Local Authority
and the Third and Independent Sectors to seek approvals through their own
governance routes for parts of the plan relate exclusively to their sectors. This
governance route is proposed for all future iterations of the Workforce Plan.
2022-2025 Workforce Plan route of approval

Staff Governance
Committee
Staff Governance
Committee
Staff Governance
Committee
Staff Governance
Committee

Area Partnership Forum
Area Partnership Forum
Area Partnership Forum
IJB Forum Session
IJB Meeting
IJB Workshop
IJB Meeting
IJB Membership
IJB Meeting

NHS Board

1st draft for feedback

27/09/2021

Updated plan for feedback

22/11/2021

Final Draft plan on 4 week
circulation
Seek endorsement of plan (in
relation to assurance that the
committee has evidence that the
plan has been developed in
partnership) for submission to the
NHS Board for final approval
1st draft for feedback
Updated plan for feedback
Final Draft plan on 4 week
circulation
Draft Themes/Ambitions
1st draft for discussion
Themes/Actions
V8 plan for feedback at meeting
Final Draft plan on 4 week
circulation
Final approval of the plan with full
publication subject to NHS Board
approval at its meeting on 10th
March 2022
Final Draft plan presented on 14th
Feb 22 and commencement of a
4 week feedback circulation with
a 1 hour workshop TBA in the 4
week period

25/01/2222/02/22
28/03/2022
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28/10/2021
16/12/2021
25/01/2222/02/22
08/08/2021
18/11/2021
18/01/2022
20/01/2022
25/01/2222/02/22
10/03/2022

14/02/22 –
14/03/22
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NHS Board

2.4

Final approval with SGC having
endorsed at 28/03/22 meeting
and IJB approved at 10/03/21
meeting

11/04/2022

Recommendation
 Assurance – The Board are assured that the Workforce Plan is being
developed to agreed timescales and that the draft Themes/Ambitions/Actions
have been developed with appropriate stakeholder engagement.
 Discussion – The Board affords an opportunity to discuss the final draft
Themes/Ambitions and Actions and provides feedback on these with a view
to the final approval of the plan being granted at its meeting on 11th April
2022.

3

List of appendices
The following appendices are included with this report:
 Appendix No 1, 2022-2025 Health and Social Care Workforce Plan
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HEALTH AND SOCIAL CARE WORKFORCE PLAN 2022-25

Foreward
The greatest asset we have are the people who work in health and social care in Dumfries
and Galloway whether it be in the statutory sector, independent sector, third sector
providers, volunteers or Carers. Without them, high quality health services, care and
support could not be provided. We therefore owe it to people working in health and social
care to tackle the workforce issues that need to be fixed in order to provide a sustainable
future workforce.
This Health and Social Care Workforce Plan sets out the vision, aims and ambitions that are
needed to address some fundamental problems with supply, recruitment and retention of
the health and social care workforce.
We will continue to support people working in health and social care and ensure wellbeing
is at the heart of our planning as well as creating a compassionate culture, effective
workforce engagement and inclusion.
Addressing the challenges of and recovery from the Covid-19 pandemic remains a priority
for all health and social care services in Dumfries and Galloway.
This plan has been developed by the Health and Social Care Workforce Planning Group
and sets out to describe the following;

Section 1:

Introduction and Context for the plan

Section 2:

Themes, Ambitions, Actions

Section 3:

Opportunities 2022-2025

Section 4:

Key Workforce Areas of Focus

Section 5:

Glossary of Terms

Appendix 1:

Combined People Profile

Appendix 2:

People Profile by Sector

Laura Douglas

Julie White

Chair

Chief Officer
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Section 1 – Introduction and Context
1.1 Purpose and Scope of the Plan
The requirement to produce workforce plans has been established in legislation through
CEL 32(2011), the Public Bodies (Joint Working) Scotland Act 2014 and under Regulation
15 of the Social Care and Social Work Improvement Scotland (Requirements for Care
Services) Regulations 2011.
The workforce is key to delivering health and social care and in scope for this plan are;


Adult social care, adult primary care, community and acute health care, as well as
some elements of housing, are delegated to the Integration Joint Board (IJB). A full
list of functions delegated to the IJB is contained within the Dumfries and Galloway
Scheme of Integration.

This Workforce Plan covers the period 2022-2025. As a Health and Social Care Partnership
there is a common shared aim which is to ensure everyone in Dumfries and Galloway
receives high quality health and care services at the right time and in the right place.
NHS Dumfries and Galloway and Dumfries and Galloway Council remain individual
employers of staff in the Integration Joint Board (IJB) and each has detailed workforce
plans. However, it is recognised that in order to deliver the IJB 2022-2025 Strategic
Commissioning Plan there is a need to develop an overarching plan that addresses
common issues across the Partnership either by those directly employed by the statutory
health and social care organisations, those employed by independent contractors such as
general practitioners (GPs) and it also recognises the contribution of the independent sector
and third sector without which the Health and Social Care Partnership could not function.
The underpinning workforce planning framework used to develop this plan is the 6 Steps
Methodology to 1Integrated Workforce Planning.

1.2 Stakeholder Engagement
In Dumfries and Galloway there is a strong commitment to working in partnership with trade
unions to develop workforce plans. Staff side colleagues from NHS and Local Authority are
core members of the Health and Social Care Workforce Planning Group.
Similarly, this integrated workforce plan has been developed in conjunction with
representation from Third Sector Dumfries and Galloway, Scottish Care, the Local Authority
and the NHS.

1

https://skillsforhealth.org.uk/wp-content/uploads/2020/11/six-steps.jpg
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In addition, a variety of engagement sessions have been conducted with the Integration
Joint Board, Independent Sector and Third Sector Bodies as well as NHS and Local
Authority governance groups.

1.3 Strategic Context
The vision of Dumfries and Galloway Integration Joint Board is;

“People living happier, healthier lives in Dumfries and
Galloway”
To achieve this vision, the Integration Joint Board has developed 7 Strategic
Commissioning Intentions (SCIs);

SCI1

People are supported to live independently at home and avoid crisis

SCI2

Fewer people experience health and social care inequalities

SCI3

People and communities are enabled to self manage and supported to be more
resilient

SCI4

People have access to the care and support they need

SCI5

People’s care and support is safe, effective and sustainable

People who deliver care and support, including Carers and volunteers, feel
SCI6 valued, are supported to maintain their wellbeing and enabled to achieve their
potential
SCI7

People’s chosen outcomes are improved through available financial resources
being allocated in line with the model of care and delivering best value

Having the right workforce is crucial to delivering these Strategic Commissioning Intentions.
This plan sets out workforce development actions to support workforce sustainability across
health and social care and help us to transform services.
Our current health and social care workforce has a diverse range of skills and capabilities
but we know that as health and social care services adapt to the changing needs and
expectations of our population that existing ways of working and traditional roles will also
have to adapt to meet future needs. Therefore,
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HEALTH AND SOCIAL CARE WORKFORCE PLAN 2022-25

The aim of this plan is that by 2025 we will have a motivated and
valued health and social care workforce with the competence and
confidence to meet the needs of the people of Dumfries and
Galloway.
To achieve this aim we need to meet these objectives;
1. By 2025 we will continue to develop our workforce to have the right values,
behaviours, knowledge, skills and confidence to deliver evidence based person
centred care and support people’s wellbeing as close to home as possible
2. By 2025 we will develop sustainable models of working across the Partnership
that will continue to deliver responsive health and social care to meet the
needs of the people of Dumfries and Galloway
3. Our health and social care workforce do their best work in strong teams, we
will further build on this so that by 2025 our entire workforce feels valued and is
valued.
Section 2 outlines the Themes, Ambitions and Actions that will deliver these Aims and
Objectives.

1.4 Population Context
Dumfries and Galloway is home to just under 150,000 people, according to the National
Records of Scotland (NRS) estimates (2020). The map below illustrates the 4 traditional
localities of Wigtownshire, Stewartry, Nithsdale and Annandale and Eskdale.
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More information about the population can be found in the Summary Strategic Needs
Assessment2 second edition.
Dumfries and Galloway has a greater proportion of older adults than other parts of Scotland.
Dumfries and Galloway also has an ageing population, where it is expected that the
proportion of older adults will grow over time and the number of working aged people will
become fewer.

It is expected there will be more pensionable aged people than working aged people in the
future, this is known as the dependency ratio. It means that there will be fewer people
available to support a more dependent population and working aged people may be
providing more support to older people.

2

https://dghscp.co.uk/performance-and-data/strategic-needs-assessment-second-edition/
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Demographic change within the workforce is one of the most significant drivers for change,
the Health and Social Care Partnership will need to develop new roles, new ways of working
and new recruitment and retention strategies in order to avoid a significant loss of staff in
the next 5 to10 years.
The proportion of staff aged 55 and over has been modelled with an assumed growth rate
of 0.5% for 2021-2023 and a growth rate of 0.25% thereafter. (TP check growth rate against
MTFF - ? 1.3% for health and 1.7% social care) Within this model are assumptions that all
staff aged 70 and over will retire, only those aged 55 and over are eligible for retirement and
any leavers not of retirement age are replaced by a person of the same age and AfC Band
(TP sense check assumptions). This showed the estimated proportion of the workforce who
could be aged 55 and over is expected to increase from an estimated 26.5% 2022 to an
estimated 29.0% in 2031. Below is a graph showing the modelled estimated number of
people retiring by year. This increases from an estimated 114 people in 2022 to 149.4 in
2031.

1.5 Financial Context
The financial outlook for public sector services is extremely challenging in the medium term.
This has been worsened by the economic impact of the Covid-19 pandemic. Further
information on the integration budget can be found in the full Strategic Commissioning Plan
2022-2025 (TP provide link).
The effective integration of service, financial and workforce planning areas can result in
positive financial benefits for the Partnership, for example, if we are able to retain staff for
longer then we reduce turnover and the costs associated with repeated recruitment.

1.6. Policy Drivers
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The proposed establishment of a National Care Service (NCS) will begin to take shape over
the lifespan of this workforce plan and beyond it as the consultation ends and the legislation
begins to go through the parliamentary process in summer 2022.
At this point it is not clear exactly what the workforce implications will be, however in areas
such as social work, the proposed National Social Work Agency could have the potential to
deliver a stronger social work profession with more consistent pay and conditions for social
work staff across Scotland and improved career structures.
It will be important that linkages are made with the NHS Recovery Plan 2021-20263, the
Council Plan 2017-22 and the Council People Strategy 42021-26 and that workforce
implications of all the actions in this document are aligned to these where relevant.
Similarly, the publication of the National Strategy for Health and Social Care due in January
2021 will provide additional context on the national direction of travel for the health and
social care workforce.

1.7 Workforce Context
People deliver care and support for NHS Dumfries and Galloway (NHS DG), Adult Social
Work at Dumfries and Galloway Council (DG Council), the third sector and the independent
sector.
There are different types of organisations in the third sector and independent sector;


Care and Support provider partners that are registered with the Care Inspectorate and
have information about their workforce published by the Scottish Social Services Council
(SSSC). Within this plan this group is called the Registered Third and Independent
Sectors.
There are a number of groups working in the social service sector that these statistics do
not capture. These include childminding assistants, volunteers and personal assistants.
Another group not included in these statistics is centrally based office staff in private and
voluntary organisations. This is because they are not based in a registered service and
so are not included in the scope of the Care Inspectorate’s data collection.
This data has been extracted using the following SSSC sub sectors:

3

https://www.gov.scot/binaries/content/documents/govscot/publications/strategy-plan/2021/08/nhs-recoveryplan/documents/nhs-recovery-plan-2021-2026/nhs-recovery-plan-2021-2026/govscot%3Adocument/nhsrecovery-plan-2021-2026.pdf
4
https://dumfriesgalloway.moderngov.co.uk/documents/s34280/People%20Strategy%20-%20appendix%201.pdf
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Adult Day Care, Adult Placement Service, Care home for Adults, Housing Support/Care
at Home, Nurse Agency, Offender Accommodation, Fieldwork Service (Adults),
Fieldwork Service (Generic) and Fieldwork Service (Offenders).


Care and Support provider partners commissioned by DG Council or NHS DG on behalf
of the Integration Joint Board (IJB) but who are not registered services in the bullet
above. Within this plan this group is called Not Registered Commissioned Third and
Independent Sectors.
Collecting information from Commissioned Third Sector and Independent Sector
services was paused during 2020 due to the Covid-19 pandemic. In 2021 there has
been a light touch approach to contract monitoring. As at 30 September 2021 there were
34 commissioned organisations with 42 contracts. These include support services for
people with a visual or hearing impairment, counselling services, support services for
people with dementia and their Carers, support for adults and children, physical and
learning disabilities and for mental health. There are also training services, the provision
of equipment and adaptations and a small repairs service.



Care and Support provider partners that are not commissioned services. This includes
charities, social enterprises and community groups. Within this plan this group is called
Wider Third Sector.
The Wider Third Sector in Dumfries and Galloway employs people and is supported by
volunteers. It can be difficult to gather the workforce data from the Wider Third Sector. It
is made up of a broad range of organisations offering a diverse range of services. Whilst
many organisations clearly identify as supporting health and social care, many more
support health and social care outcomes indirectly through their activities. This makes it
challenging when trying to identify or define third sector organisations that contribute to
the health and social care workforce or volunteer profile. The onset of the Covid-19
pandemic saw many third sector organisations and community groups closing, either
permanently or temporarily. Many staff were furloughed and volunteering stopped.
Organisations which remained open have had to increase or adapt their service,
resulting in a different staff and volunteer profile to the pre-Covid-19 delivery. All of these
circumstances create logistical complexity in gathering consistent and complete
information.
The Wider Third Sector includes diverse organisations from those who are part of larger
national organisations through to small community-based groups. These organisations
include those who:
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Support health and social care, including those that help people to live
independently in their own homes. For example, support with food deliveries and
small repairs



Are indirectly linked to health and social care, but who help people to achieve
positive health outcomes. For example befriending organisations, or social groups
such as the Men’s Sheds, who help alleviate social isolation and loneliness and
therefore increase personal resilience

It is important to note there are no universally agreed definitions for third and independent
sectors and the definitions above may not match other documents or sources of data and
information.
A detailed breakdown of workforce can be found in Appendices 1 and 2 of this plan.

Key workforce assumptions
1. Our guiding principle will be alignment with the Strategic Commissioning Plan and in
particular that “people who deliver care and support, including Carers and volunteers
feel valued, are supported to maintain their wellbeing and enable to achieve their
potential”
2. NHS Dumfries and Galloway and Dumfries and Galloway Council remain individual
employers of staff in the Integration Joint Board
3. Our proportion of older adults will continue to grow and the number of working aged
people will decrease and there will be fewer people to support a more dependent
population
4. We will continue to be prepared to respond to Covid-19 surges as any new variants
develop
5. We will be in a position to engage with international recruitment markets
6. Technological advances made during Covid-19 will be evaluated, harnessed and
embedded into normal working practice
7. New roles or new service models will be progressed where continual recruitment has
not been successful
8. We will consider the impacts or anticipated impacts Covid-19 has had on our
workforce across health and social care

Current Workforce Challenges
It is important that we clearly acknowledge that all partners are not operating on a level
playing field and uneven competition between sectors for a limited pool of staff is causing
severe staffing crises as we enter into winter 2021/22.
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There are varying rates of pay, terms and conditions for “like for like” jobs across the
Partnership. As of December 2021, an unregistered, entry level Care and Support Worker at
CASS will attract a starting rate of £11.12 per hour. In a similar role in the independent care
home sector, the same candidate will receive a starting rate of £10.02 per hour. This latter
minimum rate has recently been introduced by the Scottish Government, in recognition of
the recruitment challenges in social care. A further increase to £10.50 has been announced
in the 2022-23 Scottish Budget. It is likely the National Care Service will bring further uplifts
at national level.
There are opportunities within the local health and social care system to open early
conversations with all stakeholders and begin work to ‘level up’ around the principle of equal
pay for equal work.
High levels of vacancies existed in health and social care pre Covid-19 but have been
exacerbated by the pandemic and by Brexit. We are operating with significant staffing
shortages across many areas of health and social care which is worsened by the overall
lack of workers within the local labour market in Dumfries and Galloway where are
competing with local supermarkets and the hospitality sectors for staff.
In addition, social care is not viewed as an attractive career option and funding uncertainty
alongside short term funding cycles for providers creates instability in the workforce.
There is a large section of the Partnership in social care and unpaid care roles that feel
undervalued, unsupported and underpaid and that is primarily female. In addition increasing
numbers of staff are absent due to due to mental health issues.
Whilst the effect of the pandemic are acknowledged there are issues that have been in the
midst for a significant period of time that need to be addressed. Policy documents as far
back as The Christie Commission5 in 2011 have directed us towards ensuring there is
effective leadership and management, ensuring a sustainable workforce by respecting staff
and improving their experience of work. Similarly, we know that the people who work in
health and social care are getting older therefore it is vital that we support them to look after
their health and wellbeing so that there is a good attendance at work to provide high quality
care.
Retaining younger adults in the region is an issue that needs to be addressed so that local
rural populations are sustained. It is acknowledged this is a challenge across the local
economy and not simply a health and social care crisis. It is therefore important to continue
to forge links and plan as broadly as possible with other key stakeholders such as the South
of Scotland Regional Economic Partnership and the Dumfries and Galloway Apprenticeship
Strategic Board. Forging links with key strategic partners will allow us to collaborate on
population growth strategies that will increase the overall workforce pool in the region. That
5

https://www.gov.scot/publications/commission-future-delivery-public-services/documents/
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will include developing our people and attracting new talent to the region, promoting local
career opportunities and the diverse range of jobs available in the region and by offering a
career in Dumfries and Galloway as a lifestyle choice.

Section 2 – Themes, Ambitions and Actions
This Workforce Plan is underpinned by 5 key workforce themes that have been shaped by
the engagement undertaken. Annual monitoring will be undertaken to assess progress
against the action plan and will be reported into the Integration Joint Board and relevant
statutory sector groups or committees.

Theme 1

Attracting, recruiting and retaining

Theme 2

Ensuring sufficient availability of high-quality training and
development including multidisciplinary and cross sector
working and training

Theme 3

Building on, consolidating and promoting health and wellbeing

Theme 4

Improving workforce data

Theme 5

Creating a culture that embeds human rights, equity and
equality in health and social care and supports “Good
Conversations”

1 YEAR ACTION PLANS
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2022-2023

Theme 1:

2023-2024

2024-2025

Attracting, recruiting and retaining

Theme 1: Ambition 1 (Links to SCI 6)
Implement a programme of recruitment that supports delivery of the
Strategic Commissioning Intentions
As a key principle all partners will be mindful that large scale recruitment
campaigns may inadvertently move staff from one sector to another and that
this must be taken into account to minimise impact on local services.
As a principle, joint recruitment adverts and marketing campaigns will be channelled through the
Dumfries and Galloway Health and Social Care Social Media pages and through DG Council
and NHSDG pages in order to maximise coverage. All advertising and marketing will use
inclusive language and imagery (where appropriate) in order to attract as diverse a candidate
pool as possible and showcase the diversity of the partnership workforce or which make efforts
to target under-represented groups

Actions
1.

Create strategic connections across the region with for example South of Scotland
Enterprise to identify where collaboration can be used to attract people to the region.
This will include supporting partnership wide recruitment campaigns and employability
programmes.

2.

Ensure there is a plan of marketing activities to support joint recruitment campaigns and
career events including joint marketing materials for use on social media and adverts.
Use Dumfries and Galloway Health and Social Care Partnership logo in any joint
collaborative initiatives. Learning will be taken from the recent pilot recruitment campaign
around the positive reactions to messaging such as “Your Older Adults Need You” or
“Your Local Community Needs You”

3.

Develop the “DG Brand” utilising specialist marketing and communications expertise to
build and showcase what the region has to offer.
This will include developing bespoke campaigns for specialist roles and undertaking
International/National or Regional recruitment campaigns to attract candidates.
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This will require us to collaborate with strategic partners through for example the South of
Scotland Regional Economic Strategy to understand interactions between health and
social care and the local economy/local infrastructure/affordable homes etc.

Theme 1: Ambition 2 (Links to SCI 6)
Attract people from an early age to want to pursue a career in health and
social care
1.

Professional leaders and operational managers across the partnership will actively
champion and promote roles in their areas by engaging with schools and colleges in the
region

2.

Relevant organisational leads will engage with other partners build collaborations to
inspire a new generation of workforce into health and social care and raise the profile of
careers in the sector. This will be for example with the Developing the Young Workforce
(DYW) Team, Skills Development Scotland, D&G Apprenticeship Group, Employability
Partnerships, South of Scotland Enterprise and the Regional Economic Partnership

3.

A variety of activities will be delivered to inspire young people into careers in health, care
and emergency services including;





a multiagency schools engagement event during 2022
development of a health and social care work experience programme during 2022
development of a programme of engagement with local primary schools with a
view to creating a group of “Youth Ambassadors” during 2022
providing paid work opportunities through for example the Kickstart Programme,
ensuring that there is engagement to assess what young people want together
with what we can offer

Theme 1: Ambition 3 (Links to SCI 6)
Provide opportunities for those experienced colleagues who have left to
return to work or support those who are entering the latter stages of their
career to extend their careers
Actions
1.

Extend Return to Practice Initiative to all professions across NHS DG and within the
Independent Sector

2.

Explore the Flying Finish Programme through the Scottish Access Collaborative to assess
whether the Partnership are maximising opportunities to retain staff at the latter stages of
their careers

Theme 1: Ambition 4 (Links to SCI 6)
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Recruit people into health and social care as a “career” (not just a job) and
to have properly mapped career pathways so that people can self navigate
these and can easily move between health and social care
Actions
1.

Work will be undertaken during 2022 to showcase clear routes into health and social care
with properly mapped career pathways.
This will include engaging with other strategic partners e.g. NHS Scotland Academy and
SSSC to ensure that nationally developed resources are utilised in the region e.g. SVQ in
Integrated Health and Social Care

2.

During 2022 work will be undertaken by relevant professional leads to build up a Health
and Social Care Graduate Programme with a variety of paid placements in the partnership.
This will include researching similar programmes within health and social care across the
UK and within other sectors e.g. The Wheatley Group Employability Programme “Wheatley
Works”.
Where possible utilise existing routes e.g. Kickstart Programme to support 16 and 17 year
old people into “trainee” roles in health and social care.

3.

During 2022 professional leads will develop and implement a route into health and social
care for young people through a schools based apprenticeship programme in conjunction
with the NHS Scotland Academy.

Theme : Ambition 5 (Links to SCIs,1,6)
Develop and support the unpaid workforce including unpaid Carers and
volunteers
Actions
All Partners including third sector, independent sector, NHS DG and DG
Council will;
Unpaid Carers
1.

Include Equal Partners in Care (EPiC) training in staff induction packages across the
Partnership

2.

Aim to achieve Carer Positive Exemplary Award in the Partnership

3.

Explore the role of a “Carer Champion”

4.

Support the wellbeing of unpaid Carers by ensuring regular access appropriate training
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opportunities e.g. moving and handling training
Volunteers
1.

Continue to create diverse volunteering opportunities to include and involve underrepresented communities to ensure a diverse cohort of volunteers

Theme 2: Ensuring sufficient availability of high quality
training and development
Theme 2: Ambition 1 (Links to SCIs 1,3,4,5,6)
Develop a workforce that is an early intervention asset, supporting and
delivering prevention strategies across all health and social care and
supporting people in gaining, regaining and maintaining independence
Actions
1.

As part of the Transforming Primary Care Programme, expand the First Contact
Practitioner role into other AHP Specialties for example Dietetics and Occupational
Therapy

2.

Professional Leads will explore connections with Health and Wellbeing Teams and Sport
and Leisure to ensure the right person with the right skills is involved at the right time

3.

Extend AHP advanced practice and leadership roles in rehabilitation including bed based
services

4.

Professional Leads will ensure all clinical staff are trained in Good Conversations and
embed LifeCurveTM assessments into every intervention with people accessing care and
support

5.

Through the Dementia Pathways Project develop education and training to ensure all
staff across health and social care who are delivering any assessments and interventions
to a person living with or suspected of having dementia are at Enhanced Level of the
Promoting Excellence 2021: A framework for all health and social services staff working
with people with dementia, their families and carers

Theme 2: Ambition 2 (Links to SCIs 1,3,4,5,6)
Develop interdisciplinary, cross-sector working opportunities
1.

Through the relevant Organisational Development and Professional Lead investigate
potential for shared inductions/shared 1 week initial training for key health and social care
workers and ensure any national core induction work is shared as it becomes available
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2.

Through the relevant Organisational Development Leads, explore opportunities to
undertake joint mandatory training for health and social care staff

Theme 2: Ambition 3 (Links to SCIs 1,2,3,4,7)
Improve digital skills across the workforce so that people delivering
health, care and support are confident at discussing Assistive Inclusive
Technologies or other digital technologies
Actions
1.

Through the Assistive and Inclusive Technology Action Plan, develop training for the
workforce to an agreed set of recognised competencies, becoming Trusted Assessors.
This will include agreeing the skill set for Trusted Assessor, agreeing how training will be
delivered, and how procured

2.

Expand on the significant increase in the use of digital technology to deliver essential
health, care and support (For example, use of video consultations using Near Me, remote
monitoring using inHealthcare and Florence, GP Practices using eConsult) by supporting
the workforce to use digital technology more effectively – including the use of Digital
Driver/Digital Champion roles using Connecting Scotland6 resources

3.

Through the Connecting D&G Programme address digital exclusion to address health
inequalities across Dumfries and Galloway7

Theme 3: Building on, consolidating and promoting
health and wellbeing for the people who deliver care and
support
Theme 3: Ambition 1 (Links to SCIs 2,6)
Ensure all people who deliver health and social care are supported to
maintain their health and wellbeing
Actions
1.

The Health and Social Care Working Well Executive will ensure the Working Well
Framework provides interventions that reach across the Partnership that will assist staff to
remain resilient and physically and mentally well at work including signposting to the
National Wellbeing Hub

2.

As a principle all partners will ensure staff are provided with appropriate rest breaks and

6

https://connecting.scot/

(‘A Connected Scotland: our strategy for tackling social isolation and loneliness and building stronger social connections’
2018).
7
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access to food and drinks in the workplace
3.

Professional leads will explore access to Occupational Health Services across the
Partnership and signpost organisations with no formal Occupational Health Service to the
Department for Work and Pensions Access for Work Service or the National Wellbeing
Hub

Theme 3: Ambition 2 (Links to SCI 6)
Recognise and support that people have different needs and obligations
outside of work, whilst balancing service needs
Actions
1.

The key Workforce Planning Leads in the Health and Social Care Workforce Planning
Group will share work-life balance tools and guidance documents on the IJB site for
health and social care staff

2.

It will be a principle of employers within the Partnership to support employees to access
their work remotely where appropriate, for example agile/hybrid working. Through the
Integration Workforce Planning Group share agile/hybrid working policies

Theme 4: Improving workforce data
Theme 4: Ambition 1 (Links to SCIs, 6,7)
Develop a multi-agency workforce data set and a set of key performance
indicators to monitor and report workforce performance data
Actions
1.

Through the Health and Social Care Workforce Planning Group, agree and deliver a core
set of workforce data to be available on an annual basis for workforce planning purposes
across the Partnership

2.

Through the Health and Social Care Workforce Planning Group create linkages between
the Workforce Data Analysts in NHSDG and DGC for shared learning and networking

Theme 5: Creating a culture that embeds human rights,
equity and equality in health and social care and supports
a "Good Conversations" Approach
Theme 5: Ambition 1 (Links to SCIs 1,2,6)
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Support collaborative working in Dumfries and Galloway by developing
more open, honest and inclusive cultures
Actions
1.

Work towards agreement on common standards of assurance and accountability that are
equally applied to all partners engaged in similar work

2.

As a principle all Partnership organisations will ensure a Values Based approach to
recruitment or training activities

3.

Through NHSDG Spiritual Care, develop the infrastructure to be able to offer Values
Based Reflective Practice across health and social care

4.

Through the relevant Equality Leads further develop networks that provide opportunities
to contribute to the wider equality and diversity agenda and provide support for people
working in the Partnership. For example LGBTQ+ Network currently jointly hosted by DG
Council and NHS DG

5.

Professional leads and operational managers will seek opportunities to promote
understanding of roles and foster mutual respect across teams, employers and
professions and develop an organisational culture that reflects the 5 Dimensions of The
Fair Work Framework (effective voice, opportunity, security, fulfilment and respect)

Theme 5: Ambition 2 (Links to SCIs 2,3,6)
Address inequalities in pay, terms and conditions
1.

As part of the response to the review of the Review of Adult Social Care The Strategic
Planning and Transformation Directorate will undertake a feasibility exercise on a
Dumfries and Galloway Local Pay Agreement for all staff working in health and social
care roles.

2.

The Strategic Planning and Transformation Directorate will commit to engaging with key
stakeholders to discuss sustainable, collaborative and ethical commissioning models
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Section 3: Key Opportunities/Risks 2022-2025
Younger Workforce
It is vital that the Health and Social Care Partnership understands who is available for work
in the region and that there is engagement with them so they see the Partnership as an
employer they would want to work for. The attraction and recruitment methods across the
Partnership need to be as open and inclusive as possible and take account of the preferred
ways of communication for that generation.
The Partnership knows that the vast array of opportunities available in the Partnership are
not widely known about, therefore part of the planning needs to focus on signposting
resources that showcase these.
Across the Partnership the Kickstart Scheme is being rolled out to provide job placements
for 16 to 24 years old on universal credit. DG Council have approximately 150 roles
currently on offer across a range of work areas and NHS DG have 40.
One of the major hurdles the Partnership faces is the competition between the sectors for a
limited pool of young people.

Attracting over 25s
It is important to continue efforts in attracting over 25s into health and social care. The age
profile shows there is a large cohort of staff in the 25-45 age bracket. The Partnership
needs to build on local intelligence around what attracts that age group to health and social
care and ensure targeted recruitment campaigns to engage with them are used. The
Partnership also needs to use local data around distances people tend to live in relation to
their work bases to ensure that the recruitment campaigns are as effective as possible.

National and International Recruitment
There are a number of activities being undertaken nationally that are aimed at addressing
specific workforce shortages and which the Health and Social Care Partnership are
currently engaging with;



Nationally coordinated recruitment campaign for Midwives
Marketing campaign for Band 5 Nurses working in community health and social care

Page | 20

HEALTH AND SOCIAL CARE WORKFORCE PLAN 2022-25






Extending access for all third sector and independent sector organisations to the
myjobscotland website until March 2022. This means all social care vacancies can
be advertised at no additional cost to providers on 1 platform
A national marketing campaign to attract more people to the sector focussing on
social media, working with schools and colleges and linking into work underway with
SSSC and NHS Education Scotland on career pathways and learning and
development
Increasing the use of international recruitment by developing capacity in recruitment
teams in NHS Boards to undertake this. Boards are developing priority areas for
action and Scottish Government have requested Boards nationally work towards the
recruitment of at least 200 registered nurses from overseas by March 2022. In
Dumfries and Galloway this will be 9 new nurses every 12 weeks from February
2022.

Innovation and Redesign
The work plan of the Dumfries and Galloway Health and Social Care Partnership
Sustainability and Modernisation (SAM) Team is inextricably linked into all the key areas of
health and social care described in Section 6 including the redesign of Urgent Care, the
development of Home Teams and the development of digital solutions to enable people to
manage their conditions at home and to be able to carry out pre and post-operative
assessments remotely and to recover at home. The SAM team will continue to work
operational Directorates to support delivery of the National Centre for Sustainable Delivery
for Health and Social Care (CfSD) Annual Workplan to ensure new, better and more
sustainable ways of delivering services are developed.

Hybrid Working
During the Covid-19 pandemic many staff were asked to work from home. Over the next 3
years that this plan covers, it is expected that employers within the Health and Social Care
Partnership will develop models of hybrid working where roles are suitable or where specific
parts of the role could be carried out remotely. Hybrid working is a type of flexible working
where an employee splits their time between the workplace and working remotely. Acas8
describe hybrid working as helping to;




Increase productivity and job satisfaction
Attract and retain a more diverse workforce
Improve trust and working relationships

It is important that these new models are developed in conjunction with staff and relevant
trade unions to ensure that staff have the technology they need, are able to communicate
effectively and any health and safety issues are addressed. Expectations around working
8

https://www.acas.org.uk/considering-hybrid-working-for-your-organisation
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patterns, requests for hybrid working and management arrangements must be clear from
the beginning.

Digital Technology
Staff across the Partnership continue to utilise new ways of working as the pandemic
continues. Whilst social distancing measures were eased on 09 August 2021, the majority
of organisations in the Partnership have maintained the position that staff should continue to
work from home if they are in a role that supports that.
It is anticipated that most sectors will work with staff to implement Hybrid Working type
arrangements ensuring that all roles are considered. There will be a variety of roles where
staff could work from another work location or from home as well as clinical staff who may
be able to work from another location or home whilst still being able to provide virtual
consultations alongside telephone triage for part of their time.
This approach going forward will also be utilised in recruitment to attract individuals to roles
who can, going forward, be based elsewhere in the UK whilst still delivering in role. This is
supported by the availability of Microsoft Teams and the flexibility that this affords
individuals to be able to actively take part in work activities.
In late summer 2020, the Health and Social Care Governance and Performance Group
agreed that plans should be brought forward to achieve the potential savings that had been
identified through the use of technology.
A particular area of interest related to the introduction of an electronic appointment
notification system, Patient Hub, to reduce stationery and postage costs. This project was
approved to proceed during the first quarter of 2021/22 and implementation plans are
progressing to pilot this technology initially within 1 speciality.
There continues to be ongoing monitoring and review of service level usage of Near Me and
telephone consultations within NHS DG.

Staff Wellbeing
Prioritising the health and wellbeing of our people is at the heart of this plan. It is crucial that
we take a positive and proactive approach in supporting the health, safety and wellbeing of
our people ensuring that work has a positive impact on them.
Staff continue to work tirelessly in responding to unprecedented demand both as a direct
consequence of the pandemic and associated increase in pressure across the system.
Going forward the Partnership will continue to require their dedicated support in order to
continue to operate at the existing levels of demand and to deliver the Strategic
Commissioning Plan. The Partnership is committed to supporting staff to do so and have
established care and wellbeing programmes to ensure that this is delivered.
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The NHS Working Well Executive is now established and meeting monthly. The group now
has representation from across the Partnership and they are supporting identification of a
member to represent the Third and Independent sectors.
The Executive team are leading a wide range of programmes of work, targeting each of the
key ‘layers’ of need as per the NHS Education for Scotland Stepped Care response model,
from coaching for wellbeing to financial wellbeing support and Still Going – promotion of
physical activity. The NHS Board has recently appointed a new Spiritual Care Lead, who will
also liaise with the Working Well Executive group and will provide leadership in relation to
the possibility of reintroduction of a staff listening service and staff spiritual care and
support.
The Staff Support team in NHS DG Psychology are now fully staffed, and are expanding
their caseload, working with teams across the NHSDG. The service is available to all staff
teams across the Health and Social Care Partnership. It is recognised that further promotion
is required into Care Homes and Care at Home, to ensure that staff are aware of the
support available to them, and have the confidence to access it.
The tendering process for the Mental Health First Aiders and managers Mental Health
Awareness Training has been completed, and the contract has been awarded to the
University of the West of Scotland (UWS). Work is underway with the UWS currently to
design and mobilise the training programmes for rollout / commencement in the autumn of
2021.
The NHS DG Specialist Psychological 1:1 therapy service was originally set up 3 years ago
as a specialist service for GPs, and is now resourced by NHS DG Endowments as a
universal service that all staff across the Partnership can access.
Dumfries and Galloway Council will continue to take a multi-faceted approach to supporting
the mental health of the workforce. DG Council’s Strategic Health and Wellbeing Group
considered the need to promote regular conversations, collaborate and support staff and to
communicate the importance of positive mental health. A programme of work will be
developed to put positive mental health at the centre of the Health and Wellbeing (HWB)
agenda, commencing with the 2021 HWB theme ‘Taking Mental Health to the Workforce.’
Following the pandemic, the 2022 project is going to be regarding gambling awareness and
support for the staff and communities.
A happy, healthy, and aspiring workforce is the vision within the health and wellbeing
strategy. Increased focus, energy, thinking and resource in 2021 with greater levels of
collaborative working with partners and joint trades unions will create the right conditions to
significantly scale up this work and help the DG Council to; realise the vision and to help
support the workforce come through these really difficult times, increasing productivity and
quality of service. This refreshed focus will see the introduction and delivery of wellbeing
checks of up to 2,000 per year over a rolling 3-year period to cover all the workforce.

Key Risks and Challenges
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The risks and challenges to delivering the Workforce Plan are inextricably linked to the key
risks and challenges within the Strategic Commissioning Plan and these can be found at
Section 5.3 (TP provide link).

Section 4: Key Workforce Areas of Focus
This section provides a high level overview of current and planned activities that support the
delivery of the Strategic Commissioning Plan through the Strategic Commissioning
Intentions (SCIs) and the Tactical Priorities (TPs) that sit within those.

4.1 Community Health and Social Care
(Links to SCI 1 – TP 1.1/1.3, SCI 3 – TP 3.2)
The Community Health and Social Care Directorate, whilst in the midst of remobilisation,
have been responding to various operational pressures across the system. Demand is high
across all service areas with an increase in referrals, activity and waiting times. Staffing has
been impacted across all areas. Staffing levels continue to fluctuate with the current
sickness levels sitting at 5.2% across the Directorate. However, some areas have unusually
high levels of sickness (10%).
In particular, support has been provided to Care at Home and Care Homes and this has
proved extremely challenging in relation to deploying workforce across multiple priority
areas within the Partnership. In particular the community team has had to provide
leadership, management and staffing to support residents in a care home that has
unexpectedly come back under the interim management of the Partnership.
There are 32 care homes across Dumfries and Galloway, providing 1100 placements (692
residential, 33 nursing specific, 173 EMI, 189 designated as either Nursing or Residential
and 13 specialist). Care Home provision across Dumfries and Galloway remains under
significant pressure and there are homes that are vulnerable and at risk of closure. Homes
report significant staff vacancy levels and the current rules around isolation in relation to
covid-19 mean that some homes are struggling to maintain safe staffing levels. This,
combined with increased complexity of need and/or dependency levels of residents often
requires additional staffing and can make it difficult to offer placements to some people. The
Health and Social Care Partnership has plans to establish a new model of community health
and social care and is about to establish a Community Model Programme Board. One
aspect of the work of this programme will be a review of the current community beds,
including Care Homes. This is a wide ranging and potentially significant service change and
will require robust community engagement and consultation. The review is scheduled to be
completed by end of January 2023.
The Health and Social Care Partnership commissions care and support at home for
approximately 2,224 people from independent provider partners through the National
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Flexible Framework from Scotland Excel. This is at a cost of approximately £11m for older
people (10 partners), £21.6 m for specialist services (14 partners).
The Partnership is experiencing significant system pressures, with increasing and
unprecedented demand for care and support at home. At December 2021, 332 people were
awaiting over 3,000 hours of care and support on the portal, some of which had been
outstanding for some time.
Care and Support at Home Provider Partners are currently unable to address this level of
unmet need. This is due to severe staffing challenges, through vacancies, sickness and new
test and protect measures impacting staff availability for work. Vacant staffing hours
(beginning 6th December 2021) stand at 2,713 which is 72 full-time staff based on 37.5
hours per week.
In addition, current contracting, monitoring and payment arrangements are a barrier to
flexible responses to these capacity challenges for some partners.
The Care at Home sector is particularly fragile with the majority of the people delayed in
hospital awaiting discharge awaiting packages of care. Community teams have been
deployed to support the provision of care at home but with limited opportunities to hand-off
packages. Over the coming weeks and months, the focus will remain on reducing delays
and improving flow across the system.
At 30 September 2021 10.8% of the Community Health and Social Care Directorate staff
were in the age group 60 years and above. 31.3% of staff were aged between 50 and 59
years old.

The proportion of staff aged 55 and over in the Community Nursing teams has been
modelled with an assumed growth rate of 0.5% (TP check growth rate against MTFF - ?
1.3% for health and 1.7% social care) for 2021-2023 and a growth rate of 0.25% thereafter.
Within this model are assumptions that all staff aged 70 and over will retire, only those aged
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55 and over are eligible for retirement and any leavers not of retirement age are replaced by
a person of the same age and AfC Band (TP sense check assumptions). This showed the
estimated proportion of the workforce who could be aged 55 and over is expected to
increase from 29.5% 2022 to 32.1% in 2031.

4.1.1 Care and Support at Home
Due to the challenges with care at home capacity, the waiting list for care at home continues
to rise with 355 people awaiting a care package (December 2021). Community Nursing
Teams and the Short Term Augmented Re-ablement Service (STARS) continue to support
Care at Home packages and are currently sitting with 53 packages with no immediate handoff to longer term care available. STARS deliver on average 170 hours of Care at Home per
week (21 packages) with an average of 141 referrals per month. The impact of high levels
of demand are exacerbated in a small team by high levels of absence and high vacancy
rates (HCSW Annandale and Eskdale 23%, Nithsdale 7% and Stewartry 15%).
A Care and Support at Home Tactical Group has been established to support the
development and delivery of a refined care and support at home model to manage the
increasing pressures across the Partnership.
Furthermore, this work will be supported by reviewing what Assistive and Inclusive
Technology (AIT) can be used to alleviate the requirement for double handed packages of
care, as appropriate.
National funding for 2021/22 to expand Care at Home capacity is being released and will be
targeted at; expanding existing services; funding approaches to preventing care needs from
escalating and increasing Technology Enabled Care (TEC). This will also enable an
increase in the hourly rate for Adult Social Care staff offering direct care from at least £9.50
per hour to at least £10.02 per hour from 01 December 2021.
4.1.2 Single Access Point (SAP)
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During the first quarter of 2021/22 work was completed to co-locate teams from across
health and social care (Health, Social Work, Care Call and Contact Centre) to support the
delivery of this integrated model, designed to manage demand at the ‘front door’.
Work continues through process mapping to identify the inter-dependencies between SAP
and the Home Teams. The outcomes from this will be aligned during the second quarter of
2021/22 in order to fully define key deliverables to enable the ongoing monitoring of impact.
Referral pathways for MSK Physiotherapy and Long Covid-19 have now been switched on.
4.1.3 Home Teams
The region wide roll-out of Home Teams continues to progress, a process mapping event
took place during the first quarter of 2021/22 to map processes with a view to refining these
in order to ensure an efficient, effective and safe way of working is established. This will
include as stated above clear alignment with the SAP processes.
Workforce planning for the 8 Home Teams has progressed and following a process of
organisational change, it is anticipated that appointments to include workforce allocation to
the Home Teams will be concluded during the fourth quarter of 2021/22. The transitioning of
staff will be supported by the Organisational Development and Learning Team.
Work continues in defining the impact of Home Teams for ongoing monitoring with clear
deliverables and outcomes whilst ensuring alignment with other work ongoing within the
community.
The recruitment process is well underway for an additional 17 WTE HCSW to support
discharge to assess pathway and Home Teams (as per recent SG funding). However,
careful consideration is being given to deployment of these new staff to support priority risk
areas in the first instance before commencing their substantive posts.
It is important to note the impact that the introduction of the Home Teams model on the AHP
workforce and that staff need to be freed up from current commitments so that they can
align their work to the new model.
The introduction of Home Teams will correspond with the introduction of a new Directorate
Management Structure which will move away from traditional locality-based management to
more effective portfolio based management. Locality identify will still be maintained through
Home Teams.
4.1.4 Cottage Hospitals
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Cottage Hospitals continue to sit at 100% occupancy (with a total bed complement of 60).
An environmental risk assessment was carried out in August 2021 across the Cottage
Hospital estate in order to increase bed capacity. This resulted in only 4 additional beds.
Mountainhall Ward 1 (situated in Dumfries) opened in Autumn 2021 (for a fixed term period
up to 31 March 2022) to support winter surge with the majority of staff being recruited from
within existing teams and from the deployment register. This will bring an additional 12 beds
with surge to 18 if required).
There are currently 4 Cottage Hospitals temporarily closed with an initial total of 93 staff
affected (Nursing, AHPs, HCSW, Hotel Services and Support Services), however these staff
have been deployed to other areas with some moving to new roles and some staff retiring.
Predominantly staff are working within the Directorate supporting Community Nursing
Teams to provide capacity across the following areas: Care at Home, Mountainhall Ward 1,
Care Homes and Vaccination Delivery Programmes.
There has been a heavy reliance on these staff to support priority areas. Over the past 18
months work has been undertaken in partnership with staff side and Human Resources
within NHS DG to work with the deployed staff to create additional capacity to support the
Directorate and Partnership response. There are a number of staff who have been willing to
change and have been successfully deployed across the system, but despite many efforts
there are still staff who decline to work in any other area which is having an impact on the
Partnership being able to mitigate high risk areas.
4.1.5 Community Based Treatment and Care (CTAC)
A plan is currently being developed for the delivery of Community Treatment and Care
Services in line with the GMS Contract for Scotland and associated Memorandum of
Understanding covering phlebotomy, urine testing and ECG delivery but initially focussing
on phlebotomy services to ensure a standardised approach to community based testing
across Dumfries and Galloway.
4.1.6 GP Out of Hours
A review of the GP Out of Hours service model with a view to establishing a multidisciplinary
model that ensures practitioners with the right skills, knowledge and experience to meet the
needs of the people who access the GP Out of Hours Service. The new multidisciplinary
model was implemented in July 2021 and the next step for the project is to develop a 24/7
Urgent Care Hub within Midpark Hospital.

4.2. Rehabilitation
(Links to SCI 1 – TP 1.3/1.4)
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The National Framework for Supporting People through Recovery and Rehabilitation (2020)
recognises the potential need for a prolonged period of recovery that encompasses mental
health, wellbeing and physical rehabilitation as a result of the Covid-19 pandemic. This sits
alongside the Nadine Cossette report Meeting the Mental Health Needs of Patients
Hospitalised Due to Covid-19 (2020).
Both reports acknowledge the challenges for those recovering from the virus and the
framework also recognises the impact of delay or service delivery changes for people with
long-term health conditions across all ages.
The reports recognise the need for co-ordination of rehabilitation and care and the need to
ensure seamless transitions from one stage in recovery to final rehabilitation, whether this is
step down from critical care services to ward and back to community, or from community
back to engagement in work, education or meaningful activity. At each point in this
rehabilitation and recovery journey, there is need for access to appropriate support which
ranges from specialist rehabilitation to timely access to advice to support self-management.
The framework recommends that the needs in relation to recovery and rehabilitation of three
distinct groups are considered.
1. The rehabilitation of people who have had coronavirus (Covid-19) and as a result
may present with symptoms such as cardiovascular, pulmonary and
musculoskeletal deconditioning, emotional, neurological and cognitive symptoms
such as anxiety, post-traumatic stress disorder, post intensive care syndrome,
fatigue and pain.
In Dumfries and Galloway the impact of the early pandemic was low in comparison to other
regions, however recent weeks has seen a significant spike in demand. The Respiratory
Team have to date been undertaking the routine follow-up of people who have been
hospitalised with support to manage their ongoing breathlessness and fatigue being offered
by the Respiratory Specialist nurses and the Pulmonary Rehabilitation Team.
Utilising national funding, a Mental Health Covid-19 Clinical Lead has been identified and an
additional Band 8a Psychologist is in the process of being recruited. This will support
individuals who have had significant respiratory support as part of their illness journey.
Wider access to ongoing support for recovery and rehabilitation can be accessed via the
Health and Social Care Single Access Point which is now in place and providing a route to
access rehabilitation and reablement, social work services assessment, care and support at
home and access to health and wellbeing support from either statutory services or the local
authority or third sector partners.
There is a move to adopt a discharge to assess model and to increase rapid access to
reablement for people in the community who have fallen or whose condition is deteriorating.
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Resources have been made available to provide additional health care support workers and
AHPs to support this work and recruitment is underway.
In order to address the shortfall within Vocational Rehabilitation 4, Occupational Therapists
are undertaking the National Institute of Disability and Research Training Programme to
increase Vocational Rehabilitation Capacity in primary care.
2. The rehabilitation of those people where emerging evidence points to a negative
impact as a consequence of the lockdown restrictions
This includes people who have been shielding, those with additional vulnerabilities, those
with musculoskeletal (MSK) issues due to deconditioning and a lack of physical activity and
those with pre-existing or emergent mental health and wellbeing issues.
The majority of AHP and Rehabilitation services across the region have developed digital
offerings including MSK, Pulmonary and Cardiac Rehabilitation Services and Mental Health
Services.
Podiatry and MSK staff have returned from contributing to vaccination programmes and
supporting other services during the pandemic. Services are up and running nearer normal
although face to face capacity is still impacted upon by infection control measures. All
specialties are facing increased referral demands and growing numbers on waiting lists.
Active clinical triage is in place as is an opt-in solution. Current surge pressures however
have the potential to impact upon staff availability.
Dumfries and Galloway has recently agreed to participate in the National Still Going project,
using the Life CurveTM and Good Conversations to promote movement, physical activity,
ownership and independence in the wider population. Training is currently underway and
linkages have been made with the wider sport and leisure facilities which are now back up
and running to maximise signposting and the use of their offerings.
3. Ongoing and intensive pre-habilitation and rehabilitation for people with long-term
physical and mental health conditions, multiple co-morbidities and those who
have been impacted from delayed diagnoses and scheduled treatments due to
pausing of non-critical health services
Access to specialist rehabilitation has remained available throughout the pandemic in both
the hospital and community environments outlined below:
Rehabilitation and re-ablement services in the community comprise as follows:





STARS providing re-ablement
Community Rehabilitation
Domiciliary and Outpatient based Physiotherapy and Occupational Therapy
Cardiac Rehabilitation
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Pulmonary Rehabilitation
Digital technology has been employed to support the rehabilitation wherever possible

NHS DG has recently appointed an Advanced Orthopaedic Practitioner who, as part of their
role, will be identifying the needs and leading on the prehabilitation of people delayed on an
arthroplasty waiting list.

4.3 Adult Social Work
(Links to SCIs 1,2,3)
Social Work staff are currently working to a critical level with little scope to scale anything
back. Referrals to the Duty Team have increased in the past 6 months due to a variety of
reasons including lockdown impacts and reduction in available services as part of surge
response. Static staffing levels and growing demands including more complex cases means
the service is continually operating from a crisis management stance.
Where we have sustainability challenges;


In Social Work Occupational Therapy referrals are high with waiting lists being used
in all Localities, this is combined with 2.0 WTE vacancies



Social Work Services are in discussions with DG Council Human Resources
department regarding the job evaluation of qualified Social Worker posts. This is
because there is disparity between Dumfries and Galloway Council rates of pay and
that of other Local Authorities across Scotland. This lower rate of pay for our qualified
Social Worker posts inevitably has an impact on our ability to retain and recruit
qualified posts within Dumfries and Galloway.



The demands of changing services during this current challenging period, for
example the move to a Home Teams model puts immense pressure on staff and
risks staff burnout. Similarly, the expected level of change over the lifetime of this
plan, including the changes anticipated as part of the Feeley review will mean that
staff will have to continue to work in a crisis

4.4 Acute and Diagnostic Services
(Links to SCI 1 - TP 1.1/1.3)
The Acute and Diagnostics Directorate has had an extremely period. The number of delays
within the hospitals has increased and this has impacted on the occupancy levels within
DGRI. Staffing has been impacted especially nursing staffing due to high occupancy levels
and leave for all reasons, including annual leave and sickness absence. The aim is to
restart electives safely but there is not a confirmed date for that due to ongoing
demand/delays.
Page | 31

HEALTH AND SOCIAL CARE WORKFORCE PLAN 2022-25
The impact of the increase in national ICU capacity will be an additional 1 adult ICU bed for
Dumfries and Galloway, this will require an increase in nursing, AHP and pharmacy staffing.
The Critical Care Unit (CCU) had to revert to a closed unit in early September 2021 due to
increasing number people with of Covid-19. Due to staffing issues and occupancy levels
they have continued to manage Level 1 people receiving care within CCU to decrease
impact on downstream wards. Theatre staff have also been redeployed back into CCU to
support and this has impacted on elective surgery.
As part of the Redesign of Urgent Care Programme a Flow Navigation Centre was
established during the third quarter of 2020/21 and provides safe scheduled access to
urgent care to those with non-life threatening conditions.
To support the planning and delivery of alternative pathways with a focus on improving
those which direct people to community based care, dedicated resource has been allocated
to this work from the SAM Team and from the Strategic Planning Team. This work will run
through until quarter 4 of 2022/23 and will ensure local people benefit from access to the
right care in the right place at the right time.
4.4.1 Orthopaedics
As part of the local commitment to delivering the Centre for Sustainability Delivery Annual
Workplan, work is underway to redesign orthopaedic pathways to maximise the
opportunities to promote self-management, develop primary care based pathways through
First Contact Practitioners, offer direct referral to x-ray and embed enhanced vetting of new
referrals to ensure those who need seen the most can access services.
4.4.2 Ophthalmology
The Ophthalmology Shared Care Pilot continues to operate under the current arrangements
and will remain in place until the end of the year. There will then be the opportunity to tie this
work in with the wider Ophthalmology Service Review, an options appraisal for the future
Ophthalmology Service model is due by the end of 2021.

4.5 Long Covid-19
(Links to SCI 6 – TP 6.4)
Physical, cognitive and emotional symptoms associated with Covid-19 can linger long after
the initial onset of the virus. These can affect every day functioning and engagement with
usual activity which can in turn maintain and exacerbate psychological distress.
Psychological support for management of the emotional and behavioural impact of Covid-19
is provided, in part, through existing services. In NHS DG there is a well-established and
well-connected Clinical Health Psychology service which aims to help people to live well
with their physical health conditions, including emotional burden, adjustment and
acceptance. It is a general medical service and as such is available to people with long
Covid-19 through referral from clinicians within primary or secondary care settings.
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Referrals of people with Long Covid-19 to the Clinical Health Psychology team will be
monitored to identify demand and likewise, people with lingering Covid-19 symptoms can
access relevant e-health packages available through digital platforms such as SilverCloud.
Resource has been made available through the Cossette report to recruit a clinician who will
have responsibility for development of a proactive and assertive outreach service for people
hospitalised by Covid-19. This has been supplemented by additional funding to allow
recruitment of a 1.0 WTE post for 36 months; recruitment to this post is in progress.
Within the Acute sector a clinical group looking at how the service is managing the impact of
referrals around the symptoms of Long Covid-19 has been established.
There are close links with community services and a Long Covid-19 recovery group has
been developed to ensure services are kept abreast of developing best practice in Long
Covid-19. Information around self-help and referral routes is available on public website and
the local intranet. Rehabilitation services delivered from within established services and via
community system wide Single Access Point.

4.6 Integrated Community Equipment Service (ICES)
(Links to SCI 1 – TP 1.4/1.5)
ICES provide beds, mattresses, hoists and day to day living aids into people's homes and
also on a loan basis to residential care homes to avoid delays in discharge.
The service is accessed predominantly by professional Occupational Therapy (OT)
assessment. The Adult Social Work Contact Centre handles calls directly from the public
that allows direct access to 10 basic items, for example, toileting aids, shower chairs.
Housing Authorities and Care Call also contact the service directly if they come across
items that would be of assistance when they are in people’s properties.
ICES year on year activity for the period 6 months to the 31 August 2021 has increased by
20% in terms of service user deliveries and 17% in terms of number of items of equipment
requested.
Whilst there has been some discussion nationally around difficulties in having items of
equipment installed, this has not been an issue locally as we employ driver/fitters and are
currently running 5 vehicles across the region daily.
Supply issues currently being experienced across the UK have on the whole been managed
by sourcing alternative suppliers or products where possible. There has also been a local
drive on the recycling of equipment and additional staff have been working to support this
within the decontamination unit to maximise throughput.
Supply delays have been raised at national and government level.

4.7 Mental Health
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(Links to SCI 1 – TP 1.1/1.3) SCI 6 – TP 6.4)
Over the course of the pandemic, the Mental Health Directorate has continued to provide
services for local people in extremely challenging circumstances as the after effects of wave
two of the pandemic left a lasting impact on the staff group. That was evident in the
sickness absence levels of the Directorate being 10%, 6% above the target of 4%.
There are areas, Inpatient and Specialist Drug and Alcohol where the level of sickness is
higher than the average 10% creating significant operational difficulties.
Demand is currently higher than capacity in all internal departments within the Mental
Health Directorate, and this can be evidenced by referral and data activity since January
2021.
It is worth noting that there are 3 areas of increased pressure;




Inpatient bed capacity
Specialist Drug and Alcohol referral activity, and
Increasing demand for Psychology

In addition to these pressures Prison Health Care and Midpark Hospital are currently
experiencing significant Covid-19 related outbreaks, resulting in alterations to clinical
management and pathways.
There continues to be significant risks managed within the Health and Social Care
Partnership, which the Mental Health Directorate have a lead role in managing and where
possible reducing namely:





Drug Related Deaths
Alcohol Related Deaths
Suicide
Self Harm

The Mental Health Directorate has taken a proactive approach to managing the internal
operational challenges with a focus on maintaining the highest levels of activity and quality
of care possible for the people of Dumfries and Galloway.
As part of the Sustainability and Modernisation Programme a review of Community Mental
Health Nursing has taken place to establish current service provision and demand post
pandemic to agree the core principles of the Community Mental Health Service, the model
will be further developed during 2022.
Dementia Care in Dumfries and Galloway is part of an ongoing programme of improvement
work within the Directorate. A Dementia Steering Group has been developed to bring
together key stakeholders internal and external to begin to move towards a whole system
approach to meeting the needs of this group for the duration of their condition. Supporting
people with dementia is a priority for the Partnership and supported self-management is a
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key enabler to people living independently for longer. The Redesign of Dementia Diagnostic
and Post Diagnostic Pathways Project will deliver improvements in 2 key areas;
1. Take positive learning from project work undertaken in Nithsdale Locality, to create a
sustainable and therefore spreadable model, to reduce unwarranted variation and
improve the quality, experience and access to dementia diagnoses
2. Identify the range of post diagnostic support available to people diagnosed and their
carers
Traditionally, people living with dementia are referred in to mental health services for
diagnosis and ongoing support, this approach will be modernised by offering support on a
“patient-initiated return” basis, to a more accessible and person-centred community-based
service, there is potential that this frees up capacity but that will be offset by increasing
demand.
The model whereby people attend 'memory clinics' to see a psychiatrist for assessment and
diagnosis can be modernised and made more sustainable through a 'virtual clinic' model,
whereby skilled and knowledgeable practitioners undertake the majority diagnostic
assessment. This is a more efficient use of psychiatrist time, and enables more people to
access a diagnosis more quickly. This can be viewed as an enhancement to current service
provision rather than a service change as the previous pathway is still available if there is
the clinical need. In addition, pathways will be developed with Home Teams to develop clear
processes to allow people to flow between the two teams and links will be developed with
Single Access Point. The aim is to improve the knowledge of the wider health and social
care team around thresholds for referral and when to refer to specialist services.
As part of the project education and training programmes will be available to ensure all staff
across health and social care are at a minimum of skilled level of the Promoting Excellence9
and potentially as part of mandatory training or induction. Similarly, all Community Mental
Health staff will be skilled at Enhanced Level of the Promoting Excellence Framework.

4.8 Primary Care
(Links to SCI 1- TP 1.1/1.3/1.4) SCI 3 – TP 3.3)
Over the last 6 months the Primary Care Services Directorate has continued to support the
4 contractor groups, GP practices, dental practices, optometrists and community pharmacy
colleagues. All contractor groups have been working to provide their full range of services
within the limitations of ongoing Covid-19 measures. GP practices locally are facing high
demand for services and pressure to increase face to face appointments whilst still
operating within necessary Covid-19 measures. Some targeted communications have been
released to enhance public understanding of the reasons why the delivery model in general
practice remains more balanced towards virtual consultations than was the case prepandemic.

9

https://www.gov.scot/publications/promoting-excellence-2021-framework-health-social-services-staff-working-people-dementia-families-carers/
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Community pharmacy colleagues have continued their service provision throughout the
pandemic period. Optometry colleagues have, on the whole been able to recover well with
many now achieving near pre-pandemic levels of activity. Dental colleagues continue to
face capacity issues as their work requires fallow time which for most practices limits activity
currently to around 50% of pre-pandemic levels. We have experienced pressure on the
Public Dental Service as contractor practices are unable to take unregistered dental
emergencies.
4.8.1 Primary Medical Services
All 32 GP practices in Dumfries and Galloway are providing the full range of Primary
Medical Services, Additional Services and Enhanced Services. Appropriate social
distancing measures and infection control measures are continuing.
Practices are continuing to adopt a flexible approach to the provision of GP services,
including telephone triage, telephone consultation, NHS Near Me and face to face
consultations where appropriate. 1 practice continues to operate at level 2 service only in
respect of the special arrangements in place at its branch surgery sites.
Prioritisation will continue to be required within the capacity constraints arising from social
distancing and enhanced infection control arrangements. Throughout the pandemic,
development work has been ongoing with cluster leads and practices to support new ways
of working.
GP recruitment and retention continues to be an issue with at least 1 in every 3 practices
supporting a WTE vacancy for either a salaried or partner post. As part of the approach
taken to developing sustainable workforce models, scoping work has been undertaken to
develop a GP with Special Interest Programme to attract new GPs to the area, increase the
skills of existing GPs and improve the cross working between primary and secondary care.
This will be further developed during 2022.
As part of the development of sustainable services, options around service models and
different roles that could support GP practices are being explored this could include the use
of paramedics, clinical pharmacists or physician associate roles. The role of the practice
nurse will change over the next year due to the transfer of previous GP practice activity into
the NHS Board through the Community Treatment and Care Service requirements of the
2018 General Medical Services (GMS) contract.
4.8.2 General and Public Dental Services
NHS Dental Services continue to provide the full range of services in phase 4 of their
recovery plan with all types of treatment now being undertaken in practice. All 34 dental
practices are now open and operating at a very much reduced capacity due to enhanced
infection control and physical distancing arrangements. Supportive visits are underway for
the practices with activity levels below 20% of pre-pandemic levels to develop plans for
recovery.
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Public Dental Service colleagues continue to support the urgent care of people registered
with them and also to those not registered with a dentist in the region. Similar to their
contractor colleagues, the public dental service team have restarted special care clinics to
work through the outstanding treatment needs of their registered people. The urgent care of
unregistered people is impacting on the capacity available for public dental services and
discussions are ongoing with Scottish Government colleagues regarding funding for
additional posts to support this extra workload.
The public dental service also provides supervision for treatment clinics for 5 final year
undergraduate dental students from Glasgow Dental Hospital and 12 dental therapy
students from University of Highlands and Islands. All dental undergraduate and therapy
students have now returned to their studies onsite at Dumfries Dental Centre.
4.8.3 General Ophthalmic Services
General ophthalmic contractors are now able to provide all aspects of care in their practice
premises and are continuing to recover and remobilise. Many practices are demonstrating
similar levels of activity to pre-pandemic and the optometric adviser continues to support
practices in their further development. As is routine, urgent care continues to be prioritised
where necessary.

4.9 Carer Support
(Links to SCI 1 – TP 1.5, SCI 3 – TP 3.2/3.3, SCI 6 – TP 6.1/6.4)
Short Breaks and respite for Carers continue to be provided at reduced levels compared to
pre Covid-19 provision and the current pressures being experienced across the Health and
Social Care system have been identified as a significant risk to being able to continue to
provide the same or increased levels of Short Breaks and respite for Carers over the
coming months.
A Short Breaks Working Group for Dumfries and Galloway has been re-established to lead
on the work around Short Breaks for Carers and to support their continued provision. The
group recognises the importance of engaging with local Carers to determine the current
level of need for Short Breaks and the types of Short Breaks that Carers would like to see.
This reflects anecdotal feedback that there is still a significant level of Covid-19 anxiety. An
engagement survey on Short Breaks has been developed and circulated via the Dumfries
and Galloway Carers Centre and other partners.
The Dumfries and Galloway Carers Centre runs a Time to Live Short Breaks Project. In
addition, the VisitScotland ScotSpirit Holiday Voucher Scheme has recently been
announced. The scheme is funded by Scottish Government and forms part of the Scottish
tourism pandemic recovery programme. The Dumfries and Galloway Carers Centre have
also recently had a funding proposal for local Carers Act Funding support approved to fully
implement Respitality in Dumfries and Galloway and to develop further the provision of
overnight breaks and full day breaks for Carers who will have struggled or struggle to get a
break from their caring role particularly as a result of the pandemic.
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The Dumfries and Galloway Carers Centre has also supported the allocation of funding for
other types of Short Breaks which has been provided by Shared Care Scotland and topped
up using other local funding. In total, just over £40,000 was allocated to 199 Carers. It is
clear from the evaluation report on the scheme that a relatively small investment to support
Carers can have a significant effect on their wellbeing, their ability to continue their caring
role and prevent them from reaching a point of crisis.

4.10 Vaccination Programme
(Links to SCI 4 – TP 4.1)
4.10.1 Routine Immunisations
Planning for the increased and expanded influenza campaign this winter is underway, which
will now include all people over 50 and secondary school pupils.
A new model for planning, management and delivery of all vaccinations across Dumfries
and Galloway has been developed and agreed.
4.10.2 Coronavirus Vaccinations
The mass vaccination of all over 16 years is now complete with very high uptake figures.
We are awaiting government guidance of global vaccination for young people aged 12 – 15
years and are planning for delivery of this if received.
Co-administered Covid-19 Boosters and Flu have begun for Care Homes and for Frontline
NHS Staff as has the 12-15yrs Covid-19 campaign with delivery in schools. The
Immunisation Team will then move on to people over 70s and people in 'at risk' categories,
this first stage should be complete by the end of October. The programme will then move on
to stage 2, everyone over 50 to be complete by the start of December. School vaccination
will run in parallel and be completed by December. Because of the six month gap between
the Covid-19 second dose and the booster, there will be a need to extend the booster
campaign into the 2022.
The Health and Social Care Partnership deployed significant resource into the planning and
delivery of Covid-19 vaccination. This has included deploying staff from other areas of work,
recruiting temporary staff many of whom are recently retired and working with General
Practice colleagues. Partnership working with the Local Authority and third sector has
helped significantly in the delivery of one of the biggest logistical exercises undertaken by
the Board. This however is not without risk to the whole system across the Partnership as
resources are deployed to this tactical priority.
4.10.3 Vaccination Delivery in 2021/22
The flu campaign for Winter 2021/22 has been significantly bigger than in previous years.
The Covid-19 pandemic has added significantly to the immunisation workload and it is
recognised that it is likely that annual boosters for Covid-19 will be required for the
population. A new model, including a significant additional resource, for planning,
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management and delivery of all vaccinations across Dumfries and Galloway has been
developed and agreed to June 2022.
A review of the Winter 2021/22 campaign will be undertaken and learning from this will be
used to further refine the model to ensure a robust service delivery model for the delivery of
all vaccinations. Safe and sustainable delivery of all vaccination programmes will continue
to be a priority for the Health and Social Care Partnership in 2021/22.
4.10.4 Test and Protect
Test and protect involves three aspects of identification, isolation, and support. Testing is
currently provided using a range of approaches both symptomatic and asymptomatic; this is
available in line with Scottish Government testing policy and available to the public through
a variety of community testing sites, community pharmacies and postal kits. The Public
Health department, in partnership with other departments and partner organisations will
continue to offer flexible, accessible, and evidence based testing in alignment with national
policy. The Public Health department will continue to identify areas of testing need (both in
response to outbreaks, changing epidemiology, and variations in uptake) and support
individuals and communities to access testing. The Public Health department, in partnership
with local and wider partners, will work to understand barriers to testing and self-isolation,
and use measures to reduce these barriers, thereby reducing onwards transmission of
Covid-19 virus.
The Test and Protect Team will continue to provide intelligence on the spread and nature of
infections, and links between cases, both by routine contact tracing, and additional focused
follow-up of cases. However, wider issues of wellbeing have already emerged through
contact tracing activity, and the Test and Protect Team will continue to lead on the
identification and appropriate referral of vulnerable members of the community onto a range
of appropriate partners.
Changes in workload and capacity are likely to remain challenging as we respond to future
‘peaks’ due in part to changes in legislation and emergence of new variants. To support the
test and protect programme locally, a core team of 12 WTE under the leadership of a
service manager is established. Additional capacity is obtained from staff across the
Partnership that have been deployed from their substantive roles along with a further cohort
of staff working additional hours as demand dictates. In sustaining this, we are mindful of
the risk to wider service provision of sustaining the deployment of staff to support this
function, as well as those staff who are undertaking additional hours at a time when they
have been working relentlessly to support the response to the Pandemic for over 18
months. While the incidence and prevalence of Covid-19 appears to be reducing again
locally, the potential risk to individuals and wider service provision will be assessed and
mitigated should there be a further increase with associated demands on Test and Protect.
The Public Health Department will continue to work with the National Contact Tracing Team
to develop and enact process to respond to the changing demands on the service and to
provide capacity to support the Scottish Contact Tracing System.
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Section 5 – Glossary of Terms
Assistive, Inclusive Technologies (AIT)
AIT are items of equipment that support people to stay independent and safe at home, such
as remote monitoring equipment, hand rails, ramps and mobile phone apps
Carer
When using Carer (with a capital C) in this document it is talking about people who provide
unpaid care and support to a family member, neighbour or friend. There are Adult Carers,
Young Carers aged under 18 and Young Adult Carers aged 16 – 29
Care and support
Care and support is the phrase used in this Plan to describe all aspects of health and social
care and support. It includes diagnosis, treatment, personal care, practical, financial and/or
emotional or social supports and can take place in a person’s home, community or bed
based setting such as hospital or residential care
CASS
Care and Support Services
DG Council
Adult Social Work at Dumfries and Galloway Council
DGRI
Dumfries and Galloway Royal Infirmary
Good Conversations
This is a communication course that helps people providing health and social care find out
what matters most to the people they support and what they want to achieve. The
conversations focus on supporting people who are dealing with difficult situations or living
complex and challenged lives. The skills developed on this course enhance the assessment
and planning of care and support focusing on wellbeing, prevention, anticipatory care and
approaches for self-management
GP
General Medical Practitioner sometimes referred to as a family doctor
Home Teams
Teams of people from different organisations and sectors across health and social care,
working together to support people to stay as independent as possible in their home. This
could be through reablement, community support or health and social care input
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Headcount
Number of people working
IJB
Integration Joint Board
Integration Joint Board (IJB)
The IJB is a partnership between the Local Authority and Health Board that has shared/joint
responsibilities for the planning and oversight of the delivery of functions delegated to them
by the Scottish Government through the Scheme of Delegation
LGBT+
Lesbian, Gay, Bisexual, Transgender and related communities. The '+' is an inclusive term
which represents other sexual identities
NHS DG
NHS Dumfries and Galloway
NSS
National Services Scotland
Partners/Partnership
In this document Partners/Partnership (with a capital P) is the Health and Social Care
Partnership as defined within the Public Bodies (joint Working) (Scotland Act) 2014. This
refers to the integration of health and social care statutory bodies (organisations),
specifically NHS Dumfries and Galloway and Dumfries and Galloway Council, providing
health and social care and support, as directed by the IJB
partners
In this document, partners (with a small p) refers to the wide range of partners including
people, communities, groups, services and organisations from all sectors that deliver or
access health and social care across Dumfries and Galloway
Primary care
Often the first point of contact with community based health services including GP
practices, dental practices, community pharmacies and high street opticians, as well as
community nurses and allied health professionals (AHPs) such as physiotherapists and
occupational therapists
Reablement
Reablement is support that is provided over a short period of time (up to 6 weeks) that aims
to help people regain independence, re-establish or develop daily living skills often offered
as part of a rehabilitation process after illness
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Registered Third and Independent Sectors
Care and Support provider partners that are registered with the Care Inspectorate and have
information about their workforce published by the Scottish Social Services Council (SSSC)
Not Registered Commissioned Third and Independent Sectors
Care and Support provider partners commissioned by DG Council or NHS DG on behalf of
the Integration Joint Board (IJB) but who are not registered services in the bullet above
Wider Third Sector
Care and Support provider partners that are not commissioned services. This includes
charities, social enterprises and community groups
SSSC
Scottish Social Services Council
SSSC class 2 Worker
Staff who provide direct personal physical, emotional, social or health care and support to
service users and are accountable for dealing with routine aspects of a care plan or service.
These staff usually have no supervisory responsibility
SSSC Class 3 Worker
Staff who supervise the delivery of particular aspects of care and services in a particular
setting which usually involves supervising other staff on a day-to-day basis (for example
Meals Supervisor, Chargehand, Day Care Instructor, Senior Care Assistant). Staff may also
contribute to the assessment of care needs, the development / implementation of care plans
and the monitoring / evaluation of the delivery of care and services, as required
SSSC Class 4 Worker
Staff responsible for the assessment of care needs, the development / implementation of
care plans, the delivery of care and services and the monitoring / evaluation of the delivery
of care and services within a specific setting. Staff work with minimal supervision, are likely
to but don't necessarily supervise other staff and may be designated to take charge of a
discrete service delivery area in the absence of the person with continuing responsibility
STARS
Short Term Reablement Service
Strategic Needs Assessment
A document providing an analysis of the health and social care and support needs of a
population to inform planning
Statutory sector
Organisations and bodies defined by a formal law or statute for example the NHS or
Regional Council.
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Wellbeing
Wellbeing is a combination of spiritual, mental, emotional, physical and social health.
Wellbeing is strongly linked to happiness and must include a person having a sense of
control, hope, optimism and satisfaction in life
WTE
Whole Time Equivalent

Appendix 1 - Combined People Profile
The combined health and social care workforce is the largest in Dumfries and Galloway
region with approximately 9,929 people, the majority of those are female working within a
multitude of different roles together with Carers and volunteers.
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The graphs below show 46% of the combined workforce are employed in NHS DG, 45% in
the Registered Third and Independent Sectors, 7% in Adult Social Work and 2% in Not
Registered Commissioned Third Sector and Independent Sectors.
When shown as whole time equivalent (WTE), NHS DG accounts for 49% of the combined
workforce, the Registered Third and Independent Sectors 44% and Adult Social Work 7%.
There is no available data on whole time equivalent for the Not Registered Commissioned
Third and Independent Sectors, nor for the Wider Third Sector.
When looking for employed people in the Wider Third Sector, there is no single source for
this information. The Scottish Council for Voluntary Organisations (SCVO) website contains
general information about the estimated number of paid staff in the voluntary sector. This
information is Headcount at 2018 with the original sources being OSCR 2019 and Scottish
Council for Voluntary Organisations SCVO 2019. Using Activity category the estimated paid
headcount for Social Care was 533 and for Health was 179, totalling 712. Not all the
organisations in these Activity categories will be supporting services which are
commissioned by DG Council or NHS DG on behalf of the Integration Joint Board (IJB) and
therefore within the scope of this Workforce Plan.
The SCVO information may include some organisations already detailed in the Not
Registered Commissioned Third and Independent Workforce section above and therefore
these people could be already counted.
When considering the information from the SCVO, there are volunteers under other Activity
groups who might not support traditional healthcare, but may be contributing to positive
health and wellbeing outcomes.

Whole time equivalent data is available for people working in NHS DG and DG Council. For
the Registered Third Sector and Independent Sectors WTE a best guess estimation is
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calculated using the estimated headcount to WTE ratio for Scotland and mapping onto the
headcount for Dumfries and Galloway. This assumes job roles and working patterns are the
same in Dumfries and Galloway as for Scotland as a whole but this will probably not be the
case in practice. Using this best guess estimation for WTE, 49% of people work for NHS
DG, 44% for the Registered Third and Independent Sectors and 7% for DG Council.

The proportion of people working full time differs and can be seen in the graphic below.
Using headcount, nearly 41% of the combined workforce work full time.
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The Registered Third Sector and Independent Sectors are made up of a number of sub
sectors. This plan covers adult services, and data in this report includes the following sub
sectors only:
Adult Day Care, Adult Placement Service, Care Home for Adults, Housing Support/Care at
Home, Nurse Agency, Offender Accommodation, Fieldwork Service (Adults).
These are shown in the chart below, the sub sector with the highest headcount is Housing
Support/Care at Home with 2,590 people.

3,000

Dumfries and Galloway Registered Third and
Independent sectors workforce (SSSC); Adult sub
sectors; December 2020

2,590

2,500
2,000
1,400

1,500

Unpaid Carers
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Care and support at home is also provided by unpaid Carers. It is more challenging to
obtain information around this group of people providing this support. It is however
recognised that unpaid Carers play the biggest part in delivering care and support in all
communities. This has been noted by the Integration Joint Board (IJB) in their consultation
on the 2022-25 Strategic Commissioning Plan and in the supporting animation which can be
found here.
In the 2011 census 10% of the population in Dumfries and Galloway declared they were
providing some unpaid caring support. If the proportion of the population providing unpaid
care has not altered since 2011, then using the National Records of Scotland (NRS) mid
2020 population estimates, an estimated 14,829 people could be providing some hours of
unpaid care and support in Dumfries and Galloway.
In 2020/21 the Dumfries and Galloway Carers Centre (DGCC) supported 2,581 adult Carers
and nearly 950 young Carers and young adult Carers (who are Carers aged between 16-25
years). Alzheimer Scotland supported 270 Carers, Support in Mind supported 258 Carers
and Relationship Scotland supported 29 Carers. Other Carer support organisations also
exist, for which data is not available. Carers can seek support from multiple organisations
and therefore it is not possible to add the number of Carers from each of these
organisations together, as these organisations may be supporting the same Carer.

Volunteers
Volunteers offer their time freely and willingly providing an important contribution to the
overall workforce. The majority of third sector organisations will be able to identify that they
contribute to health and social care outcomes in one way or another through volunteering
and that being a volunteer in itself can deliver that.
Volunteers provide support mainly within the third sector with a small complement in NHS
DG, independent sector and DG Council.
The Scottish Household Survey provides an insight into the volunteering activity of adults,
the 2019 survey showed 20.8% of adults in DG volunteer. There were 250 people from
Dumfries and Galloway who responded to this question. 28.8% of adults volunteered for
organisations in the category Health, Disability and Wellbeing. There were 50 people from
Dumfries and Galloway who responded to this question. Not all of these organisations and
their activities would fall under this Workforce Plan as some provide services for children
and children’s services are not included in this Plan. The number of people from Dumfries
and Galloway who participated in the Scottish Household Survey is a small number and this
needs to be considered if using these statistics to reflect characteristics in a larger group of
people.
Volunteering in the Wider Third Sector
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There is no data available for the volunteering hours provided to the Wider Third Sector in
Dumfries and Galloway. Often the number of volunteers exceeds the number of paid staff.
For example, the Food Train is a registered charity operating across Scotland with a strong
presence in Dumfries and Galloway. Since 1995 the organisation has been supporting older
people to live independently in their own homes through the delivery of groceries,
completion of household tasks and befriending services. Within Dumfries and Galloway the
service employs 7.5 WTE staff, who support 410 volunteers across Dumfries and Galloway
to provide 960 volunteer hours per week. This equates to approximately 27 WTE staff, using
a 35.5 hour week.
Third Sector Dumfries and Galloway have over 1,600 organisations on their database at 02
December 2021 Some of these organisations employ staff but many work with unpaid
volunteers only. Between June 2020 and September 2020 during the Covid-19 pandemic
Third Sector Dumfries and Galloway had 1,700 volunteers on a Covid-19-specific database.
It is not possible to determine how many of these were active volunteers, but it does
demonstrate the willingness to volunteer across the region.
Volunteering in the Not Registered Commissioned Third and Independent Sectors
Not Registered Commissioned Third and Independent Sectors data on volunteers is as at
March 2019. This data is for approximately 80% (representing 640 volunteers) of these
organisations and is from a Smart Survey completed in April 2019. This survey showed
there were 640 volunteers. It is not known if all these volunteers were actively volunteering
nor is it known how many hours of volunteering they completed.
Volunteering in NHS Dumfries and Galloway
As at 31 March 2021 there were 83 active volunteers registered to support NHS Dumfries
and Galloway directly. Some volunteers for NHS Dumfries and Galloway were able to
volunteer virtually from home. As the Covid-19 pandemic eases, the number of volunteers
supporting NHS Dumfries and Galloway is rising, and it is hoped this will return to pre
pandemic numbers (257 people at 19 March 2020).
NHS Dumfries and Galloway publishes an annual report on its volunteers, which can be
found here.
NHS Dumfries and Galloway currently has, and has had for the last 9 years, the Investing in
Volunteers accreditation.
Volunteering in Dumfries and Galloway Council
As at 31 March 2021 there were 58 volunteers who had signed volunteering agreements
with Dumfries and Galloway Council. However, it has not been possible to identity those
who volunteer directly within Adult Social Care.
Measuring Volunteering across the Partnership
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A proxy measure for the value of the hours given freely and willingly by volunteers is
described as Social Return on Investment. It is based on the national minimum wage of
£8.72 per hour. An approximate value for 83 volunteers undertaking 12,445 hours of
volunteering in 1 year, after deducting costs associated with employment, is £97,743.
Whilst the effective use of volunteers requires financial resource to support recruitment,
training and coordination of activity, the financial impact of the delivery of services by
volunteers is significant. Based on the UK Living Wage of £9.50, the Food Train volunteer
contribution equates to more than £9,000 of service provision per week before deducting
on-costs associated with employment.

What Is Our Age Profile?
The age profile of the combined workforce is shown in the graphic below. 28.0% of people
are aged 55 and over.
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Adult Social Work had a higher proportion of staff aged 55 and over at 32.9% when
compared to NHS DG (25.9%) and adult sub sectors of the Registered Third and
Independent Sectors (29.6%).
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When considering our workforce we have a higher proportion in the age groups 45-54 years
and 55-64 years old when compared to the estimated population of Dumfries and Galloway,
using NRS mid 2020 population estimates which can be found here.

How Diverse Is Our Workforce?
Over 84% of the combined workforce is female. The breakdown between male and female
is shown in the graphic below. There is a higher proportion of females in NHS DG, Adult
Social Work and the Registered Third and Independent Sectors. 90% of people working at
Adult Social Work are female.
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Women and men in the workplace have different ways of working. In 2020, in the
Registered Third and Independent Sectors 61% of female employees worked part time
compared to 43% of males. This is broadly similar in NHS DG where 62% of female
employees work part time compared with 30% of males.

What Are Our Absence Levels?
Sickness absence data is only available for NHS DG and Adult Social Work. There is no
data from the SSSC for registered services, nor for third sector organisations, unpaid Carers
or volunteers.
The graph below shows the sickness absence rates by quarter from the start of 2018 for
NHS DG and Adult Social Work. NHS DG has a target of a sickness absence rate of 4% of
less.
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The 5 most frequent reasons for absence in NHS DG between 1 October 2020 and 30
September 2021 were:






21% Gastro-intestinal problems
15% Anxiety/stress/depression/other psychiatric illnesses
10% Cold, cough, flu – influenza
9% Headache/migraine
7% Other musculoskeletal problems.

Within Adult Social Work DG between 1 October 2020 and 30 September 2021 the 5 most
frequent reasons for sickness absence were:






24% Stomach, Liver, Kidney, Lung and digestions
12% Covid-19/Long Covid-19
9% Neurological illness (including epilepsy, MND)
8% Migraine/Headache
7% Cold/Flu/Measles (including coughs, throat, infections).

Where Are Our Current Gaps?
It is important to highlight current staff shortages and levels of unmet care need across the
Partnership currently. Unmet hours of care have been sitting at around 4,000 which equates
to approximately 84 WTE. The impact of this is that people are not able to go home safely
from hospital or are at home without the care package that they need. Historically gaps
have been filled from the local labour market, however the Covid-19 pandemic combined
with Brexit has made that extremely challenging. The Partnership is competing with private
retail/hospitality sectors and national chains that are able to offer incentives for example
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“Refer a Friend Fee”, in addition the roles we are looking to fill tend to have shift patterns
with unsociable hours, coupled with demanding workloads.
Current Vacancies NHS DG
At September 2021 there were 328.9 WTE vacancies in NHS DG for Nursing and Midwifery
staff, Medical and Dental Consultants and Allied Health Professionals (AHPs). There were
274.3 WTE Nursing and Midwifery vacancies, 30.2 WTE Medical and Dental Consultant
vacancies and 24.4 WTE AHP vacancies.
A significant number of vacancies have been advertised repeatedly and have been vacant
for a substantial period of time.
Tables 1 - 3: Vacancies by Job Family and sub job family; WTE; at September 2021;
NHS Dumfries and Galloway; Turas
Nursing and Midwifery
Total

WTE Vacant more than 3 months
274.3
58.0

Medical and Dental Consultant
Total

WTE Vacant more than 6 months
24.4
15.6

AHP
Total

WTE Vacant more than 3 months
30.2
5.4

Current Vacancies the Registered Third Sector and Independent Sectors
Scottish Care conducted a survey in September 2021 of registered care and support
providers to ask organisations about their recruitment. There were 14 organisations who
responded from Dumfries and Galloway, but this does not mean that these respondents
only operate in Dumfries and Galloway. Asked if organisations found recruitment and
retention problematic 75.8% of the Dumfries and Galloway respondents agreed. The
Scottish Care interim report can be found here https://scottishcare.org/workforce-recruitment-andretention-survey-interim-report/.

The most recent Care Inspectorate SSSC vacancy data is at December 2020 and can be
found here. This information is for all of the SSSC sub groups and therefore could include
some services for children, which are outside the scope of this report.
There were 55 services in Dumfries and Galloway reporting vacancies which was 37% of all
services. The WTE for these vacancies was 183 which was 4.2% of the total WTE
workforce. Within this there were 5 services reporting nursing vacancies which was 9% of
all services.
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40% Services in Dumfries and Galloway reported finding vacancies hard to fill in 2020. The
most frequent reasons for this were “Too few applicants” (58%), “Too few qualified
applicants”, “Too few applicants with experience” and “Competition from other service
providers” (each with 56%) and “Unable to work the hours needed” (49%). If looking at the
main reason only, which is shown in table 3h of the Care Inspectorate SSSC report, the
highest main reason was “Competition from other service providers” at 19%. When looking
at changes over the past 3 years to the main reason for hard to fill posts, “Too few
applicants” has reduced (2018 was 30% and 2020 was 15%) as has “Too few applicants
with experience” (2018 was 16% and 2020 was 7%). The reasons which have increased
were “Too few qualified applicants” (2018 was 16% and 202020%), “Competition from other
types of work” (2018 was 4% and 2020 was 8%) and “Candidates unable to work the hours
needed” (2018 was 7% and 2020 was 10%).
Current Vacancies DG Council
In early November 2021 there were approximately 98 positions vacant in Adult Social Work.
Table 4: Vacancies by role; position and hours; at November 2021; Dumfries and
Galloway council; Talentlink
Role
Administration
Care and Support Worker
Contact Centre Advisor SWS
Drivers and Escorts
Link worker
Social Worker and assistant
Total

Number of positions
16
38
7
6
20
11
98

Approximate
Hours
243
24.5
36
0
242.5
288
834

What are we doing to make a difference to our staffing challenges?
A recruitment campaign for Care at Home Service staff has been undertaken recently which
included a targeted marketing drive in the local media. The response from the public in
terms of shares was particularly positive and reflects the more nuanced messaging around
for example “Your Older People Need You”. Learning from this pilot will be used for further
Partnership-wide and sector specific campaigns.
Work is underway in conjunction with Skills Development Scotland and further education
partners in Dumfries and Galloway to explore how we can build career pathways for health
and social care workers. We need to be able to promote careers in the sector and the
opportunities that we offer, not only young people but people at all stages of their working
lives. This will link in with work being undertaken nationally through the NHS Scotland
Academy and through a national Health and Social Care Support Workers Role-Readiness
Group.
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It is important that recruitment drives by statutory partners do not adversely impact on the
capacity of the third and independent sectors to meet current and growing challenges. A
key focus of this plan will be to work collaboratively with all partners to take a strategic
approach to meeting these challenges.
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Appendix 2 – People Profile by Sector
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Registered Third and Independent Sectors Workforce
The information in this section has come from the Scottish Social Services Council
(SSSC) and is as at December 2020. (https://data.sssc.uk.com/data-publications/22workforce-data-report).
This information related to services which are registered by the Care Inspectorate and have
information about their workforce published by the Scottish Social Services Council (SSSC).
The SSSC report has 2 main sources of data. The first is the annual returns collected by the
Care Inspectorate from all registered care services. The second is the annual census of
local authority Social Work staff, carried out by the SSSC.
There are a number of groups working in the social service sector that these statistics do
not capture. These include childminding assistants, volunteers and personal assistants.
Another group not included in these statistics is centrally based office staff in private and
voluntary organisations. This is because they are not based in a registered service and so
are not included in the scope of the Care Inspectorate’s data collection.
This data has been extracted using the following SSSC sub sectors:
Adult Day Care, Adult Placement Service, Care home for Adults, Housing
Support/Care at Home, Nurse Agency, Offender Accommodation, Fieldwork Service
(Adults), Fieldwork Service (Generic) and Fieldwork Service (Offenders).
This is to try to exclude any services working with children because children’s services are
outside the scope of this Workforce Plan. However there may be some service who are not
included, such as Central and Strategic Staff sub sector, whose work includes adult
services.
There were approximately 4,450 people working in adult sub sectors in the Registered Third
and Independent Sector at December 2020. Just under 1 in every 2 of these people worked
in the Voluntary sector (48%). 85% of the workforce was female.
Table 4: Headcount by Employer type and gender; Adult sub sectors only; Registered
Independent Sector; at December 2020; Dumfries and Galloway; SSSC
%
Female

Employer type Female Male
87.3%
Private
1,380
200
87.8%
Public
1,650
90
81.2%
Voluntary
1,730
400
84.5%
Total
3,760
690
Source: Scottish Social Services Council (SSSC)

% Male
12.7%
12.2%
18.8%
15.5%

Headcount
1,580
740
2,130
4,450

% of total
Headcount
35.5%
16.6%
47.9%
100.0%

There is no Whole Time Equivalent information available for people working in Dumfries and
Galloway. The SSSC calculates an estimated WTE for Scotland (Table 2 page 13 of their
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2020 report10). In order to provide a best guess estimation for Dumfries and Galloway we
can use the ratios of Headcount to WTE for Scotland as a whole and map them onto the
Headcount by sub sector for Dumfries and Galloway. At best this is a very rough estimation,
because it assumes job roles and working patterns are the same in Dumfries and Galloway
as for Scotland as a whole. In practice this will probably not be the case. In absence of any
other WTE estimation then this best guess estimation WTE for Dumfries and Galloway is
approximately 3,382 people. This number should not be used for further calculations or
relied on for decision making.
5 in 6 of registered people, who are working in the Registered Third and Independent
Sectors adult sub sectors, were working in Class 2-4 Care Worker roles (84.1%), with the
largest proportion working in Class 2 Care Worker roles (70%). Class 2 Care Worker roles
include providing direct personal physical, emotional, social or health care and support.
Class 4 Care Worker includes staff responsible for the assessment of care needs, the
development/implementation of care plans, the delivery of care and services and the
monitoring/evaluation of the delivery of care and services within a specific setting. In the
Glossary at the end of this document are more detailed descriptions of the functions within
these job roles.
Table 5: Headcount by job role; Adult sub sectors only; Registered Independent
Sector; at December 2020; Dumfries and Galloway; SSSC
Role
Headcount
Administrative / Support Worker
210
Ancillary Worker
320
Class 2 Care Worker
3,100
Class 3 Care Worker
420
Class 4 Care Worker
190
Unit / Project Manager
150
Group Manager
20
Director / Chief Executive
0
Unknown
0
Total
4,410
Source: Scottish Social Services Council (SSSC)

Headcount %
4.8%
7.3%
70.3%
9.5%
4.3%
3.4%
0.5%
0.0%
0.0%
100.0%

Within the Registered Third and Independent Sectors the SSSC classifies 3 employer types.
These are public, private and voluntary employers.
The chart below the voluntary employer type employs the most people with 47.9% of the
estimated headcount. The graph shows a breakdown of the estimated number of people
working for each of these 3 employer types by age bands.
29.6% of the workforce were aged 34 or younger. In the public sector this is 19.7% of the
workforce which is lower than both the private sector (31.6%) and the voluntary sector
(31.3%). These proportions are different to Scotland as a whole, where proportion of the
10

https://data.sssc.uk.com/data-publications/22-workforce-data-report/263-scottish-social-service-sector-report-on-2020workforce-data)
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workforce aged 34 and young is lower at 26.0%. Within the employer types the proportion of
staff aged under 35 for Scotland are public sector 14.6%, private sector 32.4% and
voluntary sector 27.8%.

At December 2020 there were 106 registered services with adult sub sectors in Dumfries
and Galloway. Of these 34 (32%) were in residential services and 72 (68%) in nonresidential services. The registered services are shown by employer types in the table
below.
Table 6: Number of registered care services by employer type and sub sector; Adult
sub sectors only; Registered Third and Independent Sectors; at December 2020;
Dumfries and Galloway; SSSC

Employer Type
Private
Public
Voluntary
Total

Number
44
15
47
106

%
41.5%
14.2%
44.3%
100%

Number %
of adult
care
homes
24 2.9%
1 70.6%
9 26.5%
34 100%

Number of
%
nonresidential
services
20 65.7%
14 14.0%
38 20.3%
72 100%

The proportion of people working full time is higher for those working in adult care homes
(53.6%) compared to people working in non-residential service (39.9%).
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Table 7: Headcount by Employer type and sub sector; Adult sub sectors only;
Registered Independent Sector; at December 2020; Dumfries and Galloway; SSSC
Adult Care Homes
Employer
type
Private
Public
Voluntary
Total

Full
Part
Time Time Total
580 460 1,040
0
10
10
170 180
350
750 650 1,400

Non-residential services

% Full % Part Full
Part
Time Time
Time Time
55.8% 44.2%
770
790
0.0% 100.0%
300
450
48.6% 51.4%
700 1,430
53.6% 46.4% 1,770 2,670

Total
1,560
750
2,130
4,440

% Full
Time
49.4%
40.0%
32.9%
39.9%

%
Part
Time
50.6%
60.0%
67.1%
60.1%

There are a higher proportion of people working as Class 2 Care Workers (76.2%) in nonresidential services than the proportion of people working in adult care homes (57.6%).
Table 8: Headcount by role and sub sector; Adult sub sectors only; Registered
Independent Sector; at December 2020; Dumfries and Galloway; SSSC
Adult Care Homes
Role
Administrative / Support Worker
Ancillary Worker
Class 2 Care Worker
Class 3 Care Worker
Class 4 Care Worker
Unit / Project Manager
Group Manager
Director / Chief Executive
Unknown
Total

Headcount
30
290
800
180
60
30
0
0
0
1,390

Non Residential services

Headcount % Headcount Headcount %
2.2%
180
6.0%
20.9%
30
1.0%
57.6%
2,300
76.2%
12.9%
240
7.9%
4.3%
130
4.3%
2.2%
120
4.0%
0.0%
20
0.7%
0.0%
0
0.0%
0.0%
0
0.0%
100%
3,020
100%

At this time of writing this report there is no sickness absence information available from the
SSSC for registered services.
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NHS Dumfries and Galloway Workforce
This section covers the NHS DG workforce, excluding bank and locum staff, at 30
September 2021. The information has been extracted from the NHS workforce system
eESS as at 30 September 2021 on 04 October 2021.
There were 4,602 people employed which was equivalent to 3,745.5 Whole Time
Equivalent (WTE). 43.3% of the people working work on a full time basis.
44.2% are working in the Acute and Diagnostic Services Directorate (2,034 people equal to
1,640.6 WTE). Community Health and Social Care Directorate is the second largest
Directorate by headcount (894 people) and WTE (684.0 people).
Table 9: Headcount and WTE by Directorate; NHS Dumfries and Galloway; at 31
September 2021; eESS

Directorate

Acute and
Diagnostic
Services
Corporate
(8 Directorates *)
Community Health
and Social Care
Facilities and
Clinical Support
Mental Health
Women and
Children

Total

Headcount
%

Headcount

Full
WTE % Time

WTE

Full
Time
%

Part
Time

Part
Time
%

2,034

44.2%

1,640.6

43.8%

821

40.4%

1,213

59.6%

613

13.3%

508.7

13.6%

345

56.3%

268

43.7%

894

19.4%

684.0

18.2%

280

31.3%

614

68.7%

103
496

2.2%
10.8%

93.1
439.4

2.5%
11.7%

78
302

75.7%
60.9%

25
194

24.3%
39.1%

462

10.0%

382.7

10.2%

168

36.4%

294

63.6%

4,602

100.0%

3,748.5 100.0%

1,994

43.3%

2,608

56.7%

* Corporate consists of Chief Executive, Corporate Nursing, Finance, Health Services Team, Medical, Public Health,
Strategic Planning and Workforce Directorates

The Job Family with the highest headcount is Nursing and Midwifery (2,189 people equating
to 1,851.7 WTE people). In this Job Family 4 in 10 people work full time (42%).
Table 10: Headcount and WTE by Job Family; NHS Dumfries and Galloway; at 30
September 2021; eESS

Job Family

Administrative
Services
Allied Health
Professions
Healthcare
Sciences
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Headcount

Headcount
%

WTE

WTE
%

Full
Time

Full
Time
%

Part
Time

Part
Time
%

799

17.4%

659.3

17.6%

402

50.3%

397

49.7%

350

7.6%

279.4

7.5%

151

43.1%

199

56.9%

135

2.9%

122.2

3.3%

104

77.0%

31

23.0%
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Medical and
Dental
Medical and
Dental Support
Nursing and
Midwifery
Other
Therapeutic
Personal and
Social Care
Senior
Managers
Support
Services
Total

273

5.9%

220.9

5.9%

171

62.6%

102

37.4%

34

0.7%

22.5

0.6%

5

14.7%

29

85.3%

2,189

47.6%

1,851.7

49.4%

920

42.0%

1,269

58.0%

205

4.5%

165.3

4.4%

102

49.8%

103

50.2%

39

0.8%

33.8

0.9%

18

46.2%

21

53.8%

14

0.3%

13.2

0.4%

13

92.9%

1

7.1%

564
4,602

12.3%
100.0%

380.2
10.1%
3,748.5 100.0%

108
1,994

19.1%
43.3%

456
2,608

80.9%
56.7%

Turnover for the year 01 October 2020 to 30 September 2021 was 7.45%. This is broken
down by Directorates and Job Family in the 2 tables below.
Table 11: Rate of Turnover by Directorate; NHS Dumfries and Galloway; 01 October
2020 to 30 September 2021; eESS
Directorate
Rate of Turnover (%)
Acute and Diagnostic Services
7.56
Corporate (8 Directorates) *
7.03
Community Health and Social Care
8.10
Facilities and Clinical Support
6.06
Mental Health
6.96
Women and Children
7.04
Total
7.45

* Corporate consists of Chief Executive, Corporate Nursing, Finance, Health Services Team, Medical, Public Health,
Strategic Planning and Workforce Directorates

Table 12: Rate of Turnover by Job Family; NHS Dumfries and Galloway; 01 October
2020 to 30 September 2021; eESS
Job Family
Administrative Services
Allied Health Professionals
Healthcare Sciences
Medical and Dental
Medical and Dental Support
Nursing and Midwifery
Other Therapeutic
Personal and Social Care
Senior Managers
Support Services
Total
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Rate of Turnover (%)
7.37
8.63
8.99
20.83
14.49
4.74
9.04
12.50
8.00
9.09
7.45
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A high rate of turnover is not necessarily a negative, there will be circumstances where an
employee applies for a fixed term contract position and then secures a permanent position.
The full impact and effects of the Covid-19 pandemic on staff may not yet be visible in the
turnover data yet.
From the above tables, staff working in the Community Health and Social Care Directorate
and staff working in the Medical and Dental Job Family had the highest rate of turnover in
the period 01 October 2020 to 31 September 2021.
Within Community Health and Social Directorate the most frequent reason for leaving was
retirement (40% of leavers). The age groups with the highest number of leavers were ages
55-59 and 60-64 (28 people in all) and retirement was the most frequent reason for leaving
in these age groups.
The Medical and Dental Job Family equates to 6% of headcount meaning it can have a
higher rate of turnover for a smaller number of people leaving. Within this Job Family the
age band with the highest number of leavers was ages 25-29 and the most frequent reason
for leaving was end of a fixed term contract, with the highest proportion of these people
having worked for the Acute and Diagnostic Directorate.
The Job Family with the second highest rate of turnover was Allied Health Professionals
(AHPs), which had 8% of headcount at 30 September 2021. Within the AHP Job Family the
age band with the highest number of leavers was age 25-29, which accounted for 24% of
the AHP leavers although this was only 7 people. The largest number of leavers in this age
group worked for the Community Health and Social Care Directorate.
In the period 01 October 2020 to 31 September 2021 there were 336 people who left NHS
Dumfries and Galloway and who did not maintain an ongoing bank contract. The 5 main
reasons for leaving were;
Table 13: 5 most frequent reasons for leaving; NHS Dumfries and Galloway; 01
October 2020 to 30 September 2021; eESS
Reason for leaving
Retirement
Other
Voluntary Resignation - Other
Other NHS employment
End of Fixed Term Contract

Number
110
59
77
39
39

The Directorates with the highest number of people retiring were Acute and Diagnostic
Directorate (38%) and Community Health and Social Care (27%). These are the 2
Directorates with the highest headcount at 30 September 2021.
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The Job Families with the highest number of people retiring were Nursing and Midwifery
(46%) and Support Services (19%). Within Nursing and Midwifery Job Family retirement
accounted for 49% of the reasons for leaving with 21% being Voluntary resignation – Other.
The most frequent reasons for absence from work due to sickness between 1st October
2020 and 30 September 2021 are shown below. Where there were less than 5 absences
shown against a reason, this has been excluded from the graph to protect inadvertent
identification.

NHS Dumfries and Galloway publish Equality and Diversity reports on their website. The
address for this at the time of writing this report is:
https://www.nhsdg.co.uk/equality-and-diversity/
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Dumfries and Galloway Council Adult Social Work Workforce
There were 683 people employed equal to 523.07 Whole Time Equivalent (WTE) in 695
positions. The area with the highest number of employed people is the Care and Support
Service (CASS) with 274 people (40.1% of the headcount, or 2 out of every 5 staff
members).
Table 14: Headcount by Job Family; Adult Social Work at 30 September 2021; iTrent
Job Family

Access Team
Adult Care Lead Manager
Business support
Care and Support Worker
Care Call
Care Co-ordinator
CASS
CASS Business support
Commissioning
Day Community and Home Support Services Manager
Vulnerable Adults
Day, Community and Home Support Services Manager
Domestic Assistant
Driver
Escort
Link Worker
Locality Social Work Manager
Occupational therapy
Self Directed Support Co-ordinator
Senior Day Community and Home Support Services
Manager Vulnerable Adults
Sensory support
Social Work assistant
Social Work Services Senior Operational Manager
Social worker
STARS
STARS - Health and Social Care Support Worker
Support co-ordinator
Team Manager
Grand Total

Headcount

Headcount
%

14
<5
10
8
13
44
274
10
8

2.0%
<0.7%
1.5%
1.2%
1.9%
6.4%
40.1%
1.5%
1.2%

7
<5
<5
<5
<5
76
5
28
<5

1.0%
<0.7%
<0.7%
<0.7%
<0.7%
11.1%
0.7%
4.1%
<0.7%

<5
<5
<5
<5
59
<5
46
57
<5
683

<0.7%
<0.7%
<0.7%
<0.7%
8.6%
<0.7%
6.7%
8.3%
<0.7%
100.0%

In 01 October 2020 to 30 September 2021 there were 63 people who left Adult Social Work,
accounting for 10.9% of the total posts at 30 September 2020 and 10.8% of total posts at 30
September 2021.
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Table 15: Leavers by Job Family; Adult Social Work; 01 October 2020 to 30
September 2021; iTrent
Job Family

Leavers

Occupational Therapist
Social Worker
Care Co-ordinator
Support Co-ordinator
Care and Support Worker
Contact Centre Advisor
Health and Social Care Support Worker
Link Worker
Total
Leavers as a percent of posts

<5
5
<5
6
34
<5
5
5
63

Posts at
01/10/20
25
56
48
61
257
5
47
79
578
10.9%

Posts at
30/09/21
26
59
46
57
262
12
46
78
586
10.8%

Table 16: 5 most frequent reasons for leaving; Adult Social Work 01 October 2020 to
30 September 2021; iTrent
Reason at 30/09/2021
Resignation
Retirement - in Occ Pension
Retirement;
Retirement - Ill Health;
Retirement – Early;
- in Occ Pension

Number
41
7
9

The most frequent reasons for absence from work due to sickness between 1st October
2020 and 30 September 2021 are shown below. Where there were less than 5 absences
shown against a reason, this has been excluded from the graph to protect inadvertent
identification.
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Dumfries and Galloway Council publish Equality and Diversity reports on their website. The
address for this at the time of writing this report is:
https://dumgal.gov.uk/article/15138/Equality-and-diversity
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Not Registered Commissioned Third and Independent Sectors Workforce
The information in this section has been provided by Dumfries and Galloway Council
and is as at March 2019.
This information related to services which are commissioned but are not registered by the
Care Inspectorate. These organisations were approached to complete a survey in April
2019. Not all of these services responded but approximately 80% did reply and the data
below relates to these organisations.
Table 17: Headcount by Managers and other staff; Not Registered Commissioned
Third and Independent Sectors; at March 2019; Dumfries and Galloway Council
Role
Managers
Other staff
Total

Headcount
29
164
194

Table 18: Headcount shown by Day Centre and other types; Not Registered
Commissioned Third and Independent Sectors; at March 2019; Dumfries and
Galloway Council
Organisation type
Day Centres
Other
Total

Headcount Number of Organisations
70
9
124
21
194
30

As at 30 September 2021 the number of organisations was 34. 1 organisation can have
multiple contracts.
Table 19: Not Registered Commissioned Third and Independent Sectors; at August
2020; Dumfries and Galloway Council

Total

Number of
Number of
Organisations
Contracts
34

42

At this time of writing this report there is no sickness absence information available for the
Not Registered Commissioned Third and Independent sectors.
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The Wider Third Sector Workforce
In addition to the information provided in the Workforce profile, general information about
voluntary sector can be found on the Scottish Council for Voluntary Organisations (SCVO)
website. Under the State of the Sector 2020, which can be found at
https://scvo.scot/policy/sector-stats . There is general information about the estimated
number of paid staff.
The SCVO information in the table below may include some organisations already detailed
in the Not Registered Commissioned Third and Independent sectors Workforce section
above.
Note the SCVO provides information about specific types of voluntary organisations only.
Criteria include that the organisation is a voluntary sector organisation (an independent,
self-governing body of people acting for the benefit of the community), the organisation
works towards the principles of good governance in line with the Scottish Governance Code
for the third sector and Checkup and the organisation is non-profit distributing. There is a
fee for membership which was determined by Income at the time of writing this report.
Table 20: Paid Headcount shown by Activity; voluntary sector; as at 2018; OSCR 2019
and Scottish Council for Voluntary Organisations SCVO 2019.
Activity
Social Care
Health
Total

Headcount (Paid)

533
179
712

Not all the organisations in these Activity categories will be supporting services which are
commissioned by DG Council or NHS DG on behalf of the Integration Joint Board (IJB)and
therefore within the scope of this Workforce Plan.
When considering the information from the SCVO, there are volunteers under other Activity
groups who might not support traditional healthcare, but may be contributing to positive
health and wellbeing outcomes.

At this time of writing this report there is no sickness absence information available for
Wider Third Sector organisations, unpaid Carers or Volunteers.
Unpaid Carer Workforce
In the 2011 Scotland census there was a question asking if people provided unpaid care.
The 2021 Scotland census was delayed because of the Covid-19 pandemic. At the time of
writing the next census is scheduled to take place in 2022. Information about census in
Scotland can be found on this website here.
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Volunteers
In addition to the information provided in the Workforce profile, general information about
volunteering can be found on the Scottish Household Survey website, which can be found
at here, and also on Volunteer Scotland’s website which can be found here.

Page | 73

HEALTH AND SOCIAL CARE WORKFORCE PLAN 2022-25

Page | 74

Agenda Item 157 – Appendix 2

Dumfries and Galloway
Integration Joint Board
Health and Social Care
Workforce Plan – Final Draft v 9.0
2022 – 2025 – Feedback Form
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Introduction and Background
This Workforce Plan was co-produced by the Health and Social Care Partnership Workforce
Planning Group which has representation from the Third Sector, the Independent Sector,
Local Authority and NHS as well as Trade Union representation. The group have worked
closely with a range of partners both individually and collectively to gather input for the plan.
We expect the Workforce Plan to be published on 31st March 2022 subject to the
appropriate governance approvals in line with national legislative requirements.
We are grateful to all contributors that have already provided feedback at various stages in
the development of the plan.
This Workforce Plan has been developed to address common issues across the health and
social care partnership. Each of the Themes, Ambitions and Actions described in Section 2
are aligned to the Strategic Commissioning Plan Intentions and Tactical Priorities.
It is now time to gather final feedback, with a 4 week feedback period from 25th
January 2022 to 22nd February 2022.

Key Questions to Consider
1)

What from your point of view, over the next 3-5 year and beyond will be the most
important issues for health and social care in Dumfries and Galloway?

2)

Does this Workforce Plan address these issues? If not what is missing or should be
added?

3)

Do you think we’ve got the right Themes, Ambitions and Actions to support us to
deliver the Strategic Commissioning Plan? If not, what additional/different Themes,
Actions or Ambitions would you recommend are included (please describe which
Strategic Commissioning Intention it links to).

Next Steps
This is your opportunity to provide feedback on the plan. To facilitate your feedback we
have provided the final draft version of the plan, please treat this as sensitive as it is not yet
finalised. It is expected that slight revisions will be made
Please respond to tracy.parker6@nhs.scot by 22nd February 2022.
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Meeting date:
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Title:

Workforce Information Report

Responsible Executive/Non-Executive: Caroline Cooksey, Workforce Director
Report Author:

Tracy Parker, Workforce Planning and
Systems Manager

1

Purpose

This is presented to the Board for:
 Assurance
This report relates to a:
 Local policy
This aligns to the following NHSScotland quality ambition(s):
 Safe
 Effective
Please select the level of assurance you feel this report provides to the
board/committee and briefly explain why:
Significant

Moderate

None

Not yet assessed

√

Limited

Comment:
Significant progress has been made in the development of a suite of workforce
statistics for NHS Board Members to review and they are constantly being
reviewed and developed in line with the needs of the Board.
From the list below, please select which Board Priority this paper relates to.
If none of the priorities suit, please select other and briefly explain why this
paper needs to be reviewed at Board/Committee:
COVID-19 Containment Work
Delivery of Sustainable Service
Models
Other (please explain below)

√

Comment:
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Continued Support for Staff
Wellbeing
Delivery of Enhanced Services to
address Pandemic Harms

√
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Not applicable.

2

Report summary

2.1 Situation
It is a key objective of the Workforce Directorate to improve workforce data
availability. The Workforce Report attached provides a further snapshot of our
most recent key high level workforce indicators. In addition, the report provides
an update on work that is being undertaken in collaboration with NHS
Education Scotland (NES) to develop data dashboards and with the Staff
Governance Committee around their data requirements.

2.2 Background
The NHS Board agreed to receive workforce statistics on a quarterly basis.
Attached are the indicators updated with published data as at 30th September
2021 or local data where applicable.
We noted in our Quarter 3 report the aim to have information on “Mandatory
Training Information” and “Exit Interviews” and these are contained in the report.
There is a new indicator for Staff Wellbeing included.
However, due to current pressures we have only been able to provide limited
narrative in relation to the following indicators: Turas Appraisal information
 Vacancies / Hard to Fill posts.
The graph for Staff Availability on page 1 differs from the graph provided to APF,
due to “Other Leave”. The narrative is as provided to APF. The iMatter
information does not include NHSScotland information which has not been
published yet.

2.3 Assessment

The NHS Board is asked to review the attached Workforce Report and the update
on progress within the Board on the development of workforce information
reporting.

2.3.1 Quality/ Patient Care
None.
2.3.2 Workforce
None.
2.3.3 Financial
Any workforce planning activity must meet the Affordability, Availability and
Adaptability tests as highlighted in CEL 32 (2011).
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2.3.4 Risk Assessment/Management
Not required.
2.3.5 Equality and Diversity, including health inequalities
Not applicable for this report.
2.3.6 Other impacts
None.
2.3.7 Communication, involvement, engagement and consultation
Not required.
2.3.8 Route to the Meeting
The report has been or will be considered by the following groups as part of its
development:
 Area Partnership Forum 16/12/2021
 Staff Governance Committee 24/01/2022

2.4 Recommendation
 Assurance – To give confidence of compliance with legislation, policy and
Board objectives.

3

List of appendices
The following appendix is included with this report:
 Appendix 1, Workforce Directorate, Quarter 4 Operational Performance
Information.
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Workforce Features
Staff In Post Trend:

Agenda Item 160 - Appendix 1
(Staff Gov Std: 1,2,3,4,5)

Key Information: In the last year, there has been an annual increase in WTE of 0.3% for NHS Dumfries and Galloway
and headcount has increased by 0.3%. In NHS Dumfries and Galloway over the period September 2020 to September
2021 Nursing and Midwifery Job Family has seen an overall decrease of 0.80% in WTE. The Medical and Dental
Support Job Family has seen an overall decrease of 8.8% in WTE, which equates -2.2 WTE. Other Therapeutic Services
had a 6.5% increase in WTE.
At September 21 in NHS Dumfries and Galloway 52.4% of the WTE were in Nursing and Midwifery Job Family which
compares to 41.6% for NHSScotland.

Turnover Trend:

Key Information: Turnover reduced from 7.3 in 2019/20 to 6.7 in 2020/21. When looking at changes in turnover
rate between 2019/20 and 2020/21 by Job Family, the largest reduction in turnover rate was for Healthcare
Science, from 11.4 to 7.5. The largest increase was for Allied Health Professionals, from 6.3 to 10.8. It should be
noted that these are both small groups of staff and the turnover rate can be influenced by changes to just a few
staff members.
The rate of turnover for NHS Dumfries and Galloway has been higher than for NHSScotland in the last 10 years.
However when comparing Health Boards in the West Region, we are broadly similar.
Source: Turas Data
Intelligence

Source: Turas Data
Intelligence

Joiners and Leavers (WTE):

(Staff Gov Std: 1,2,3,4,5)

Key Information: In 2019/20, excluding bank staff, 34% of staff leaving their post were retirements, 20% were staff
leaving voluntarily (including for example, for another job outwith NHS or for personal reasons), 9% were the end of
their fixed term contract, 7% were new employment within NHSScotland and 22% were classified as Other Reason.
Nursing and Midwifery has the highest number of post leavers by Job Family, 31% of the total, and 37% of the total
retirements.

Source: Turas Data Intelligence

(Staff Gov Std: 1,2,3,4,5)

Staff Availability:

(Staff Gov Std: 1,2,3,4,5)

Key Information: COVID-19 related absence is shown in red on the graph below. The 7 day rolling average for
instances of COVID-19 related leave was 46 on the 30 November 2021. This has decreased from 58 on the 01
October 21. The 30 day rolling average shows all absence levels are relatively stable but has increased over the
summer months. Leave can be influenced by increases at specific times of year. These include days where there are
public holidays, for example the New Year and Easter periods, and absences can increase over school holiday
periods. Other Leave includes, but is not limited to, study leave, union duties, maternity/paternity/parental leave
and public holidays.

Source: Scottish
Standard Time System
(SSTS)
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Workforce Features
Sickness Absence Rate:

(Staff Gov Std: 4,5)

Key Information: The rate of staff sickness in NHS Dumfries and Galloway in the quarter ending
September 2021 was 5.6%, which is lower than the rate for NHSScotland (5.8%). It is however the highest quarterly
rate of sickness since March 2016.
NHS Dumfries and Galloway has mainly had a lower rate of sickness than NHSScotland since March 2017. However
the rate has been mainly higher than the target of 4%.
The annual published rate of staff sickness in NHS Dumfries and Galloway in the year ending March 2021 was 4.7%,
which matched the rate for NHSScotland.

Sickness Absence Long Term (LTS) and Short Term (STS):

Key Information: The rate of staff sickness in NHS Dumfries and Galloway in the month ending September 2021
was 3.1 for long term sickness (LTS) (28 days or more) and 2.1 for short term sickness (STS). NHSScotland, by
comparison, had a rate of sickness of 4.0 for LTS and 2.1 for STS.
The STS rate for NHS Dumfries and Galloway has been higher than the rate for NHSScotland since September
2019. The LTS rate for NHS Dumfries and Galloway has mainly been lower that the rate for NHSScotland since
the start of 2017. It was, however, higher than the rate for NHSScotland for March, April and July 2021. NHS
DG LTS rates have decreased in September-21 by 0.7 or 18% compared to August-21, which is lower than the
decrease for NHSScotland of 0.01 (0%).

Source: NSS (Scottish
Workforce Information
Standard System SWISS)

Workforce Diversity:

(Staff Gov Std: 4,5)

Source: NSS (Scottish
Workforce Information
Standard System SWISS)

(Staff Gov Std: 4)

Key Information: In 2019/20 the percentage of employees NHS Dumfries and Galloway who have declared they have Black, Asian or Minority Ethnic (BAME) backgrounds was 1.4%. This compares to 3.7% for NHSScotland. NHS
Dumfries and Galloway has had a lower percentage of staff with BAME backgrounds then NHSScotland for the last 3 years. In 2019/20 NHS Dumfries and Galloway 1.3% of employees declared a disability. This compares to 1.1% for
NHSScotland as a whole. This has remained stable since 2017/18. Over the past 5 years NHS Dumfries and Galloway has had a higher percentage of employees declaring they have a disability when compared to NHSScotland as a whole.
At March 2021, the percentage of NHS Dumfries and Galloway staff who had not completed their Ethnicity data was 34.4% and who had not completed their disability information was 69.4%.
Source: Turas Data
Intelligence

Source: Turas Data
Intelligence

Not Known %

Not Known %

2016/17
2017/18
2018/19
2019/20
2020/21

2019/20
2020/21

14.9%
21.1%
29.0%
32.9%
34.4%

73.2%
69.4%
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Workforce Sustainability
Vacancies

(Staff Gov Std: 1,2,3,4,5)

Key Information:
There were 274.3 WTE vacancies for Nursing and Midwifery at September 2021 which was a rate of 12.9%. Of the
WTE vacancies 97.2 of these were in Adult Sub Job Family, and 52.1 in Mental Health Sub Job Family.
There were 30.2 WTE Allied Health Profession vacancies which is a rate of 9.8%. Of the WTE vacancies 9.6 were in
Physiotherapy and 8.4 in Occupational Therapy.
There were 24.4 medical and dental consultant vacancies as at September 2021 which was a rate of 17.4%. Of the
vacancies 5 were in general surgery and 3 from both Anaesthetics and general practice.

Bank and Locum (Nursing and Midwifery):

(Staff Gov Std: 1,2,3,4,5)

Key Information: In 2020/21 Nursing and Midwifery spent £4,255,543 on bank costs for 214,199.8 hours and £72,394
on agency costs for 1,251.7 hours. Nursing and Midwifery Bank costs increased yearly from 2015/16. However Nursing
and Midwifery agency costs have reduced considerably since 2019/20, which has been influenced because staff have
been available to be deployed because of the Covid-19 pandemic.
In 2020/21 Medical and Dental agency locum spend was £9,824,078.59. These costs have reduced from
£10,720,684.73 in 2019/20.

Vacancies:
Source: Turas Data
Intelligence

Comparing WTE vacancies at September 2021 to a year earlier at September 2020, Nursing and Midwifery WTE
vacancies were 283.5% higher (WTE 71.5 in Sep 20), Allied Health Profession was 48.9% higher (20.3 WTE in Sep 20)
and Medical and Dental was 35.6% higher (WTE 18.0 in Sep 20).
Source: Turas Data
Intelligence

Hard to Fill (HTF) Post data is due to be included in Quarter 1.

Exit Interviews:

(Staff Gov Std: 1,2,3,4,5)

Key Information: For the period July - September 2021 there were 120 people who left NHS Dumfries and Galloway
and did not maintain a Bank contract. In the same period there were 17 exit interviews returned. As data for a
quarter is now available the low completion numbers have been highlighted. Work is ongoing to simplify access to
the questionnaire on local intranet and to increase awareness of the benefits of completing the questionnaire.
Internal procedures have been developed to review the results of completed exit interviews to ensure themes can be
identified and, if appropriate, any lessons can be learned.

Source: Local spreadsheet
and eESS

Onboarding Satisfaction

(Staff Gov Std: 1,2,3,4,5)
Key Information: Newly hired employees into NHS DG receive a welcome email within their first week and a 3 month
onboarding questionnaire. They will be an onboarding booklet for Hard To Fill posts for staff returning to or new to the
area. This booklet is currently in draft stage. The onboarding questionnaire is to understand how employees are
settling into their new roles and to learn any lessons for future new staff with a view to maximise staff retention.

Data is due to be included in Quarter 1.
Source: Turas Data
Intelligence
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Workforce Engagement and Wellbeing
iMatter Staff Survey:

(Staff Gov Std: 1,2,3,4,5)

Key Information: In 2021 there was a 55% response rate, being 2,532 employees in NHS DG. The result for
NHSScotland are not yet published. The 2020 survey differed from previous years because of Covid. Some highlights
below:
* Employee engagement index = 72
* Appropriately trained and developed = 70
* Well informed = 76
* Treated fairly, consistently with dignity and respect = 74
* Improving and safe working environment =74 * Involved in decisions = 68
* Overall experience of working in the organisation= 6.5

Mandatory Training (e-learning):

Key Information: This is mandatory training provided using LearnPro and does not include face to face mandatory
training compliance. This is for substantive staff and Bank staff but excludes Locum staff.
At November 2021 72.7% of staff in NHS Dumfries and Galloway had completed all their 12 mandatory e-learning
training courses. Recently there have been 2 new national modules introduced which take time for staff to complete. It
is expected the completion rates for these 2 modules will rise in the next few months.

Source: LearnPro

Source: Scottish
Government

TURAS Appraisals:

(Staff Gov Std: 1,2,3,4,5)

Key Information: The proportion of people who receive an annual appraisal is a measure of staff development and
can assist staff in developing the appropriate knowledge and skills to carry out their roles allowing them to make the
greatest contribution to the care of people.
The ability for staff and managers to complete their annual appraisal has been impacted by the demands of the
Covid pandemic, remobilisation and current winter pressures.

This data is due to be reported in Quarter 1.

Source:

(Staff Gov Std: 2,5)

Work Related referrals to Occupational Health and Safety (OHS):

(Staff Gov Std: 1,3,4,5)

Key Information: The quarters Jan-Mar 2021 and Apr-Jun 2021 had the highest number of management and self
referrals. These were also at a time of a sharp increase of Covid related calls and testing requirements into the
Occupational Health and Safety (OHS) department. The proportion of self referrals in Jul-Sep 21 increased to 44%,
although management referrals still remain the most frequent route for referrals. The commitment and resilience of
the OHS staff to continue to provide a limited but essential service to the organisation and external businesses
throughout this period has been very challenging. Remobilisation of full OHS services are ongoing. Training and
orientation of new recruits into the Call and Test Centre has begun but the continued unpredictable demands of the
Covid Call and Test Centre remain.

Source: Cohort
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Workforce Engagement and Wellbeing
Employee Relations (ER) Cases Raised formally:

(Staff Gov Std: 1,3,4,5)

Key Information: April 2021 saw an increase in numbers, partly due to ER cases being remobilised but also
interpersonal issues that had been put to one side as staff came together to fight Covid-19 were beginning to
resurface. In the quarter ending September 21 the number of new cases has reduced, possibly linked with people
taking annual leave over the summer months. Work to explore early resolution is being encouraged to enable fully
exploring the concern before automatically sending it to a formal investigation.

Staff Accidents / Incidents:

Key Information: Incidences rose 16% in the quarter ending September 21 when compared to the previous quarter.
Violence and Aggression remains the highest type of accident/incident. Actions taken to prevent staff slips, trips and
falls include:
 Closer working with domestic services to establish when and how floors are cleaned, and reinforce safe working
practices through the domestic services training
 Clean Up Spills communication strategy for all staff to remind them of their personal responsibility
 Safety flooring is considered in any refurbishment work
 Safe sensible footwear is encouraged in all areas and the uniform policy reinforces this.
Source: Datix

Source: Local data

Staff Psychological Services (SPS):

(Staff Gov Std: 1,3,4,5)

(Staff Gov Std: 5)

Key Information: Clinical staff from SPS offer psychological support for staff in 2 ways, PROSOCIAL and one-to-one. PROSOCIAL is about working with staff teams to creating collaboration through having better, more productive
conversations, and balancing and integrating the individual and group needs. The one to one psychological therapy service was initially established for GPs and practice staff. It is now available to all staff within the Health and Social Care
Partnership. In order to ensure a confidential service without any role conflicts, clinicians delivering the one-to-one psychological therapy service do not work into mainstream psychology services, or into the teams focussed staff
provision, but simply offer highly specialist therapeutic interventions individually tailored to client need. When either PROSOCIAL or one-to-one interventions are completed participants provide feedback using questionnaires/surveys.
New IT solutions are being investigated to allow for data capture of Prosocial survey responses.
In the quarter ending September 2021, 100% of people completing one-to-one therapy who returned a questionnaire felt they were able to manage more effectively. Increasing effectiveness demonstrates positive approaches to self
appreciation and being part of their team. The indicator for recommend the service is in development and will be published once the Prosocial data is available. The proportion for the one-to-one service for both the 2 quarters is 100%.

Source:
Local
questionnaires
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Report summary

2.1

Situation
Each year the IJB shares their Annual Performance Report (APR) with the NHS
Board. The Coronavirus Scotland Act (2020) enabled the IJB to publish the APR
later than usual (November 2021). The Board is asked to note the content of this
report.

2.2

Background
Under the Public Bodies (Joint Working) (Scotland) Act 2014, the Integration
Joint Board (IJB) is required to publish an Annual Performance Report (APR)
each year.
The Scottish Government has extended the Coronavirus Scotland Act (2020) to
the 30th September 2022. This means that IJBs were able to extend the date of
publication of their APR to November 2021 in accordance with current national
guidance and thereby, fulfil the IJB’s reporting requirements under the 2014 Act.
The IJB Annual Performance Report 2020/21 Full describes the progress of the
health and social care partnership towards the 9 national health and wellbeing
outcomes (appendix 1).
The IJB Annual Performance Report 2020/21 Easy Read report was developed
in house (appendix 2). The report was informed by guidance published by
Mencap and the Scottish Government on how to produce Easy Read
documents. We also referred to other public Easy Read documents that mention
similar topics like COVID. Officers engaged with the intellectual disabilities team
for advice. This is the first time an East Read version of the Annual Performance
Report has been produced.

2.3

Assessment
Highlights of the IJB 2020/21 Annual Performance Report include:
During the COVID period, much of our resource has gone into supporting
people to look after themselves by encouraging good infection control, testing
and vaccination.
Waiting times for care and support have grown longer due to service pressures
but teams are working to help people to self manage in the meantime.
We have come together to do our best to protect our vulnerable Care Home
residents from COVID19.
Day centres were closed but came up with innovative new ways to support
people.
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Making good use of technology has supported people to stay as safe as
possible whilst living independently or in a homely setting in their community.
The Partnership got fewer complaints last year but took a long time to respond
to many of them due to staff pressures.
The Partnership don't formally record all of the positive feedback we receive.
Doing so could help us better understand what we are doing well.
Council staff, third sector organisations and community volunteers supported
people shielding to stay safe at home during the pandemic.
Work on developing Home Teams slowed down because people were needed
elsewhere.
The Partnership needs to focus on reducing inequality as services come back
online.
There have been a high number of drug related deaths.
The Partnership are trying to reduce digital inequality by helping people access
devices to get online.
Many people who provide unpaid care to a loved one are feeling exhausted and
worn out.
The Partnership have extended the types of Short Break on offer to help people
stay home and stay safe.
More unpaid Carers are seeking help than before.
Cases where people need protection have become more complex and the
agencies within the multi agency safeguarding hub (MASH) have brought in
extra resource to support people.
We managed to keep urgent and emergency health care open despite the
lockdown.
Uptake rates of the COVID vaccine in Dumfries and Galloway have been higher
than the Scottish average.
The Partnership recognised the added physical and mental pressures of the
pandemic on the people who deliver care and support and has introduced
additional wellbeing and mental health support.
Keeping enough staff to safely deliver health and social care is the number one
challenge across the Partnership.
The IJB did not spend more than the budget. This is partly because the Scottish
Government helped to fund COVID activity.
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Our biggest financial challenges are

Spending money on agency staff to help us where we can’t find people to
do jobs

The cost of medications

The cost of living getting more expensive
2.3.1 Quality/ Patient Care
This paper has no direct positive or negative impact upon the quality of care.
2.3.2 Workforce
This paper has no direct positive or negative workforce implications.
2.3.3 Financial
No financial implications were identified as part of this paper.
2.3.4 Risk Assessment/Management
No formal risk assessment was undertaken when preparing this paper,
however, the management of risk was considered throughout the process and
any risks identified has been captured within the body of the report.
2.3.5 Equality and Diversity, including health inequalities
No impact assessment was undertaken as part of this paper.
2.3.6 Other impacts
No other relevant impacts were identified as part of this paper.
2.3.7 Communication, involvement, engagement and consultation
The Board has carried out its duties to involve and engage external
stakeholders where appropriate and in accordance with the Health and Social
Care Communication and Engagement Strategy and process.
State how this has been carried out and note any meetings that have taken
place.


Health and Social Care Governance and Performance Group

2.3.8 Route to the Meeting
This has been previously considered by the following groups as part of its
development. The groups have either supported the content, or their feedback
has informed the development of the content presented in this report.


2.4

Dumfries and Galloway Integration Joint Board, 16 November 2021

Recommendation
 Awareness – The Board is asked to note the content of this report.
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List of appendices
The following appendices are included with this report:



Appendix 1 – Annual Performance Report 2020/21 Full
Appendix 2 – Annual Performance Report 2020/21 Easy Read
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Report summary

2.1

Situation
Each year the IJB shares their Annual Performance Report (APR) with the NHS
Board. The Coronavirus Scotland Act (2020) enabled the IJB to publish the APR
later than usual (November 2021). The Board is asked to note the content of this
report.

2.2

Background
Under the Public Bodies (Joint Working) (Scotland) Act 2014, the Integration
Joint Board (IJB) is required to publish an Annual Performance Report (APR)
each year.
The Scottish Government has extended the Coronavirus Scotland Act (2020) to
the 30th September 2022. This means that IJBs were able to extend the date of
publication of their APR to November 2021 in accordance with current national
guidance and thereby, fulfil the IJB’s reporting requirements under the 2014 Act.
The IJB Annual Performance Report 2020/21 Full describes the progress of the
health and social care partnership towards the 9 national health and wellbeing
outcomes (appendix 1).
The IJB Annual Performance Report 2020/21 Easy Read report was developed
in house (appendix 2). The report was informed by guidance published by
Mencap and the Scottish Government on how to produce Easy Read
documents. We also referred to other public Easy Read documents that mention
similar topics like COVID. Officers engaged with the intellectual disabilities team
for advice. This is the first time an East Read version of the Annual Performance
Report has been produced.

2.3

Assessment
Highlights of the IJB 2020/21 Annual Performance Report include:
During the COVID period, much of our resource has gone into supporting
people to look after themselves by encouraging good infection control, testing
and vaccination.
Waiting times for care and support have grown longer due to service pressures
but teams are working to help people to self manage in the meantime.
We have come together to do our best to protect our vulnerable Care Home
residents from COVID19.
Day centres were closed but came up with innovative new ways to support
people.
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Making good use of technology has supported people to stay as safe as
possible whilst living independently or in a homely setting in their community.
The Partnership got fewer complaints last year but took a long time to respond
to many of them due to staff pressures.
The Partnership don't formally record all of the positive feedback we receive.
Doing so could help us better understand what we are doing well.
Council staff, third sector organisations and community volunteers supported
people shielding to stay safe at home during the pandemic.
Work on developing Home Teams slowed down because people were needed
elsewhere.
The Partnership needs to focus on reducing inequality as services come back
online.
There have been a high number of drug related deaths.
The Partnership are trying to reduce digital inequality by helping people access
devices to get online.
Many people who provide unpaid care to a loved one are feeling exhausted and
worn out.
The Partnership have extended the types of Short Break on offer to help people
stay home and stay safe.
More unpaid Carers are seeking help than before.
Cases where people need protection have become more complex and the
agencies within the multi agency safeguarding hub (MASH) have brought in
extra resource to support people.
We managed to keep urgent and emergency health care open despite the
lockdown.
Uptake rates of the COVID vaccine in Dumfries and Galloway have been higher
than the Scottish average.
The Partnership recognised the added physical and mental pressures of the
pandemic on the people who deliver care and support and has introduced
additional wellbeing and mental health support.
Keeping enough staff to safely deliver health and social care is the number one
challenge across the Partnership.
The IJB did not spend more than the budget. This is partly because the Scottish
Government helped to fund COVID activity.
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Our biggest financial challenges are

Spending money on agency staff to help us where we can’t find people to
do jobs

The cost of medications

The cost of living getting more expensive
2.3.1 Quality/ Patient Care
This paper has no direct positive or negative impact upon the quality of care.
2.3.2 Workforce
This paper has no direct positive or negative workforce implications.
2.3.3 Financial
No financial implications were identified as part of this paper.
2.3.4 Risk Assessment/Management
No formal risk assessment was undertaken when preparing this paper,
however, the management of risk was considered throughout the process and
any risks identified has been captured within the body of the report.
2.3.5 Equality and Diversity, including health inequalities
No impact assessment was undertaken as part of this paper.
2.3.6 Other impacts
No other relevant impacts were identified as part of this paper.
2.3.7 Communication, involvement, engagement and consultation
The Board has carried out its duties to involve and engage external
stakeholders where appropriate and in accordance with the Health and Social
Care Communication and Engagement Strategy and process.
State how this has been carried out and note any meetings that have taken
place.


Health and Social Care Governance and Performance Group

2.3.8 Route to the Meeting
This has been previously considered by the following groups as part of its
development. The groups have either supported the content, or their feedback
has informed the development of the content presented in this report.


2.4

Dumfries and Galloway Integration Joint Board, 16 November 2021

Recommendation
 Awareness – The Board is asked to note the content of this report.
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The following appendices are included with this report:
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If you would like help understanding this document or you need it
in another format or language please contact us on
dg.spcp@nhs.scot or telephone 01387 272734

BSL users: via contactSCOTLAND-BSL, the on-line British
Sign Language interpreting video relay service
Arabic
 أخرىل غة أوب تنسيق إل يهب حاجة ك نت أو ال مستند هذاف همف ي ال مساعدةف يت رغب ك نت إذا،
 علىب نا االت صالف يرجىdg.spcp@nhs.scot  ال هات ف أو01387 272734
Cantonese
如果您需要帮助理解本文档或需要其他格式或语言的文档，请通过 dg.spcp@nhs.scot
或电话 01387 272734 与我们联系
Polish
Jeśli chcesz, aby ten dokument został przetłumaczony na język polski, skontaktuj się
z nami pod numerem 01387 272734 lub e-mailem dg.scpc@nhs.scot
Spanish
Si desea ayuda para comprender este documento o lo necesita en otro formato o
idioma, contáctenos en dg.spcp@nhs.scot o al teléfono 01387 272734
Turkish
Bu belgeyi anlamak için yardım isterseniz veya başka bir formatta veya dilde
ihtiyacınız varsa, lütfen bizimle dg.spcp@nhs.scot veya 01387 272734 numaralı
telefondan iletişime geçin.

For further information
Visit:

www.dghscp.co.uk

E-mail:

dg.ijbenquiries@nhs.net

Mail:

Health and Social Care, 2nd Floor,
Dumfries and Galloway Royal Infirmary, Dumfries, DG2 8RX

Facebook:

www.facebook.com/DGHSCP

Care Opinion: www.careopinion.org.uk
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Introduction
The Public Bodies (Joint Working) (Scotland) Act 2014 (the Act) (here) set a legal framework for
integrating health and social care in Scotland. This legislation says that each health board and council
must delegate some of their functions to new integration authorities with additional health and social
care services that may be delegated should health boards or local authorities choose to do so.
The Integration Authority in this area came into existence in the form of Dumfries and Galloway
Integration Joint Board (IJB) on 1 April 2016. Responsibility for the planning and delivery of the
majority of adult health and social care services was delegated from the Local Authority and NHS to
this new body. This created a single integrated system for planning and delivering some health and
social care services locally.
As required by the Act all integration authorities must have a strategic commissioning plan (SCP). The
IJB developed their SCP by consulting with and engaging a broad range of people including people
who use health and social care services, Carers and people working in health and social care in
statutory, third sector and independent sector. It set out the case for change, priority areas of focus,
challenges and opportunities and commitments. The SCP can be accessed on the Partnership’s
website: www.dghscp.co.uk .
Across Scotland, health and social care partnerships are responsible for delivering a range of
nationally agreed outcomes. To ensure that performance is open and accountable, section 42 of the
Act obliges partnerships to publish an Annual Performance Report (APR) that sets out an assessment
of performance with regard to the planning and carrying out of the integration functions for which they
are responsible.
Integration Authorities are required to publish their APR by the end of July each year. Due to the
impacts of the COVID19 pandemic on the services and supports that we provide, and on the staff and
partners providing them, there has been limited capacity to produce and publish our report for
2020/21 to the usual statutory timescale. Therefore, in accordance with the Coronavirus (Scotland)
Act 2020 (here), publication of the APR was postponed to the end of November 2021.
Whilst the IJB Annual Performance Report for 2020/21 meets the minimum reporting requirements
during the COVID period, the impacts of COVID19 has resulted in some changes to this year’s report:
The usual time period of IJB Annual Performance Reports is 1st April – 31st March. This is altered to
1st January to 30th December for some indicators this report
The report would usually include qualitative evidence, people’s stories and highlights of good practice.
It has not been possible to include these within this report due to the data, time and resources
available over recent months.
Usually, the approach of the IJB would be to provide performance information relating to all sectors of
health and social care thereby providing a balanced reflection of the invaluable contribution from all
partners to the delivery of high quality health and social care and support across the region. Again,
due to the constraints of time and capacity, this report has only been able to include the data and
information available to us at this time and has resulted in a higher level of information and greater
focus on healthcare outcomes. This means the role of third sector and independent sector is not as
visible or evidenced as the Integration Joint Board would wish. This is regrettable given the significant
role played by both sectors in the response to the pandemic. The Integration Joint Board
acknowledges this and notes the valuable contributions of third sector and independent sector
partners.
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Future IJB Annual Reports will look to redress the above as soon as it is possible to do so.
In the 2020/21 APR, we discuss the progress of the Partnership against the 9 national health and
wellbeing outcomes and the commitments contained within the SCP. The remaining sections report
the results of any inspections in the year, any significant decisions made by the IJB and any review of
the SCP.
The 4 localities in Dumfries and Galloway Health and Social Care Partnership are Annandale and
Eskdale, Nithsdale, Stewartry and Wigtownshire. This report includes sections looking at what is
happening in each of the localities.

How we are getting on: The symbols we use
Indicator numbers such as “A12”, “B3” or “C5” reference the Performance Handbook which contains
information about why and how each indicator is measured. This is available on the Partnership’s
website (www.dghscp.co.uk). Where the phrase “Additional Information” is used instead of a number,
the figures are not standard measures, but extra information thought to be helpful.
For each indicator there is a Red, Amber or Green (RAG) status:
Green – we are meeting or exceeding the target or number we compare against
Amber – we are within 3% of meeting the target of number we compare against
Red – We are more than 3% away from meeting the target or number we compare against
The target is the standard set nationally that we compare against. For some indicators there is no
national standard and we have set ourselves a target to compare against or look to the Scotland
average instead. For some indicators there is no target set nationally or locally.
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The 9 National Health and Wellbeing Outcomes
The Scottish Government has set out 9 national health and wellbeing outcomes for people:


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



People, including those with disabilities or long term conditions, or who are frail, are able to
live, 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 are centred on helping to maintain or improve the quality of
life of people who use those services



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 wellbeing



People using health and social care services are safe from harm



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



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

The 9 national health and wellbeing outcomes set the direction of travel for delivering services in the
Health and Social Care Partnership and are the benchmark against which progress is measured.

7

APR 2020/21

1.

Outcome 1

People are able to look after and improve their own health and wellbeing and live in good
health for longer.
Early intervention and prevention are key to enabling people to maintain good health and wellbeing
and in supporting people to manage existing long term conditions.
There is a wide range of initiatives across the Partnership intended to help people improve their own
health and wellbeing. These initiatives aim to bring a holistic approach to improving wellbeing,
supporting people to improve many aspects of their lifestyles and building their level of personal
resilience.
Key Messages


During the COVID period, much of our resource has gone into supporting people to look after
themselves by encouraging good infection control, testing and vaccination



Waiting times for health and social care and support have grown longer due to service
pressures but teams are working to help people to self manage in the meantime.

How we are getting on
1.1

Changing focus from preventative public health to pandemic control

Many of the interventions in place to support people to look after their own health and wellbeing relate
to health behaviours, such as helping people to quit smoking or encouraging a more active lifestyle.
During the COVID19 pandemic, the Public Health team (especially, Health Protection) has been at
the forefront of the pandemic response.
The key areas of delivery during this time have been:





Test and Protect

From October 2020 to the end
Delivery of symptomatic staff testing for Health and Social Care
of March 2021, the Test and
Staff and our key partner agencies.
Protect Team managed over
Support to Care Homes in relation to COVID19;
3,600 people testing positive
o Infection Prevention and Control
o Outbreak Management
for COVID with over 8,700
o Resident and Staff testing (symptomatic and
close contacts.
asymptomatic)
o Advice in relation to reestablishment of visiting
o Professional input by the Director of Public Health to the Care Home Oversight Group
Provision of professional public health advice and support to colleagues working in the health and
social care system, local resilience partners, workplaces and the general public

The Test and Protect Team provide intelligence on the spread and nature of infections, and links
between cases, both by routine contact tracing, and additional focused follow-up of cases. Wider
issues of wellbeing have also emerged through contact tracing activity, and the Test and Protect
Team have been able to identify and refer vulnerable members of the community onto a range of
appropriate partners.
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1.2

Managing waiting lists

One of the difficulties with suspending non-urgent services is that people who were already waiting to
be seen would have to wait longer, and might be getting worse as a result. Teams undertook to go
back through the lists and review people to ensure those who most needed to be seen were managed
within the available reduced capacity. If people were not urgent, teams worked to find other ways to
help people manage while they waited or redirected people to more appropriate services. Reviewing
referrals is sometimes called Active Clinical Referral Triage (ACRT). ACRT is about ensuring that all
referrals to hospital (including advice and patient-led referrals) are triaged by a senior clinical decision
maker to make sure these follow evidence-based, locally agreed pathways.
An example of this was in psychology:
We knew from trials of screening adult psychology clients at 8 weeks (of being on the waiting
list) at the end of 2019 that when we went back to people, between 40-60% did not require
psychological therapies within secondary care and were either signposted to other agencies,
given resources to self-manage their issues or directed back to Primary care.
So this was extended to child psychology which in early 2020 had long waiting times for
psychological therapy. Similar results were seen. Additional benefits of getting back to people at
8 weeks included patient and therapist agreeing goals for treatment and greater clarity about the
duration and purpose of treatment. This was also very helpful to the locum staff recruited during
2020 to work with those who had waited longest.
From September 2020, all departments now offer 8 week screening with reports of good
feedback from patients and referrers.
Another way waiting lists are managed is to leave people to decide themselves if they need a return
appointment. This is called Patient Initiated Return (PIR). As more people take control of whether they
need to come back, we expect to see fewer wasted appointments.

1.3

The longer term impact of COVID19 on health

The extent the COVID pandemic and lockdown has impacted on the deterioration of people’s health
in not yet known, but there are early signs that many people accessing services are frailer than
before.
Long COVID
While most people’s symptoms of COVID19 get better within a few weeks, some people may
experience long lasting or new symptoms. Scottish Government’s Coronavirus (COVID19): modelling
the epidemic (Issue No. 65) shows that, at 5 September 2021, between 0.7% and 2.0% of the
population are projected to experience symptoms for 12 weeks or more after their first suspected
COVID19 infection in Scotland.
For this region, as of September 2021 there have been over 10,000 people reported to have tested
positive so far. It is possible that between 70 and 200 people may have ongoing symptoms. Teams
are planning for the potential increase in rehabilitation, mental health and other needs that long
COVID may cause.
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2.

Outcome 2

People, including those with disabilities or long term conditions, or who are frail, are able to
live, as far as reasonably practicable, independently or in a homely setting in their community.
People’s care needs are increasingly being met in the home or in a homely setting in the community.
The way that care and support services are planned and delivered has started to reflect this shift.
There are a number of ways that the Partnership is working towards enabling people to live as
independently as possible in a homely setting. During the COVID period, we have supported
vulnerable people who needed to shield at home and have brought in extra staff to support care
homes with their infection control and emergency staffing.
Key Messages


We have come together to do our best to protect our vulnerable Care Home residents from
COVID19



Day centres were closed but came up with innovative new ways to support people



Making good use of technology has supported people to stay as safe as possible whilst living
independently or in a homely setting in their community

How we are getting on
2.1

Care Homes during the COVID pandemic

When COVID19 first arrived, we knew that it would have a very serious impact on the elderly and
those with breathing conditions if they caught it. In Dumfries and Galloway additional measures were
introduced across the Health and Social Care Partnership to manage the risk of infection and to care
for and support people who live and work in Care Homes.
Across Dumfries and Galloway there are 31 Care Homes with a total of 1,139 beds. These homes
range in size from 8 beds to 60 beds. Before the emergence of the COVID19 pandemic, the
occupancy rate for Care Homes across Dumfries and Galloway was typically around 90%.
Working closely with Scottish Care we established a communication network with all Care Home
managers across the region. Scottish Care facilitated two-way communication enabling Care Homes
to raise queries and concerns quickly and effectively. Guidance distributed through the network
included:





infection and prevention control
using Personal Protective Equipment (PPE)
recognising COVID19 related symptoms
COVID 19 testing pathways

The Care Home Oversight Group (CHOG) was established following
direction from Scottish Government. A Care Home Tactical and Support
Group was established, reporting to the CHOG, to coordinate support for
Care Homes led by a Senior Nurse and Social Work Manager.

Care Home residents and
staff were the first to get
the COVID vaccine, in
early December 2020,
with all homes completed
by 24th December 2020.

To keep people from passing on the virus, Personal Protective Equipment (PPE) is used. This
includes, aprons, gloves, masks and face shields. The supply of PPE was coordinated through the
PPE Partnership Group including Out of Hours (OOH) supply routes to ensure no Care Home was left
with little or no PPE stock available.
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What people told us:
“…when we went through a
period of crisis the support
from the partnership was
palpable.”

Care Home Rapid Response teams were established to supply staff
(clinical and non clinical) to Care Homes facing challenges maintaining
safe staffing levels and ensure continuity of care and support for
residents. This was only needed once during 2020/21.

Nearly 4 weeks in advance of the national guidance Dumfries and
Galloway decided to start testing people for COVID19 before leaving
hospital and returning to a Care Home. During the period 1 March to 17
June 2020, across Dumfries and Galloway there were 7 Care Homes where COVID19 was detected.
During this time 184 residents were discharged home from a hospital (on 212 occasions). Analysis
focused on people moving between settings in the 14 days leading up to the detection of an outbreak
indicates that it is unlikely that COVID19 was transmitted by people moving between hospital and
their Care Home.
Care Homes across Dumfries and Galloway proactively
undertook risk assessments to protect residents and staff.
On government guidance, Care Homes took measures to
minimise footfall and restrict visitors. This was not an
easy decision because they knew how important visits
are for families, and no one could say how long
restrictions might last. Not being able to visit had
significant psychological effect on residents and their
families, particularly where families have lost a loved one.
The staff have also found these events distressing.

What people told us:
“…when they change the rules on
visiting. We find out on TV at the
same time as everyone else.
…before we’ve had a chance to get
ready, I’ve got angry family
members ringing and chapping at
the door.”

Throughout the pandemic response, the Health Protection Team have provided education and
training materials, including links to on line learning modules and other resources. They have also
provided a range of telephone advice and support in relation to infection prevention and control.
Additional
information
By the end of
2020, more than

95% of all

Care Home staff
were having
COVID tests
every week

Surveillance testing of Care Home residents and staff was introduced on a
weekly basis. Regular data collection from Care Homes using the Safety Huddle
tool was established nationally. The Partnership supported Care Home staff
through the roll out of the new tool by providing on-line training sessions,
documented guidance and one to one support.
Despite our best efforts to prevent COVID19 spreading into our Care Homes, in
2020/21 59 care home residents died with COVID19 recorded on their death
certificate. Of these, 55 people had COVID19 recorded as the main cause of
death, which was 11% of all main causes. Based on figures from the Care
Inspectorate (here), across Scotland 24% of the 15,610 care home deaths
reporting during 2020/21 were either confirmed or suspected to be related to
COVID19.

The processes, communication and relationships developed during the first COVID waves are vital for
us to continue to fight against outbreaks in our Care Homes.
2.2

Delivering services differently

Day care and day centres
Before COVID19, day centres provided vital non-residential community building based care and
support services for some of our most vulnerable residents. They provide the opportunity to meet
others socially, to engage in activities, have refreshments or a meal. Day centres may also provide
personal care and are a valued form of respite for people and their Carers.
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Throughout the pandemic most of the services providing respite, such as
Day Centres and Activity Resource Centres (ARCs) have had to close.
This has meant that Carers of people who would usually access this care
and support have not had the breaks in caring that they would normally
have.

Social Work Services
developed online
learning opportunities
for people with a
Learning Disability
when ARCs were not
able to operate due to
restrictions and these
have proved a useful
additional resource

As a partnership one of the considerations was how we could ‘safely’
suspend day care ensuring that those requiring additional care would
receive this in their own homes. Our in-house Care and Support Services
used staff from their Mountainhall day centre to support existing
community workers to provide essential support. Staff from Mountainhall
day care were also redirected to provide additional resource to one of the
region’s care homes, enabling care home staff the opportunity to undertake essential training.

Throughout the pandemic these services have provided non building based supports to the people
who use them. For example, virtual support sessions, walking groups where appropriate and
delivering meals to people at home.
Phone and Video consultations – NHS Near Me using attend anywhere
Before COVID19, phone consultations were available in many services, but probably weren’t used to
full advantage. Video consultations were very rare.
NHS Near Me is a secure web based service which enables people to have health and social care
appointments by video. Many service areas have adopted new ways of working by offering virtual
consultations alongside telephone triage during the pandemic and those developments will be a
feature in our longer term planning. Across the Partnership there have been great examples of using
phone and video contact to support people whilst face to face contact has been limited:


Befriending services and support services are using digital technology rather than face to face
support, for example Dumfries Befriending Project, LGBT Plus.



Introduction of telephone support services to tackle isolation and loneliness – Third Sector
Dumfries and Galloway’s (TSDG) region wide Touch Base service and A Listening Ear, based
in Wigtownshire and Stewartry.



Scottish Council for Voluntary Organisations’ (SCVO) Connecting Scotland and TSDG’s
Connecting Dumfries and Galloway initiatives are tackling digital exclusion across the region
and enabling people to access online services, including NHS Near Me.



Care homes and other independent providers using video calls to reach people or facilitate
family contact.

Community Pharmacy have expanded remote working and
are now able to videolink into the majority of GP practices in
Dumfries and Galloway which will support greater cross
cover across localities.

Additional information: From June
2020 to March 2021, on average the
Dumfries and Galloway Infirmary had

2,000 phone consultations and
800 video appointments every

week. These accounted for 28% of
all outpatient appointments.
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3.

Outcome 3

People who use health and social care services have positive experiences of those services,
and have their dignity respected.
Understanding people's experience of our services offers us valuable insight in to what we are doing
well and where we can improve. There is a range of ways that people can give feedback about their
experiences of health and social care; by post, webform, email, social media, phone or via
ContactScotland BSL. People can speak to us face to face during appointments, events or meetings,
or virtually over video calls. If people require support to contact us, or do not wish to speak to us
direct, they can use the Patient Advice and Support Service or Care Opinion to share their feedback.
Key messages:


We have a wide variety of feedback mechanisms, which are well publicised.



We got fewer complaints last year but took a long time to respond to many of them due to
staff pressures



We don't formally record all of the positive feedback we receive. Doing so could help us better
understand what we are doing well.

How we are getting on
3.1

Learning from complaints and feedback

Complaints provide valuable feedback and an opportunity to learn. One of the aims of the complaints
handling procedure is to identify opportunities to improve services across Dumfries and Galloway. By
recording and using complaints information in this way, we can identify and address the causes of
complaints and introduce service improvements. Learning from complaints is a key part of the
Scottish Public Service Ombudsman’s (SPSO) criteria in relation to the handling of complaints.
The SPSO’s Model Complaints Handling Procedure was introduced
in April 2017. This procedure sets statutory timescales for all public
services to respond to complaints and has 2 stages:


Stage 1 focuses on the early resolution of complaints



Stage 2 provides an opportunity for detailed investigation of
the issues raised

What people told us:
“I don’t know who the IJB are.
I know Jeff Ace (Chief
Executive of NHS Dumfries
and Galloway)… they need to
do a lot more engagement.”

NHS Dumfries and Galloway received 323 new complaints during
2020/21, which is the lowest number of complaints received in the last 5 years. In the early stages of
the pandemic complaints reduced significantly. This is consistent with the experience in other Health
Boards. Whilst numbers have increased in recent months, they continue to remain below prepandemic levels.
A more detailed report on all the feedback received by NHS Dumfries and Galloway and the learning
from these is available on the NHS Dumfries and Galloway website.
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NHS Dumfries and Galloway Feedback 2020/21 At A Glance

Additional Information: Complaints closed; NHS Dumfries and Galloway; 2020/21
Complaints closed during the period

Stage 2
Direct

Stage 1

Latest: Total closed (April 2020 – March 2021)
Closed within timescale (target days)
Previous: Total closed (April 2019 – March 2020)
Closed within timescale (target days)

Stage 2
Escalated

55

204

17

47%
(5 days)
97

31%
(20 days)
380

47%
(20 days)
28

62%
(5 days)

52%
(20 days)

64%
(20 days)

Source: NHS Dumfries and Galloway
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Additional Information: Complaints received; Dumfries and Galloway Council Social Care
Services; 2020/21
Complaints received during the period

Stage 2
Direct

Stage 1

Total closed (April 2020 – March 2021)

7

Stage 2
Escalated
5

2

Source: Dumfries and Galloway Council

Examples of identified learning that have led to improvements within the Adult Social Care
Service include:


At times, we have not communicated as well as we could have with the individuals and
their families, staff were reminded of the importance of timely and responsive
communication with individuals and their families, where appropriate. A practice Note
for staff was developed and managers shared this with their teams.



As a result of a complaint, new guidance was issued to staff to offer a consistent
approach when working with adults accessing respite provision, where transport needs
require to be given further consideration.



We have worked with our colleagues in the HSCP to improve multiagency discharge
planning where an individual’s needs are more complex.
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4.

Outcome 4

Health and social care services are centred on helping to maintain or improve the quality of life
of people who use those services
The way that we work with people from Dumfries and Galloway, designing and delivering their care
and support, fundamentally focuses on maintaining independence and quality of life. Often people can
be supported by signposting to local groups, third sector and independent sector services in their
community without needing formal support from adult social work services. For people who need
support from adult social work services we apply a personalised approach (Self Directed Support) in
all cases.
Key messages:


People asking social work services to arrange and purchase their care at home remains the
most popular Self Directed Support option



Council staff, third sector organisations and community volunteers supported people shielding
to stay safe at home during the pandemic



Work on developing Home Teams slowed down because people were needed elsewhere

How we are getting on:
4.1

Self Directed Support

Self Directed Support (SDS) puts people in control of organising and managing their own care. Since
the introduction of SDS in 2013, people are supported through self assessment to develop personal
plans. These plans build on people’s existing supports and can be implemented through community
and health and social care resources.
There are 4 SDS options with different levels of control:

Option 2 –
People choose an approved
organisation they want to be
supported by and the Partnership
provides funds directly to the
organisation, leaving the individual
free of dealing with the money

Option 1 –
People take control of purchasing
and managing their own care and
support

Option 3 –
People choose for social work
services to arrange and purchase
their care, the individual has no
control over which organisation
providing care

Option 4 –
People choose more than one of the
options above
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The Partnership aims to ensure that people are supported to make informed decisions about the best
option to meet their needs. To support this, independent advocacy is available to people using SDS.
A snapshot of activity taken at the end of March 2021, showed that a total of 2,462 people were
supported through SDS Option 3, which continues to be the most frequently chosen option. There has
been little change in the pattern of the way people choose to be supported in the last 4 years.
Indicators C2, C3 and C4: Number of adults Support through SDS; Dumfries and Galloway;
March 2018, 2019, 2020, 2021
Month

Option 1

Option 2

Option 3

March 2018

326 (12%)

<5 (0%)

2,434 (88%)

March 2019

345 (13%)

12 (0%)

2,388 (87%)

March 2020

348 (12%)

17 (1%)

2,451 (87%)

March 2021

380 (13%)

17 (1%)

2,462 (86%)

Source: Dumfries and Galloway Council

Additional information from the Local Government Benchmarking Framework (LGBF) shows that the
proportion of the Social Work budget spent on direct payments and managed personalised budgets is
slowly rising over time in Dumfries and Galloway, but is still behind the Scotland average.
Additional Information: Self Directed Support (Direct Payments + Managed Personalised
Budgets) Spend on adults 18+ as a % of total social work spend on adults 18+
Percent
D&G

Scotland

SW2 2015-16

5.1%

6.7%

SW2 2016-17

5.7%

6.4%

SW2 2017-18

5.7%

6.8%

SW2 2018-19

6.1%

7.3%

SW2 2019-20

6.5%

7.8%

Source: Local Government Benchmarking Framework

4.2

Supporting people to stay safely at home: Shielding response

Approximately 6,500 people across Dumfries and Galloway were encouraged to stay at home during
the early stages of the pandemic due to underlying health conditions such as





Solid organ transplant recipients
People with specific cancers
People with severe respiratory conditions
People with rare diseases including all forms of interstitial lung disease or sarcoidosis
17

APR 2020/21





People on immunosuppression therapies that significantly increase risk of infection, and
people who have had their spleens removed
People who are pregnant with significant heart disease, congenital or acquired
People who are receiving renal dialysis treatment, and people who have chronic kidney
disease stage 5 or liver cirrhosis (Child-Pugh class B and C)

Many of the people identified in these groups were new to receiving support from the Partnership.
One of the most immediate responses to the pandemic was the swift formation of a dedicated team to
offer support and guidance to people identified as being critically at risk and who were remaining at
home to shield themselves from the virus. The team was made up of 50 redeployed council staff
alongside experienced social work staff and managers.
Colleagues across the
Community Planning
Partnership such as
the police and fire
brigade supported
vulnerable people to
stay safe by delivering
controlled
medications.

Team members included leisure centre attendants, school support staff,
museum and art gallery staff and technicians from various council
departments, all motivated by the desire to help our community during this
unprecedented crisis. Several of the staff involved have expressed an interest
in social work as a career and we are keen to encourage these staff to
consider opportunities within the service to further develop their
understanding and experience.

The Shielding Team had 3 elements




the Shielding Hub where telephone queries and requests were
received,
the Solutions Centre, which made sure that food and prescriptions
were delivered and
the Community Hub where 3rd sector organisations and other sources
of local community support were co-ordinated and delivered by
volunteers, council staff and Third Sector Dumfries and Galloway
alike.

The team have
been in contact with
over

13,000

vulnerable people
across the region

The Shielding Team quickly moved from a service focused on those formally shielding, towards the
wider and more vulnerable group of people in need to support, as set out in the national guidance.
This brought us into contact with a large number of people who had never had contact with a social
work service previously but who needed advice and guidance as well as practical and emotional
support.
The team remained active beyond the initial shielding period as it




picked up support calls for the National Test and Protect initiative,
provided the first point of entry for applications for the Self Isolation Grants and
continued to coordinate emergency food support, prescription collections and support calls to
counter the ongoing impact of the pandemic on social isolation and loneliness.

Overall, the team played an important role in providing our communities with all the information and
support available to help them stay safe, whether they were shielding, self isolating or helping to care
for those who were.
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4.3

Home teams

Home Teams are integrated, empowered teams that will assess, plan, treat, care for and support
people in their own homes. Our Home Teams will work with others involved in a person’s care to
assess people in their own homes, identify changes in their health and wellbeing and rapidly respond
accordingly. This will ensure that the collective skills and experience of the team are used to their best
effect.
The Home Teams will provide short and longer term care and support, rehabilitation, reablement, as
well as palliative and end of life care. When someone needs to be admitted to hospital, the Home
Team will work with colleagues in the hospital to ensure that the reason for admission is clear, that
the treatment will support the person’s personal outcomes, and that plans are in place to support the
person to return home as soon as possible.
During the pandemic, the people who will eventually be the Home Teams were deployed across the
community to support wherever they were needed most. This slowed down the process of planning
this new way of working, but has helped us to understand the pressures in the system.
During 2020/21 we refreshed and refined our vision for Home Teams and established the structures
and support necessary to ensure their delivery. The fledgling teams have been learning what works
well and will take that learning into the new model of care. (For an example, see Outcome 6). The IJB
is committed to Home Teams as the way that people providing support in the community will work
together.
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5.

Outcome 5

Health and social care services contribute to reducing health inequalities.
Health inequalities occur as a result of wider inequalities experienced by people in their daily lives.
These inequalities can arise from the circumstances in which people live and the opportunities
available to them. Reducing health inequalities involves action on the broader social issues that can
affect a person’s health and wellbeing, including education, housing, loneliness and isolation,
employment, income and poverty. People from minority communities or with protected characteristics
(such as religion or belief, race or disability) are known to be more likely to experience health
inequalities.
The COVID period has raised the public awareness of some of the challenges of inequalities, and is
thought to have made things worse in some ways.
Key Messages


We need to focus on reducing inequality as services come back online



There have been a high number of drug related deaths



We are trying to reduce digital inequality by helping people access devices to get online

How we are getting on
5.1

Using the recovery period to reduce health inequalities

As we move into the recovery phase of the pandemic, the IJB and its Community Planning Partners
need to ensure the key strategic responses to the pandemic and the longer term social and economic
recovery are strongly focused on those who are most vulnerable and those who will be most
susceptible to the negative impacts of the pandemic. Failure to do this will almost certainly lead to a
further widening of the inequality gap.
We need to do this through ensuring a strong focus on prioritising and mobilising a whole system
preventative population health approach. Through this approach, we can make progress towards
reducing the persistent and pervasive health inequalities which have existed across Dumfries and
Galloway before COVID19 and are likely to significantly worsen as a result of the impacts of the
pandemic.
Importantly, the recovery phase should also harness and build upon the unintended positive impacts
from the response of communities to the pandemic. This includes the increase in community
ownership, resilience and networks that have emerged, as well as the benefits that have been
realised around outdoor physical activity opportunities.
5.2

Alcohol and Drug Partnership

Although numbers for 2020 (22 deaths) show a reduction in the number of confirmed drug related
deaths within the region compared to 2019 (35 deaths), in the first six months of 2021 there was a
total of 25 suspected drug related deaths.
This rise has come in despite of ongoing, concerted efforts to promote measures which can cut drug
deaths. This includes



the provision of free Naloxone kits which can help reverse an overdose
the creation of a new dedicated website for the region
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a media campaign reminding drug users and their friends and family of the key things they
can do to reduce the risk of overdose

The Independent Chair of
Dumfries and Galloway Alcohol
and Drug Partnership Grahame
Clarke said:
“Every single drug related death is
a cause for major regret, and
there is a determination from
within the ADP to continue to work
across Dumfries and Galloway
with partners, people who use
drugs and their families to reduce
the risk of drug related deaths as
much as we possibly can.”

The message from Dumfries and Galloway Alcohol and Drug
Partnership is being echoed and supported by Dumfries and
Galloway Local Resilience Partnership in the form of its partners


Dumfries and Galloway Health and Social Care Partnership



NHS Dumfries and Galloway



Dumfries and Galloway Council



Police Scotland



Third Sector Dumfries and Galloway



Scottish Fire and Rescue Service



Scottish Ambulance Service and



Dumfries and Galloway Housing Partnership.

The NHS Specialist Drug and Alcohol service throughout the COVID pandemic has continued to
provide a service similar to before the pandemic. There have been some alterations to service
delivery such as reduced face to face contact and more remote contacts, and limitations to
overseeing medicine dispensing to support the national guidance for social distancing and non
essential travelling.
Data shows that the drugs and alcohol service saw over 1,000 people for new appointments during
2020/21 and 95.3% waited no longer than 3 weeks from receipt of a referral to appropriate drug or
alcohol treatment starting. Over the past 5 years, Dumfries and Galloway’s performance has
consistently been above the national standard of 90%.
5.3

Addressing digital inequality

Social Work Services have embraced all aspects of digitalisation and moved staff and people who
use services online in a very short period. Whilst we recognise that the move online was not seamless
for all people, most of our interactions have been positively received. We worked closely with
communities, care homes and people, in collaboration with the council’s anti poverty strategy to
address digital poverty as far as possible to ensure equity of access to services for those most
vulnerable or hard to reach.
Through the Connecting Scotland Programme, and with the help of Third Sector Dumfries and
Galloway, we were able to distribute 417 devices to families, vulnerable adults, and Care Homes to
reduce the barriers for people to connecting online. The Carers Centre have also supported people
with devices and advice during this time.
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6.

Outcome 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.
Unpaid Carers are the largest group of care providers in Scotland, providing more care than health
and social care services combined. Supporting Carers to maintain their caring role is widely
acknowledged as vital to the long term sustainability of health and social care services. Providing
support to Carers is an increasing local and national priority.
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.
Key Messages


Many people who provide unpaid care to a loved one are feeling exhausted and worn out



We have extended the types of Short Break on offer to help people stay home and stay safe



More unpaid Carers are seeking help than before

How we are getting on:
6.1

Impact of the pandemic on Carers

Due to the pandemic and the suspension or reduction of some service provision, more family
members have had to take up new or increased unpaid caring roles. This applied to those on furlough
but also to those Carers who continued to work. As the dangers of COVID19 slowly come down, we
are seeing the issues that this has caused.
Carers UK carried out an online survey between 8 April and 25 April 2021. The Breaks or Breakdown:
Carers Week Report 2021 (here) highlights the impact of reduced access to Short Breaks during the
pandemic on unpaid Carers. The report highlights the increasing number of Carers who are reaching
crisis due to the lack of short break provision, exacerbated by the pandemic. We expect that local
Carers will have had similar experiences to those in the survey.
The key findings of the research include:


The majority of Carers (81%) are providing more care than before the pandemic. While their
responsibility has grown, the support that they used to rely on has reduced.



Prior to COVID19, many Carers were already struggling to access meaningful breaks.



Many Carers had to go without the same level of support during the pandemic, with Carers
losing on average 25 hours per month of support from family and friends and from care and
support services.



Carers are using their time off from caring to do essential things – 26% go to a medical
appointment, and 33% complete practical tasks such as housework.



Carers are exhausted and worn out. 35% of Carers feel unable to manage their caring role,
and their health is being impacted.



Working Carers are affected in a similar way to those not working. 75% of working Carers are
exhausted and 55% are overwhelmed by their caring role.
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Just 14% are confident that support they relied on before the pandemic will continue in the
future.

Of the Carers who responded to the survey:

6.2

Alternative short breaks for Carers

While the cancellation of short breaks and respite has caused increased anxiety for Carers and
growing uncertainty around if and when these services will restart, there have been some creative
alternatives provided. The type of Short Breaks on offer has been extended to include other things
that have helped to support Carers during this period. This has included items such as garden
equipment and seating and craft supplies.
In January 2021, the Scottish Government provided extra money for Short Breaks. Dumfries and
Galloway were allocated £23,000 which was topped up to £40,000 from the Carer’s Centre core
budget. In total 200 Carers were helped with grants. This opportunity resulted in an increased level of
referrals coming in to the Carers Centre. Referrals also increased as a result of people registering to
get information on vaccination for Carers.
The previous Short Breaks fund was amended to a ‘Stay Home, Stay Safe’ grant of £70. Over 250
applications were received for items such as baking or gardening equipment. These enabled Carers
to have a break from the caring responsibilities whilst staying in the home. It is clear from the
evaluation report on the scheme that a relatively small investment to support Carers can have a
significant effect on their wellbeing, their ability to continue their caring role and prevent them from
reaching a point of crisis.
The short break service at Acorn House was initially suspended in response to the pandemic.
The people providing support there were redeployed to support other services.
Throughout the closure, Health and Social Work colleagues supported families in their own
homes with alternative respite services.
Recovery planning in line with Scottish Government guidance allowed Acorn House to reopen in
August 2020, offering a reduced service. This was quickly reviewed and slightly increased and
the service has remained open since then.
An early quick win was the ability to provide Carers with letters demonstrating their role as a Carer
which assisted with access to supermarkets and provided reassurance to Carers when travelling to
visit the person they were caring for.
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We identified those in need of support calls, especially those who had lost access to other services
due to lockdown. It was recognised that many Carers were taking on a huge amount of additional
responsibility. These support calls took place by telephone and video calls.
Another major task was distributing personal protective equipment (PPE) to unpaid Carers. Staff were
able to deliver PPE to the garden gate and helped to supply up to 80 households on an ongoing
basis.

6.3

Additional support for Carers from the community during the pandemic

The Carers Centre has been very grateful for the increased levels of financial support that has been
made available from a large number of sources to support Carers across the region. It has enabled
them to access funding that can quickly be re distributed to directly to Carers. They have been able to
provide vouchers for takeaways and ice cream – little treats that show Carers that they are
appreciated in their caring role. The Lions Club and SCVO on behalf of the Scottish Government
provided funding for Wellbeing Packs for Carers and Young Carers, such as colouring materials,
cooking recipes, jigsaws, relaxation items and afternoon tea boxes.
The Usual Place provided a number of Carers with a free Christmas lunch with donations from their
supporters.
Emergency funding has also been made available to people who have lost employment or been
affected by furlough. Scottish Power Energy Networks (SPEN) provided money to offset energy bills.
There have also been a large number of Tesco vouchers funded through SPEN and Cash for Kids.
Digital support has also been key with the Carers Centre being able to support the provision of tablets
and chromebooks to support families with educational resources when schools were closed and
children from larger families all needed to access school at the same time remotely. This was
supported by funding from the Holywood Trust.
The Carers Centre was able to access additional funding from the NHS Endowment Fund to support
grief and bereavement services.
What people tell us:
Mr and Mrs X were not known to the Home Team. English was not their first language and they
had very limited knowledge of and contact with services. They had however, raised a number
of worries and concerns to a local volunteer during a doorstep “check n’ chat”. Through the
pathway, a request for support was placed with the Home Team.
On assessment by occupational therapy and social work it was discovered that Mr X had very
limited mobility and speech due to a stroke and his wife was providing all his personal care with
great difficulty. This was affecting her health and resulting in concerns for Mr X’s safety and
health.
As a result of the team input mobility aids and an electric profile bed were put in place, the
district nurses provided support to maintain skin integrity and the couple were linked to the
Carers Centre. A respite package was agreed to support Mrs X for when she has a planned
admission to hospital and has enabled Mrs X to feel supported in her Caring role.
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6.4

Increased number of Carer contacts

The challenges of the pandemic have resulted in increased numbers of Carer referrals to the Carers
Centre and other Carer support organizations. During the period April 2020 – March 2021, the Carers
Centre had over 10,000 support contacts with around 1,000 being video calls. There were around 200
face to face visits in gardens or hospitality venues and in walking groups. Carers found being out of
the house important as it was difficult to express their true feelings and describe the extent of their
anxiety with the person they cared for being able to listen in the background.
Over 100 contacts were with young Carers which includes children from the age of 7. Young people
found lockdowns particularly difficult without the break that going to school offers.
Once schools re opened, the Carers Centre staff were quickly able to establish links back to every
secondary school in the region.
Group work activities continue but using Zoom. Initially these sessions had a very good take up but
this drifted off a bit as time went on. This is in line with the experience of other services.
Many families did chose to reduce care packages to reduce the footfall in and out of their homes.
Whilst this is no longer the case for many, there are still some who have continued with this approach.
The situation has also given families the opportunity to reconsider the care that was previously
provided.
People who are already vulnerable becoming deconditioned has been identified as a significant
consequence of the lockdowns. We must recognise that this will have a lasting impact on those who
Care them too.
6.5

Adult Carer Support Plans

From 1 April 2018 the Carers (Scotland) Act 2016 gave rights to Carers to have a support plan that
addresses their needs. Anyone can start to develop an Adult Carers Support Plan (ACSP). The
Dumfries and Galloway Carers Centre provide support to help people through this process. Around 1
Carer in 10 accessing the wide range of support from the Carers Centre goes on to develop an
ACSP.
During 2020/21, there were 147 people supported to produce an adult carer support plan. This is
lower than the previous year but that is due to the different way that Carers have been supported
during the pandemic.
6.6

Impact on Carer support staff

The impact on Carer support staff has to be recognised. They have required increased levels of
wellbeing support to help them during this extremely challenging period.
At the start of the pandemic, the initial task was to remobilise staff to work from home and learn to
support Carers primarily through telephone and video calls. The use of video calls was a new thing for
both staff and Carers but both sides took to it much better than expected.
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7.

Outcome 7

People who use health and social care services are safe from harm.
Making sure people are safe from harm is about maintaining safe, high quality care and protecting
vulnerable people. In some instances, activities focus on protecting people already identified as
vulnerable. Other activities are focused on improving the safety of services, aiming to reduce the risk
of harm to all people.
Under Adult Support and Protection (Scotland) Act 2007, public sector staff have a duty to report
concerns relating to adults at risk and the local authority must take action to find out about and, where
necessary, intervene to make sure vulnerable adults are protected.
Key Messages:


Cases where people need protection have become more complex and the agencies within the
MASH have brought in extra resource to support people



We managed to keep urgent and emergency health care open despite the lockdown



Uptake rates of the COVID vaccine in Dumfries and Galloway have been higher than the
Scottish average

How we are getting on:
7.1

Adult support and protection

Renewed awareness of child and adult protection
During lockdown, people vulnerable to harm had fewer opportunities to be outside and have access to
the usual support networks. As the impacts of the COVID pandemic became evident, we focused on
raising awareness for the public and for people who deliver services.
The public protection communication strategy of key national and local campaigns and themes to
improve adult protection awareness included




messaging across partner platforms
coordinated weekly bulletins
regular newsletters.

This was for all people across the Partnership and communities.
Live webinar briefings are also provided for people who deliver care. These are recorded and
available on demand. Examples include ‘Compulsive Hoarding’, ‘Discrepancy Matrix’ training and
‘Inability to Safeguard’.
Multi Agency Safeguarding Hub
The Multi Agency Safeguarding Hub (MASH) brings together key agencies to support better
outcomes for vulnerable people and children.
During the year, 3,284 calls that raised concerns about a person’s safety were reported through the
Single Access Point. Around 1 in 3 of these (1,050) had a Duty to Inquire opened within the MASH to
determine the appropriate next stage to protect those at risk. In 110 of these situations the case
progressed to an Investigation to ensure appropriate support to fully address the concerns. For 41
cases a Case Conference was then held, followed up by 67 Review Case Conferences.
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This represents a reduction in the number of concerns reported
but an increase in the number of inquiries undertaken and a
reduction in Investigations and Case Conferences compared to
2019/20.
During this challenging time, referrals overall to statutory
services were more complex and more required more input.
The pressure created on both process and practice was shared
collaboratively across the agencies. Each of the agencies within
the MASH has addressed the demand on the team through the
allocation of additional resources.
7.2

Keeping urgent services open

Throughout the pandemic waves, a level of activity was maintained to ensure that people
experiencing emergency, clinically urgent and cancer needs were still seen in hospital. This occurred
across all specialties and diagnostic services. Keeping urgent care open was partly possible due to
the single room environment within the new DGRI site and the ability to maintain non COVID surgical
and diagnostic streams.
Our GP practices were also still seeing the most critically ill
people and continued to do home visits throughout the
lockdowns. The example practice we worked with saw only
2.5% reduction in consultations during the first wave.
There is a wide range of communication to people, through
practice websites, local and national campaigns and social
media, encouraging people to seek help if presenting with
symptoms of concern. However, feedback from the public was
that they had the perception that practices were closed, so we
recognise that communication about what was going on behind
closed doors could have been improved.

Across the first 2 waves of the
pandemic, ‘normal’ activity
reduced by…
Outpatient Referrals = 30%
ED visits = 22%

Emergency Admissions = 17%

Our example GP practice = 2.5%

Remobilisation plans to bring health care services back on line have been agreed with Scottish
Government. These take a flexible approach that have scope for ramping up and down depending on
the changing demands for COVID related and other types of care.

Example: Specialist Eating Disorder Service (SEDS)
People have continued to attend SEDS during the COVID19 pandemic for blood tests, weights
and for meal support plans. All necessary safeguards relating to PPE and social distancing
have been put in place due to the significant risks associated with this particular group of
patients.
Virtual support was previously tested with one person, but unfortunately was not suitable for the
individual at that time. SEDS continue to view this as being an additional, effective resource for
patients with a severe eating disorder and will explore this as an option on an on-going basis.
Face to face meal support continues for some people to prevent hospital admission. Changes
were made to the environment to ensure safe delivery. The most effective intervention requires
intensive input over a number of days each week. SEDS have been meeting social distancing
regulations, and adhering to the necessary safety precautions. This appears to be working well,
with people making good progress despite restrictions.
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7.3

Vaccine programme

The Health and Social Care Partnership have deployed significant resource into the planning and
delivery of COVID vaccination. This has included deploying staff from other areas of work, recruiting
temporary staff many of whom are recently retired and working with our General Practice colleagues.
COVID Vaccination
Programme
All Care Home
residents had been
offered their vaccine
by Christmas 2020.

Partnership working has helped significantly in the delivery of one of the
biggest logistical exercises undertaken by the Health Board. The uptake
rates in Dumfries and Galloway have been higher than the Scottish average
throughout the campaign.
During the pandemic, many people have been redeployed to support the
efforts towards slowing and containing the spread of the virus.
For instance, Sexual Health Services offered urgent and essential care only
to enable their team to support the vaccination campaign.
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8.

Outcome 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
Although the IJB does not directly employ people who deliver health and social care services, the IJB
has an influence on the services which are commissioned and therefore has a role in influencing the
workplace culture. This includes influencing how well services are integrated and approving strategies
that set the direction of travel.
Key messages


The Partnership recognised the added physical and mental pressures of the pandemic on the
people who deliver care and support and has introduced additional wellbeing and mental
health support



Keeping enough staff to safely deliver health and social care is the number one challenge
across the Partnership

8.1

Health and wellbeing

Each sector within the Partnership recognises the importance of staff health and wellbeing and the
impact this has on the delivery of services.
An in house Staff Support Service overseen by Psychology Services was set up during the pandemic.
This was funded from the NHS Endowments Charity with additional funding from Scottish
Government. The Staff Support Service has also been offered to care homes and care at home staff,
however uptake has been lower in social care due to issues accessing Microsoft Teams. Group or
team sessions have also being offered as way of encouraging people to engage with services if they
need to.
In both NHS Dumfries and Galloway and Dumfries and Galloway Council absence due to “anxiety,
stress, depression and other psychiatric illnesses” has historically been high and we expect this to
rise over the next 12 months as the effects of the pandemic take their toll on our workforce.
It is important to note NHS Dumfries and Galloway and the Dumfries and Galloway Council staff are
able to access occupational health services and this is not universally available across the voluntary,
third sector and independent sector.

8.2

Wellbeing hub

The wellbeing hub (which we called SHOW – Self Help and Options for Wellbeing) was a successful
initiative during COVID enabling people seeking help and primary care colleagues to get the advice
and support required. From September 2020, the wellbeing hub was combined with self help and
computerised Cognitive Behavioural Therapy (CBT) to offer a one stop advice and brief intervention
service.
Outcomes for those accessing SHOW –



70% of people were discharged with positive impact, following up to 3 sessions of support
25% of people were signposted to more appropriate service both within the Partnership,
including the third sector
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This is seen as a successful way to manage mild-moderate wellbeing issues, and supporting GPs to
signpost people to support and enable access to computerised CBT for those who could benefit from
accessing this type of therapy in their own time.
8.3

Third sector organisations

For many Third Sector Organisations (TSOs) the ‘workforce’ consists of both paid staff and
volunteers. With many members of staff furloughed from TSOs, organisations knew that they would
require volunteers to help them deliver vital services throughout the COVID crisis.
An urgent call for help to
communities for volunteers
resulted in a bank of over
1,000 volunteers available in
the early stages of the crisis

Large numbers of regular volunteers were older members of
communities and so in the high risk category for contracting
COVID19, which meant that TSOs had to put out a call for help more
widely. Organisations such as The Food Train, The River of Life
Church and Dumfries and Galloway Council all benefited from the
addition of volunteers coordinated by Third Sector Dumfries and
Galloway.

The pandemic also saw the creation of Resilience Groups, some of which grew from existing
organisations such as community councils, others were completely new. Such groups set themselves
up in response to their community’s needs, again demonstrating the speed and agility with which the
Third Sector can operate to enable positive outcomes for people. They have coordinated and
delivered life sustaining services such as food shopping, meal deliveries, medication collections and
social connections for large numbers of, often vulnerable, people in their communities.
It is hoped that many of the volunteers both from before and during the COVID period will feel able to
continue in these roles. However, it is understood that this may not feel right for all. Remobilisation of
other sectors, the ending of furlough and a potential for further spikes of COVID19 cases may keep
some volunteers away.
Third Sector Dumfries and Galloway estimates that 52% of third sector organisations have remained
open or have re-opened during the pandemic. A small percentage (7%) are hibernating with the
remainder either confirmed as closed or have not responded to communications. This also suggests a
worrying drop in third sector services in the future.

8.4

Staffing challenges in the independent sector

The sector has worked in an extremely pressurised environment over the past year, caring for some
of our most vulnerable people in an environment of heightened physical and emotional pressures.
Keeping Care Homes safely staffed whilst also managing increased infection controls, swiftly
changing guidance and enhanced reporting has been a challenge. We will have to work hard to retain
the skilled staff who have coped with all these pressures.
Recruitment issues were challenging prior to the
pandemic. The care home sector has reported that
the negative perception of care homes portrayed in
the media over the pandemic will potentially make
recruitment even harder. Where organisations employ
EU nationals, they report concerns that Brexit will
impact on their workforce.

Example: Loch Arthur Community have a
group of 18 short term volunteers each year
with the vast majority coming from the EU.
The impact of visa requirements and
Immigration Health Surcharge has led to a
dramatic reduction in volunteer applications.

However, in the face of COVID pandemic challenges, Care Homes have adapted to support people in
different ways by using technology for example to facilitate video calls with families, developing
additional activities for people so they can maintain social contact in line with social distancing
30

APR 2020/21

guidelines. Similarly, where organisations have been able to, they have used telephone contact with
people to ensure they were fully supported (Dumfries and Galloway Mental Health Association).
Whilst we know that staff have paused retirement plans to support the pandemic effort, there is a
potential increase in the number of people retiring in the near future.

8.5

Investment in CASS and recruitment challenge of whole sector

In December 2020 almost £550,000 of additional funding was allocated to the Partnership’s in house
Care Support Service (CASS) to address pressures in providing care at home support in the Dumfries
town area. CASS intended to recruit 24 new posts and offer an additional 440 hours per week of care
at home. This plan was never fully completed because we couldn’t fill the posts.
Attracting people to work in health and social care and keeping them,
remains a considerable challenge across the Partnership for the statutory,
third sector and independent sector. Within health, the sustainability for a
wide range of professions, including doctors, nurses and Allied Health
Professionals (AHPs), has been reported as a high risk for the Health
Board. Cost associated with employing temporary essential staff remains
high. Working with temporary staff requires enhanced levels of
management and scrutiny to maintain high quality services in which people
can continue to have a positive experience of care and support.

What people told us:
“I don’t have a day goes by
that I don’t have one [social
care] manager crying over
how to cover the shifts…
That’s the reality.”

There are a substantial number of people working in health and social care who are European Union
(EU) citizens. Following the UK’s withdrawal from the EU, the UK government has established a
settlement scheme whereby EU citizens living in the UK can apply for Settle Status. This enables
them to continue living and working in the UK. The Partnership is actively supporting people through
this application process.
There continue to be issues recruiting staff during 2021/22.
8.6

Adopting Teams and enabling agile working

The COVID crisis required people to embrace new ways of working at pace. In ‘normal’ times, when
an organisation embarks upon a change programme, it often does so gently, ensuring that it brings
their people along with them at an appropriate pace to ensure the change is embraced and
embedded as smoothly and successfully as possible. The crisis did not allow for any gentle, smooth
transitions into new ways of working. Organisations literally had to change their ways of working
overnight. Digital home working, and enhanced health and safety measures had to be put in place
with immediate effect.
Across NHS Dumfries and Galloway and Dumfries and Galloway Council large numbers of mainly
office based staff, including some staff who have been self isolating or shielding, have been able to
work at home supported by IT solutions. Across the sectors the move has generally gone well where
good working relationships, digital skills and infrastructure have been in place. However, where digital
skills and infrastructure have not been in place, the move has required considerably more effort.
Where staff continue to work from home they must be supported to access adequate equipment,
training and support to enable new ways of working. Employees and volunteers can feel less engaged
when working from home, and in some cases, may feel somewhat isolated. Therefore all sectors have
introduced ways of keeping everyone connected socially as best as they could. We expect this to
continue and do not anticipate a return to previous working patterns which were heavily dependent on
physical work bases.
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9. Outcome 9
Resources are used effectively and efficiently in the provision of health and social care
services
There are various ways that the Partnership is seeking to ensure that resources are used effectively
and efficiently. We are improving quality and efficiency by making the best use of technology and
trying new ways of working to improve consistency and remove duplication. The Partnership is also
committed to using its buildings and land in the most efficient and effective way.
Key Messages


Bringing services together through the Single Access Point is starting to work



We are working together in new ways to make sure people are seen in the right place, by the
right people, first time



The pandemic has pushed us to use technology like video calls more than ever before

How we are getting on:
9.1

Single Access Point

We have joined together our community health Single Point of Contact for
Nithsdale with our Social Work Contact Centre and our community alarm
team, Care Call, to form a Single Access Point (SAP) for health and social
care services across Dumfries and Galloway.
Work is now underway to fully integrate these teams and ensure they have
the capacity, capability and professional support to receive, screen and
appropriately direct calls from local people and our health and social care
professionals.
9.2

Glaucoma follow ups at high street opticians

A new shared care approach between NHS Dumfries and Galloway and
optometrists in practices in people’s local communities to support people
with stable glaucoma is currently being evaluated. This new approach
will offer 1,200 community based review appointments to ensure people
receive the right treatment in a timely way and to minimise their clinical
risk.
9.3

The SAP receives an
increasing number of
referrals every
month. In March
2021, there were

2,366 referrals.

Between November 2020
and March 2021, community
optometrists saw

409

people for a glaucoma
review, which was more
timely and closer to home.

Reshaping urgent care

In Dumfries and Galloway, the main focus of the national Reshaping Urgent Care Programme has
been on developing and implementing our Flow Navigation Centre. NHS24 passes on calls to the
Flow Navigation Centre where they have determined that people need urgent care.
The Flow Navigation
Centre typically takes

People calling, who need to, can access a senior clinical decision maker and
enable the safe scheduling of appointments in our Emergency Departments
to support effective social distancing.

Around 1 in 4 of these
are given a scheduled
appointment.

This approach aims to make the arrival of people and activity in the
Emergency Departments more even throughout the day. There was
substantial planning activity to develop the Flow Navigation Centre to offer
local clinical triage, telephone advice and, where necessary, schedule

120 calls a week.

32

APR 2020/21

access to multi disciplinary team assessments for clearly defined reasons. In this way, the Flow
Navigation Centre contributes to ensuring that people across Dumfries and Galloway receive the right
care or treatment, in the right place, at the right time.
9.4

Dementia care

We are creating a single point of contact that people with dementia, their families and Carers can
refer themselves to. People will be supported to manage their own condition, access comprehensive
assessments and, in a timely way, onward referrals for specialist care and support.
People diagnosed with dementia will receive person centred interventions to support their needs, one
element of this is a referral to Alzheimer Scotland Dementia Link Workers (DLW) for Post Diagnostic
Support. This is currently being delivered remotely by telephone or Near Me. Waiting lists for this
service have continued to be greatly reduced due to the continuation of remote working. The majority
of earlier IT challenges that the DLWs encountered during home based working have been
successfully resolved. IT colleagues from NHS Dumfries and Galloway and Alzheimer Scotland
worked collaboratively to overcome these.
9.5

Information infrastructure

Local information teams had to quickly adapt systems to be able to provide nearly real time data on
many aspects of the COVID response, including a very accurate predictive model. Here is a selection
of how these teams supported the response:
Lab results for people
with positive tests had
to be linked to
admissions to enable
us to observe flow
through the system

Care Homes were
supported to collect safety
huddle information on
evolving collection tools
Maintaining accurate
lists of people who
were shielding

Identifying and monitoring
risk thresholds for quantities
of Personal Protective
Daily near-live
Equipment (PPE), key
reporting to Scottish
medications and oxygen
Government to support
daily national reporting
to the press and public

Complex modelling for surge
plans to indicate when critical
business model changes were
expected to be necessary
Developing systems for
occupational health and public
health to report and track
thousands of people either
needing tests or tracing

Developing a new
system for the
workforce team to
track movements
of deployed staff

Complex logistics modelling to plan the
roll out of the vaccine programme to the
population of Dumfries and Galloway

Information systems were
adapted to reflect COVID
bed allocation between
pathways during different
surge phases

The Partnership is committed to using information to best effect to support the organisations going
forward. This includes using the right information, at the right time, for the right purpose.
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10.

Locality Updates

The Dumfries and Galloway Health and Social Care Partnership has four localities. These follow the
traditional boundaries for





Annandale and Eskdale
Nithsdale
Stewartry
Wigtownshire

Locality reports are shared with the Local Authority Area Committees every 6 months and can be
found on both the Dumfries and Galloway Council website (here) and the Partnership website (here).
The following highlights have been selected to demonstrate some of the interesting work that is
happening in our communities.
10.1

Annandale and Eskdale



In early 2021 there was one large outbreak of COVID19 in a care home in the locality which
predominately involved the care home staff. We quickly mobilised a large team of health and
social care staff to support people living in the care home until people were able to return to
work.



As part of our mobilisation plans we have deployed some of the people who work in our
cottage hospitals to support people in the community and support the roll out of the COVID
vaccination programme.



Day Services and Centres have worked extremely hard and very creatively to provide a
lifeline to the people who use them and their Carers throughout the pandemic. Many of the
providers have stated that the open, supportive approach has built trust and relationships in
our localities and between services. The process also highlighted opportunities to work
differently to meet peoples’ needs.



The Community Link Workers continue to provide vital support the most vulnerable people in
our community. They have seen, and are continuing to see, a considerable increase in
referrals. There has been an increase in people experiencing extreme poverty and poor
mental health accessing the Community Link Workers.



We have completed our plan to relocate Annan Clinic to more appropriate accommodation
adjacent to Annan Hospital. Building work to reconfigure the Treastaigh building commenced
in March 2021 and the new Annan Health Centre opened in May 2021.



In Annan a new supported living and short breaks service for people with learning disabilities,
developed with Loreburn Housing, opened in November 2020. We are currently progressing
plans to develop a similar service in Lockerbie. Work on the development of 2 new extra care
housing developments in Langholm and Moffat has also continued. Subject to final planning
permission, construction work on both developments should begin by early 2022 and should
open by mid 2023
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10.2


Nithsdale
Since November 2020 Adult Social Work staff have dedicated time to completing Activity
Resource Centre (ARC) reviews for people who use services. Throughout the pandemic this
resource has been a huge loss to some families. Social work, along with ARC staff and
families, were keen to look at how they could safely re instate this while also exploring
alternatives that would allow a more choice for people. The example below describes a young
man who was able to explore alternatives to returning to the ARC and increase flexibility with
his current plan.

What people tell us:
D is a man who has complex and profound learning disabilities. His mobility is deteriorating to
the extent that he is more reliant on a wheelchair. He had supports from his family, an external
care provider, ARC and an external facility that he used on other days.
The good conversations at the review meant that all options were discussed for D and the
request from his Carers was that D had enjoyed using the alternatives to the ARC and other
facilities. He had made friends. Flexibility to his current plan to give more variety to his days
had been considered.
The families’ views were very positive that his outcomes will be met with his new plan and that
the worker was very inclusive throughout the review ensuring D’s outcomes were at the centre
of all discussions. “She is an excellent advocate for all concerned; it was a very positive
experience for us due to her keeping us updated either by phone or email.”



The volume of prescription requests remains at a high level across all the GP practices. A
project has been undertaken to review and look at ways of reducing the volume of acute
prescription requests in 2 of the GP practices. The pharmacy support workers aim to increase
the number of people signing up to the Medicine Care and Review service (formerly known as
the serial prescription service). This should help with managing the repeat prescription
requests and ensuring that medication reviews are up to date.



Moving health advisors in with colleagues in social work to jointly support the Single Access
Point (SAP) has been successful. SAP continues to process requests for assistance for a
number of regional services. SAP is supporting the development of Home Teams by providing
checks across health and social care systems for when people have had previous contacts
with services. SAP is also processing the new multi disciplinary team referrals and onwards
transitions.



Between February and March 2021 a Mindfulness for Pain course was provided online.
Although only a small number of people took part, this provided an opportunity to test this
format and gather feedback from people. It was received very positively and those that took
part were pleasantly surprised at how well the technology and remote delivery worked for
them. They felt able to get a lot out of the course to help manage their pain. A monthly follow
up session continues to be offered online for all people who have previously attended.



Loneliness and social isolation were common themes across all requests for support from the
Health and Wellbeing Team. Many people were also experiencing multiple health and social
care pressures such as poor mental health, low income, unemployment, inappropriate
housing, bereavement and anxiety to go out of the house. This was further exacerbated by a
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limited number of community based opportunities to signpost people to. Many activities and
groups had not yet resumed or are doing so in significantly smaller numbers which has led to
waiting times for these opportunities.
Despite these challenges, there have been positive outcomes for people accessing support
through the Healthy Connections service. The service has provided a listening ear, supported
people to break down stresses and worries into more manageable chunks, access services
including the use of digital platforms, enabled people to find joy in previous or new hobbies
and become more creative in their own home
What people tell us:
Mrs A was linked to the Healthy Connections Service by her GP. Mrs A was shielding during the
pandemic and described feeling like a prisoner in her own home. Mrs A was supported by the
Community Link Work to explore opportunities to keep herself well and stimulated at home.
Mrs A described the view from her window and the joy she experienced looking at nature and the
people coming and going. Mrs A began scribbling down notes of what she saw each day and used
this inspiration to develop short stories that she shared with her grandson over the phone. She
described this new hobby as empowering and transporting her to a new place from the comfort and
safety of her living room.

10.3

Stewartry



All people living or working in a care home had their first dose COVID vaccination in
December 2020. All second doses were completed in March 2021. Plans have been
developed for the roll out of a COVID booster vaccination pending approval from the Scottish
Government.



The Social Work Services teams have continued to support the valuable work of Adult
Support and Protection (ASP) audits, to review practice and support further learning
opportunities. This has consisted of localities carrying out 2 reviews per month.



We are working with Loch Ken Trust and D&G Council to increase access to and awareness
of Community Publicly Accessible Defibrillators with an outcome of increasing survival of out
of hospital cardiac arrest around Loch Ken. A £9,000 grant from Awards for All was received.



The Quit Your Way Service continued to provide smoking cessation support across the
region, offering regular phone contact or Attend Anywhere video consultations alongside the
motivational text messaging service Florence. The Scottish Government target remains the
same as it was in 2019/20 – for Dumfries and Galloway this was set for 161 successful 12
week quits from areas of deprivation only.
The Quit Your Way and Community Pharmacy service met the target by 115% with 185
successful 12 week quits from SIMD 1 and 2 areas in 2019/20. We were one of only 5 boards
to meet the target and one of only 4 boards to exceed it.
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10.4

Wigtownshire



Innovative ways to support people from across our communities were developed in response
to COVID19. One example of this is a virtual café, Café Connections, which is accessed via a
NHS digital platform. The Café, in partnership with Dumfries and Galloway Council Leisure
and Sport, offers people the opportunity to connect socially to help reduce isolation and also
low level exercises and social support.



Advanced Risk Modelling for Early Detection (ARMED) is a wearable technology that predicts
when someone is at risk of falling. 61 people have signed up to the ARMED trial and we are
tracking the benefits for these people. An evaluation report was produced for people who had
been on the system for 12 weeks (up to end March) and the findings showed positive
outcomes. Key findings reported that risk levels were maintained or increased for 85% of
participants with 91% maintaining or improving their Indication of Relative Need ( IoRN)
score, and 96% maintained or improved Rockwood Frailty score; 52% of participants saw an
increase in their step count with 52% reporting a decrease in periods of inactivity during the
day.



An mPower Community Fund of 25,000 Euros has been awarded to Third Sector DG to
distribute to local third sector organisations. The funding will be used to increase digital
capacity and is part of the wider Connecting DG strategy. A successful request to mPower
Programme Board for additional funding will provide the opportunity to trial Help My Street, a
platform that manages volunteers and their availability and matches them to people in need.
A steering group will be formed in partnership with the Wigtownshire Health and Wellbeing
Partnership to develop plans for implementation.



Wigtownshire Health and Wellbeing Partnership (WHWBP) formed over 7 years ago and
through COVID it became apparent that there was a real need to review and understand its
role. The membership of the partnership is varied and includes community members from
across Wigtownshire, Statutory and Third Sector representation. Sleeping Giants has been
commissioned to carry out a wide-ranging community engagement to understand how the
WHWBP can become better placed to support people living in Wigtownshire. This will be
completed at the end of 2021.
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11.

Finance and Best Value

11.1

Summary

The final position of the IJB reports a break even position. This has been delivered as per the
Integration Scheme, with the NHS Board funding a range of cost pressures and overspends
throughout the year and releasing reserves of £8.856m to achieve a balanced position. This has been
an extraordinary year due to the COVID pandemic with savings delivery significantly impacted by the
pandemic.
The total delegated resource to the Integration Authority in 2020/21 was £453.24m, as summarised in
the table below:
2020/21 Budget
£000s

IJB Service
Council Services
Children and Families
Adult Services
Older People
People with Learning Disability
People with Physical Disability
People with Mental Health Need
Adults with Addiction or Substance Misuse
Strategic Commissioning
Subtotal Council Services

93
15,461
28,569
25,030
5,746
1,997
232
2,293
79,421

NHS Services
Community Health & Social Care (NHS)
Mental Health Directorate
Women's and Children's Directorate
Acute and Diagnostics
Facilities and Clinical Support
EHealth
Primary Care Services
Strategic IJB Services
Inflation/Cost Pressure Budgets held centrally
IJB Funding from NHS Board
IJB Unidentified savings
Subtotal NHS Services

69,046
26,907
24,327
132,304
18,193
6,466
52,741
44,343
4,276
8,856
(13,640)
373,819

Total Delegated Services

453,240

Delivery of a balanced position for 2020/21 was achieved, after additional non recurrent funding was
made available to offset the overspends across IJB delegated services and significant additional
resources from Scottish Government to support the COVID pandemic.
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11.2

Financial performance 2020/21

Whilst there were a number of pressures in year and savings targets weren’t met, there were also a
number of key underspends identified which helped deliver a balanced position. These are
summarised as follows:









Activity driven spend (surgical sundries, laundry costs, Central Sterilisation Services
Department (CSSD), reduced unplanned care)
Access funding – under utilised – but recurring pressures
Workforce/vacancies – COVID impact slowing down (halting), recruitment, staff deployed into
COVID roles, service redesign paused
Travel (pool car and transport)/course fees/training including patient travel
Printing and stationery/postage
Service Level Agreements (SLAs) fall in activity
Underspend on various “projects” as most were put on hold or paused over the last year
during the COVID period
COVID19 related rebates

The table below provides a high level summary of the financial performance by service across the
IJB. (Data for previous years can be found in Appendix 3.)
2020/21
Budget
£000s

IJB Service
Council Services
Children and Families
Adult Services
Older People
People with Learning Disability
People with Physical Disability
People with Mental Health Need
Adults with Addiction or Substance Misuse
Strategic Commissioning
Subtotal Council Services

2020/21
Actual
£000s

2020/21
Variance
£000s

93
15,461
28,569
25,030
5,746
1,997
232
2,293
79,421

90
15,756
28,108
25,485
5,437
1,941
224
2,380
79,421

3
(295)
461
(455)
309
56
8
(87)
0

NHS Services
Community Health & Social Care (NHS)
Mental Health Directorate
Women's and Children's Directorate
Acute and Diagnostics
Facilities and Clinical Support
EHealth
Primary Care Services
Strategic IJB Services
Inflation/Cost Pressure Budgets held centrally
IJB Funding from NHS Board
IJB Unidentified savings
Subtotal NHS Services

69,046
26,907
24,327
132,304
18,193
6,466
52,741
44,343
4,276
8,856
(13,640)
373,819

68,725
26,403
24,033
132,511
18,079
6,473
53,082
44,513
0
0
0
373,819

321
504
294
(207)
114
(7)
(341)
(170)
4,276
8,856
(13,640)
0

Total Delegated Services

453,240

453,240

0
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The IJB carried forward reserves of £2.539m into 2020/21 relating to the balance of the Social Care
Fund and Alcohol and Drug Partnership monies. As at the 31st March 2021, these had increased to
£16.41m as set out below. A combination of a slowing of spend on projects during the pandemic,
additional resource from Scottish Government to support COVID spend and Adult Social Care Winter
Plans has driven the increase. Any reserve allocated for COVID activity will be the first call for use
against COVID costs for 2021/22. These are ring fenced allocations and are fully committed and
remain set aside for the purposes they were originally allocated to. The IJB has no general reserves.

Summary of IJB Reserves
Integrated Care Fund
Alcohol and Drugs Partnership
Primary Care Improvement Fund
Mental Health Strategy - Action 15
Community Living Change Fund
Social Care Fund
Adult Social Care Winter Plan
COVID19 Funding
Total
11.3

2019/20
£m
0.000
0.245
0.000
0.000
0.000
2.294
0.000
0.000
2.539

2020/21
£m
0.288
0.771
0.380
0.253
0.497
2.583
3.815
7.823
16.410

Key challenges and risks

The management of financial risks during 2021/22 will continue to be critical for the IJB and there are
already a number of further risks emerging.
The Financial Plan, as agreed, reflects a significant savings challenge of £24.160m based on the
resources allocated from the NHS Board and Local Authority, with an opening gap of £12.930m after
identifying savings of £11.230m, with a number of significant risks in the position. It is likely that this
original savings plan is impacted by the COVID crisis as delivery of savings are impacted by the
diversion of organisational capacity to develop remobilisation plans to respond to the emergency.
The key risk remains delivery of a balanced financial position given the level of unidentified savings
and level of pressures and risk within the position alongside the inherent risk which arises from the
COVID impact.
This year we have seen an increasing number of funding sources that lack clarity on the recurring
position. Additional nonrecurring funding for the Scottish Living Wage issued post the budget
settlement and the uncertainty in relation to a number of inflationary pressures at the time of setting
the budget for 2021/22, introduces increased risk into the position. The Financial Plan at this stage is
a one year plan. A longer term position will be developed during 2021/22 as greater certainty emerges
around the longer term funding position.
Work is ongoing to both review the Strategic Commissioning Plan and also the IJB directions to align
them more closely to resources and the financial impact of the Strategic Commissioning Intentions.
Many of the challenges and risks faced by the Partnership in year continued from previous years,
such as:
Workforce challenges – Vacancies across both medical staffing and nursing, as well as Allied
Health Professionals (AHPs), led to ongoing demand for expensive agency use to fill gaps. Social
Care Providers also continue to find it difficult to recruit to care home and care at home vacancies.
Growth in Primary Care and Secondary Care Prescribing – With increasing volume and new drug
therapies available for treating people with complex needs, this is an area that increased by £4.7M
during 2020/21.
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Price Pressures – Relating to living wage increases, general inflation and specific independent
provider cost pressures.
New challenges emerging from the COVID response include:
Increased levels of care dependency – The extent the COVID pandemic and lockdown has
impacted on the deterioration of people’s health in not yet known, but there are early signs that many
people accessing services are frailer than before.
Enhanced infection control measures - The requirement for additional personal protective
equipment (PPE) across many health and social care settings, as well as the lower service throughput
due to enhanced levels of cleaning required both impact on efficiency.
11.4

The future

The IJB faces ongoing service and cost pressure arising from a range of factors. Both of the Parties
to the IJB are facing challenges in meeting the demands for services within the finances available;
this will have a direct consequence on the funding provided to the IJB.
Within the IJB, the major risk to managing the financial position arises from demographic pressures
and the consequent changes to demands for health and social care. The significant growth in the
number of older people and their need for suitable services requires innovative solutions to enable
services to be provided within the funding available, and the ability of the Partnership to transform
services to help meet this demand.
Increasingly, workforce sustainability pressures are becoming more challenging across both hospital
and community based services and whilst the increasing medical locum bill reflects the challenges
around recruitment of medical staff, this is something which is a risk across all staff groups.
In addition to the usual challenges, the COVID pandemic has created additional financial risk with a
number of new services required to support the ongoing challenges associated with the management
of COVID19. Whilst the longer term strategy in relation to these costs is not entirely certain, it is clear
there is a need to continue a number of services into the new financial year with some potentially
becoming core services as part of the overall remobilisation plans.
11.5

Best Value

The IJB also has a duty under the Local Government Act 2003 to make arrangements to secure Best
Value, through continuous improvement in the way in which its functions are exercised. Best Value
includes aspects of economy, efficiency, effectiveness, equal opportunity requirements, and
sustainable development.
NHS Dumfries and Galloway and Dumfries and Galloway Council delegated functions and budgets to
the IJB in accordance with the provision of the Integration Scheme. The IJB decides how to use these
resources to achieve the objectives set out in the Strategic Commissioning Plan. The IJB then directs
both NHS Dumfries and Galloway and Dumfries and Galloway Council to deliver services in line with
this plan.
The IJB is responsible for putting in place proper arrangements for the governance of its affairs and
facilitating the effective exercise of its functions, including arrangements for managing risk and
ensuring decision making is accountable, transparent and carried out with integrity.
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Evidencing Best Value involves self assessment by reviewing and updating the Best Value Statement
available here through the annual accounts process. This approach has been developed through
assessment of best practice in other HSCPs and uses Audit Scotland Best Value prompts.
Audit Scotland has a number of Best Value toolkits which we are reviewing as a Partnership
alongside our Sustainability and Modernisation Programme. The new BV audit arrangements will be
developed in time to be introduced as part of the next round of Accounts Commission/Auditor General
for Scotland external audit appointments to IJBs which will begin in 2022/23 and run through to
2026/27.
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12.

Inspection of Services

Health and social care services delivered by statutory and non statutory providers in Dumfries and
Galloway are regularly monitored and inspected in a range of ways to give assurance about the
quality of people’s care. The Partnership is required to report details of any inspections carried out
relating to the functions delegated to the Partnership.
The Care Inspectorate is a scrutiny body which looks at the quality of care in Scotland to ensure it
meets high standards. Their vision is that everyone experiences safe, high quality care that meets
their needs, rights and choices.
Healthcare Improvement Scotland (HIS) provides public assurance about the quality and safety of
healthcare through the scrutiny of NHS hospitals and services.
In addition to inspections, the Partnership’s commissioning officers also apply contract monitoring
processes to services commissioned to deliver health and social care on behalf of the Partnership.
Between April 2020 and March 2021 there have been 6 service inspections of adult services across
Dumfries and Galloway undertaken by the Care Inspectorate (listed below). The Care Inspectorate
website for finding inspection reports is: https://www.careinspectorate.com/index.php/care-services
Inspection Date

Report

Link

16 May 2020

Crossroads (Annandale and Eskdale) Care
Attendant Scheme

Here

22 May 2020

Goldielea Care Home

Here

29 September 2020
9 November 2020
17 February 2021
23 March 2021
5 August 2020

Here

Westfield

Here
Here

Thorney Croft

Here

Belmount Care Centre

Here

10 December 2020
28 December 2020

Here
Annan Court

Here

4 February 2021

Here

There were 2 inspections by Healthcare Improvement Scotland in 2020/21.
http://www.healthcareimprovementscotland.org/
Date

Report

Link

03 March 2021

Lochmaben Hospital

Here

16 December 2020

DGRI Inspection

Here
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13.

Significant Decisions and Directions

13.1

Significant Decisions

Significant Decisions is a legal term defined within section 36 of the Public Bodies Joint Working
(Scotland) Act 2014. It relates to making a decision that would have a significant effect on a service
outwith the context of the SCP. A process for making significant decisions is in place and includes
consulting the IJB Strategic Planning Group and people who use, or may use the service.
No Significant Decisions were made by the IJB in 2020/21.
13.2

Directions

Integration Authorities require a mechanism to action their SCP and this is laid out in sections 26 to
28 of the Act. This mechanism takes the form of binding directions from the Integration Authority to
the Health Board or Local Authority or both.
Directions may name the Health Board or Local Authority or both to implement a direction. A direction
will remain in place until it is revoked, varied or superseded by a later direction in respect of the same
function.
The following Directions were active during 2020/21:
Reference
Number

Direction Title

Date Issued

To Whom

IJBD1601

Provide Delegated Services to
Dumfries and Galloway Integration
Joint Board

31/03/2016

D&G Council and
NHS D&G

IJBD01/17

Dumfries and Galloway Strategy for
Mental Health 2017-2027

30/11/2017

D&G Council and
NHS D&G

IJBD03/17

Implement the new Carers (Scotland)
Act 2016

30/11/2017

D&G Council and
NHS D&G

IJBD06/17

Develop and implement a service
planning framework for the Integration
Joint Board

30/11/2017

D&G Council and
NHS D&G

IJBD1803

Development of a Dumfries and
Galloway Learning Disability Strategy

29/11/2018

D&G Council and
NHS D&G

IJBD2001

Care at Home Contract Extension to 31
March 2021

30/06/2020

D&G Council

IJBD2002

Flexible Framework for the delivery of
Care and Support at Home
(Supersedes IJBD2001)

06/08/2020

D&G Council

IJBD2003

Implement the D&G IJB Digital Health
and Care Strategy 2020-2024

06/08/2020

D&G Council and
NHS D&G

IJBD2004

Implement the D&G IJB Plan for
Palliative Care

23/09/2020

D&G Council and
NHS D&G

IJBD2005

Implement the D&G IJB Housing with
Care and Support Strategy 2020-2023

23/09/2020

D&G Council and
NHS D&G
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IJBD2006

Drug and Alcohol Strategy 2020/21

23/09/2020

D&G Council and
NHS D&G

IJB2007

Phase 2 of the Transforming
Wigtownshire Programme

19/11/2020

D&G Council and
NHS D&G

IJBD2101

Care at Home Block Contracts

18/03/2021

D&G Council

IJBD2102

Investment in Care and Support
Services (CASS)

19/03/2021

D&G Council

IJBD2103

Investment in Short Term Assessment
and Reablement Service

IJBD2104

Implement the New Flexible Framework
for Care and Support at Home

18/03/2021

D&G Council

IJBD2105

Establish a Flow Navigation Centre

18/03/2021

NHS D&G

IJBD2106

Establish a delivery model for GP Out
of Hours

18/03/2021

NHS D&G

IJBD2107

Ophthalmology - Shared Care Pilot

18/03/2021

NHS D&G

IJBD2108

Redesign Orthopaedic Pathways

18/03/2021

NHS D&G

IJBD2109

Dementia Care Improvement
Programme

18/03/2021

NHS D&G

IJBD2110

Virtual Consultations

18/03/2021

NHS D&G

IJBD2111

Develop a plan for Community Based
Testing

18/03/2021

NHS D&G

IJBD2112

Implement the use of My PreOp

18/03/2021

NHS D&G

IJBD2113

Establish Single Access Point

18/03/2021

NHS D&G and
D&G Council

IJBD2114

Establish Home Teams

18/03/2021

NHS D&G and
D&G Council

IJBD2115

eCommunication for appointment
management

18/03/2021

NHS D&G

IJBD2116

Business Modernisation (review of
clinical time spent on administrative
work)

18/03/2021

NHS D&G

IJBD2117

Planning Future Priorities

18/03/2021

NHS D&G and
D&G Council

New in 2020/21
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14.

Review of the Strategic Commissioning Plan

The Dumfries and Galloway Integration Joint Board (IJB) Strategic Commissioning Plan 2016-19 was
agreed in April 2016. This 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 sector and independent sector partner organisations.
It sets out the vision of the IJB, the case for change, how we plan to achieve the vision, priority areas
of focus and our commitments against each of these.
The Public Bodies (Scotland) Act 2014 places a legislative requirement on integration authorities to
review their strategic plans at least once in every relevant period. The IJB agreed on 5 April 2018 that
the SCP should be retained, restarting the relevant period from the date of this decision. Therefore,
the new period of relevance for the Dumfries and Galloway Health and Social Care Partnership SCP
was April 2018-March 2021.
In accordance with the Coronavirus (Scotland) Act 2020 (here), development of the next SCP was
postponed for a year. A new SCP is currently being developed for the relevant period of April 2022March 2025.

15.

The impact of COVID on IJB meetings

During the course of 2020/21 many meetings were cancelled due to the COVID pandemic, which
came in multiple waves. This enabled officers employed by the statutory bodies, NHS Dumfries and
Galloway and Dumfries and Galloway Council to be deployed to support the COVID response. The
technology to support video meetings was rolled out across the IJB later in the year and enabled
Board and Committees to meet virtually, with lower risk. Meeting minutes can be found here:
https://dghscp.co.uk/integration-joint-board/integration-joint-board-meetings/ and here
https://dghscp.co.uk/integration-joint-board/integration-joint-board-previous-meetings/
Date
9th April 2020
16th April 2020
14th May 2020
21st May 2020
4th June 2020
8th June 2020
30th June 2020
23rd July 2020
6th August 2020
13th August 2020
7th September 2020
23rd September 2020
22nd October 2020
29th October 2020
12th November 2020
3rd December 2020
7th December 2020
21st January 2021
18th February 2021
11th March 2021
18th March 2021

Meeting
Integration Joint Board
Performance & Finance Committee
Clinical & Care Governance Committee
Integration Joint Board
Integration Joint Board
Audit & Risk Committee
Integration Joint Board
Performance & Finance Committee
Integration Joint Board
Clinical & Care Governance Committee
Audit & Risk Committee
Integration Joint Board
Performance & Finance Committee
Integration Joint Board
Clinical & Care Governance Committee
Integration Joint Board
Audit & Risk Committee
Integration Joint Board
Integration Joint Board
Audit & Risk Committee
Integration Joint Board
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Outcome
Cancelled due to COVID
Cancelled due to
Cancelled due to COVID
Via Microsoft Teams
Cancelled due to COVID
Cancelled due to COVID
via Microsoft Teams
Cancelled due to COVID
via Microsoft Teams
Cancelled due to COVID
via Microsoft Teams
via Microsoft Teams
Cancelled due to COVID
via Microsoft Teams
via Microsoft Teams
via Microsoft Teams
Cancelled due to COVID
Cancelled due to COVID
Cancelled due to COVID
via Microsoft Teams
via Microsoft Teams
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Appendix 1: National Core Indicators
2015/16
Indicator

A1
A2
A3
A4
A5
A6
A7
A8
A9

Percentage of adults able to look after their health
very well or quite well
Percentage of adults supported at home who agreed
that they are supported to live as independently as
possible
Percentage of adults supported at home who agreed
that they had a say in how their help, care, or
support was provided
Percentage of adults supported at home who agreed
that their health and social care services seemed to
be well co-ordinated
Total % of adults receiving any care or support who
rated it as excellent or good
Percentage of people with positive experience of the
care provided by their GP practice
Percentage of adults supported at home who agree
that their services and support had an impact on
improving or maintaining their quality of life
Total combined % Carers who feel supported to
continue in their caring role
Percentage of adults supported at home who agreed
they felt safe

2017/18

2019/20

Scotland

Dumfries
and
Galloway

Scotland

Dumfries
and
Galloway

Scotland

Dumfries
and
Galloway

95%

95%

93%

93%

93%

93%

83%

85%

81%

85%

80%

81%

79%

83%

76%

80%

75%

76%

75%

82%

74%

83%

74%

76%

81%

86%

80%

85%

80%

80%

85%

90%

83%

86%

79%

84%

83%

85%

80%

86%

80%

82%

40%

48%

37%

40%

34%

35%

83%

85%

83%

87%

83%

82%

Source: Public Heath Scotland (PHS) (formally ISD Scotland), Health and Care Experience (HACE) survey Dashboard
We are meeting or exceeding the target or number we compare against
We are within 3% of meeting the target or number we compare against
We are more than 3% away from meeting the target or number we compare against
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Indicator
A11
A12
A13
A14
A15 /
E5
A16
A17

A18

A19

A20

Premature mortality rate
per 100,000 persons
Emergency admission
rate (per 100,000
population) – Adults
Emergency bed day rate
(per 100,000 population)
– Adults
Readmission to hospital
within 28 days (per 1,000
admissions)
Proportion of last 6
months of life spent at
home or in a community
setting
Falls rate per 1,000
population aged 65+
Proportion of care
services graded good (4)
or better in Care
Inspectorate inspections
Percentage of adults with
intensive care needs
receiving care at home
Number of days people
aged 75 or older spend in
hospital when they are
ready to be discharged
(per 1,000 population)
Percentage of health and
care resource spent on
hospital stays where the
patient was admitted in an
emergency

Year 1

Year 2

Year 3

Year 4

Year 5

Time

Scot

D&G

Time

Scot

D&G

Time

Scot

D&G

Time

Scot

D&G

Time

Scot

D&G

2016

440

388

2017

425

381

2018

432

378

2019

426

389

2020

457

392

16/17

12,215

12,609

17/18

12,192

13,066

18/19

12,279

13,180

19/20

12,522

13,424

2020

11,100

11,846

16/17

125,
948

131,
850

17/18

122,
388

133,
818

18/19

120,
155

137,
218

19/20

118,
288

145, 275

2020

101, 852

117,
649

16/17

101

87

17/18

103

95

18/19

103

91

19/20

105

94

2020

114

103

16/17

87.3%

87.5%

17/18

88.0%

88.3%

18/19

88.0%

88.0%

19/20

88.4%

87.3%

2020

90.1%

89.4%

16/17

21.4

16.6

17/18

22.2

18.7

18/19

22.5

18.1

19/20

22.8

21.0

2020

21.7

20.0

16/17

84%

84%

17/18

85%

87%

18/19

82%

81%

19/20

82%

78%

20/21

82%

81%

2016

62%

65%

2017

61%

63%

2018

62%

62%

2019

63%

70%

2020

63%

71%

16/17

841

591

17/18

762

554

18/19

793

608

19/20

774

787

20/21

488

262

16/17

23%

22%

17/18

24%

24%

18/19

24%

25%

19/20

24%

26%

2020

21%

22%
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Indicator

Year 1
Time

A10

A21

A22

A23

Percentage of staff who
say they would
recommend their
workplace as a good
place to work
Percentage of people
admitted to hospital from
home during the year,
who are discharged to a
care home
Percentage of people who
are discharged from
hospital within 72 hours of
being ready
Expenditure on end of life
care, cost in last 6 months
per death

Scot

Year 2
D&G

Time

Scot

Year 3
D&G

Time

Scot

Awaiting National Development

Awaiting National Development

Awaiting National Development

Awaiting National Development
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Year 4
D&G

Time

Scot

Year 5
D&G

Time

Scot

D&G

Appendix 2: Indicators regularly monitored by the Partnership
Indicator
B1

B2.1

B2.2

B3

B4

B5

B6

B7

Detect cancer early (Target:
33.3%)
The percentage of all people
diagnosed with cancer who
begin treatment within 31
days of the decision to treat
(Target; 95%)
The percentage of people
diagnosed with cancer who
were referred urgently with a
suspicion of cancer who
began treatment within 62
days of receipt of referral
(Target: 95%)
The number of people newly
diagnosed with dementia
who have a minimum of 1
years post diagnostic
support (Target: 100%)
People wait no longer than
12 weeks from agreeing
treatment with the hospital to
receiving treatment as an
inpatient or day case
(Treatment Time Guarantee
(TTG)) (Target:100%)
The percentage of
planned/elective patients that
start treatment within 18
weeks of referral (Target:
90%)
The percentage of people
who wait no longer than 12
weeks from referral to first
outpatient appointment
(Target: 95%)
The percentage of people
who waited no longer than 6
weeks for diagnostic tests
and investigations (Target:
100%)

Time

Year 1
Scot

D&G

Time

Year 2
Scot

D&G

Time

D&G

Time

25.3%

22.6%

2017 2018

Year 4
Scot

D&G

Time

25.5%

31.7%

20182019

Year 5
Scot

D&G

25.6%

30.4%

2014 2015

25.3%

26.1%

2015 2016

25.4%

22.4%

Jan - Mar
2017

94.9%

96.5%

Jan - Mar
2018

93.5%

96.6%

Jan - Mar
94.9%
2019

95.5%

Jan - Mar
2020

96.0%

98.9%

Jan - Mar
97.5%
2021

98.1%

Jan - Mar
2017

88.1%

96.3%

Jan - Mar
2018

85.0%

95.0%

Jan - Mar
81.4%
2019

92.2%

Jan - Mar
2020

84.2%

91.2%

Jan - Mar
82.2%
2021

87.4%

2014/15

85%

92%

2015/16

83%

97%

2016/17

84%

94%

2017/18

72.5%

89.0%

Jan - Mar
2017

82%

86%

Jan - Mar
2018

76%

78%

Jan - Mar
2019

68%

81%

Jan - Mar
2020

68.7%

72.7%

Mar
2017

83%

90%

Mar
2018

81%

84%

Mar
2019

77%

88%

Mar
2020

80.2%

86.0%

Mar
2021

74.9%

73.1%

Mar
2017

81%

92%

Mar
2018

75%

90%

Mar
2019

75%

96%

Mar
2020

74.9%

93.2%

Mar
2021

48.1%

52.7%

Jan – Mar
2017

86%

98%

Jan - Mar
2018

81%

98%

Jan - Mar
2019

84%

95%

Jan - Mar
79.7%
2020

94.0%

Jan - Mar
2021

57.1%

89.3%
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Year 3
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2018/19

75.1%

87.3%

Jan - Mar
71.5%
2021

71.0%

Year 1

Indicator

B8

B9

B10

B11

B12

B13

B14

The percentage of pregnant
women in each Scottish
Index of Multiple (SIMD)
quintile that are booked for
antenatal care by the 12th
week of gestation (Target:
80%)
The percentage of eligible
people who commence IVF
treatment within 12 months
of referral (Target: 100%)
The percentage of young
people who start treatment
for specialist Child and
Adolescent Mental Health
Services (CAMHS) within 18
weeks of referral (Target:
90%)
The percentage of people
who start psychological
therapy based treatment
within 18 weeks of referral
(Target: 90%)
The rate of Clostridium
Difficile infections in people
aged 15 and over per, 1,000
total occupied bed days
(Target: 0.32)
The rate of Staphylococcus
Aureus Bacteraemias
(MRSA/MSSA) per, 1,000
total occupied bed days
(Target: 0.24)
The percentage of people
who wait no longer than 3
weeks from when a referral
is received to when they
receive appropriate drug or
alcohol treatment that
supports their recovery
(Target: 90%)

Year 2

Year 3

Year 4

Year 5

Time

Scot

D&G

Time

Scot

D&G

Time

Scot

D&G

Time

Scot

D&G

Time

Scot

D&G

2015/16

86%

82%

2016/17

87%

86%

2017/18

87%

85%

2018/19

87.6%

85.8%

2019/20

88.3%

85.0%

Jan - Mar
2017

100%

100%

Jan - Mar
2018

100%

100%

Jan - Mar
2019

100%

100%

Jan - Mar
2020

100%

100%

Jan - Mar
2021

100%

100%

Jan - Mar
2017

84%

100%

Jan - Mar
2018

71%

90%

Jan - Mar
2019

74%

90%

Jan - Mar
2020

66.6%

87.2%

Jan - Mar
2021

72.4%

84.3%

Jan - Mar
2017

74%

70%

Jan - Mar
2018

78%

78%

Jan - Mar
2019

77%

74%

Jan - Mar
2020

77.6%

67.4%

Jan - Mar
2021

80.4%

74.3%

Dec
2016

0.28

0.28

Dec
2017

0.28

0.39

No longer nationally
reported in this format

No longer nationally
reported in this format

No longer nationally reported
in this format

Dec
2016

0.32

0.21

Dec
2017

0.33

0.28

No longer nationally
reported in this format

No longer nationally
reported in this format

No longer nationally reported
in this format

Oct - Dec
2016

95%

99%

Oct - Dec
2017

94%

98%
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Oct - Dec
2018

94%
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93%

Oct – Dec
2019

95.0%

94.0%

Oct – Dec
2020

95.7%

96.5%

Indicator

B15

B16

B17

B18
B18(S)

B19

B20

Time

Year 1
Scot

Number of alcohol brief
interventions delivered in
three priority settings
86,560
2016/17
(primary care, accident and
(61,081)
emergency and antenatal
care) (Target)
Number of successful 12
84%
weeks post quit smoking
2016/ 17
(9,404)
(Target)
GP practices provide 48
hour access or advance
booking to an appropriate
2015/16
84%
member of the GP team for
at least 90 per cent of people
(Target: 90%)
Sickness absence rate for
NHS employees (Target:
2016/17
5.2%
4%)
Sickness absence rate for
Jan - Mar
adult social work employees
2017
(Target: n/a)
The percentage of people
who wait no longer than 4
hours from arriving in
Mar
accident and emergency to
94%
2017
admission, discharge or
transfer for treatment
(Target: 95%)
The NHS Board operates
within their Revenue
Resource Limit (RRL), their
2016/17
Capital Resource Limit
(CRL) and meet their Cash
Requirement (Target: 100%)

Year 2
Scot

D&G

Time

Year 3
Scot

D&G

Time

Year 4
Scot

D&G

D&G

Time

691
(1,743)

2017/18

61,081
(81,177)

1,105
(1,743)

2018/19

80,575
(61,081)

1,078
(1,743)

2019/20

75,616
(61,081)

896
(1,743)

Publication has been
delayed

75%
(230)

2017/18

81%
(9,404)

72%
(230)

2018/19

94%
(7,568)

100%
(175)

2019/20

97.2%
(7,026)

100%
(161)

Publication has been
delayed

2017/18

93%

96%

4.9%

2018/19

5.4%

5.2%

2019/20

7.8%

Jan - Mar
2019

7.7%

Jan - Mar
2020

90%

Mar
2019

93%

Mar
2020

100%

2018/19

89%

5.1%

2017/18

8.0%

Jan - Mar
2018

94%

Mar
2018

100%

2017/18

5.4%

88%

91%

Source: Public Heath Scotland (PHS) (formerly ISD Scotland)
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100%

5.3%

89.2%

Time

Year 5
Scot

D&G

2019/20

64%

74%

4.8%

2020/21

4.7%

4.7%

6.4%

Jan-Mar
2021

88.7%

Mar
2021

No longer published by
Scottish Government

6.3%

88.5%

89.5%

No longer published by
Scottish Government

Indicator

C1
C2
C3
C4
C5
C6
C7
C8

C9

Year 1
Time

Scot

Adults accessing telecare as a
Mar
percentage of the total number of adults
2017
supported to live at home (Target: 73%)
The number of adults accessing Self
Mar
Directed Support (SDS) Option 1
2017
The number of adults accessing Self
Directed Support (SDS) Option 2
The number of adults accessing Self
Mar
Directed Support (SDS) Option 3
2017
The number of Carers being supported
with a ACSP
Proportion of people aged 65 and over
Mar
receiving care at home (via Option 3) with
2017
intensive needs (10 hours or more)
The number of adults under 65 receiving
Mar
personal care at home (via Option 3)
2017
Total number of care at home hours
Mar
provided as a rate per 1,000 population
2017
aged 65 and over
Percentage of referrers receiving
Jan - Mar
feedback on actions within 5 days of
2017
receipt of referral
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Year 2
D&G

Time

77%
326

Scot

Year 3
D&G

Time

Mar
2018

70%

Mar
2018

325

Scot

Year 4
D&G

Time

Mar
2019

74%

Mar
2019

Scot

Year 5
D&G

Time

Scot

D&G

Mar
2020

75%

Mar
2021

75%

345

Mar
2020

348

Mar
2021

380

Mar
2019

12

Mar
2020

17

Mar
2021

17

Mar
2018

2,434

Mar
2019

2,388

Mar
2020

2,451

Mar
2021

2,462

2017/18

112

2018/19

198

2019/20

173

2020/21

147

46%

Mar
2018

50%

Mar
2019

46%

Mar
2020

43%

Mar
2021

45%

588

Mar
2018

616

Mar
2019

617

Mar
2020

662

Mar
2021

691

602

Mar
2018

635

Mar
2019

568

Mar
2020

541

Mar
2021

572

44%

Jan - Mar
2018

65%

Jan - Mar
2019

59%

Jan - Mar
2020

46%

Jan - Mar
2021

18%

2,426
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Year 1
Indicator

Year 2

Year 3

Time
period

Dumfries
and
Galloway

Time
period

Dumfries
and
Galloway

Time
period

Dec 2016

1,549

Dec 2017

1,554
(1,400)

Dec 2018

Year 4

Dumfries
and
Galloway
1,585
(1,400)

Dumfries
and
Galloway
New format (E1.1 and
E1.2)
Time
period

Year 5
Time
period

Dumfries
and
Galloway

E1

The number of emergency admissions
per month for people of all ages (Target)

E1.1

The number of emergency admissions
per month for people aged under 18
years (Target)

Dec
2019

287
(216)

Dec 2020

132
(216)

E1.2

The number of emergency admissions
per month for people aged 18 years and
older (Target)

Dec
2019

1,422
(1,266)

Dec 2020

1,242
(1,266)

E2

The number of unscheduled hospital bed
days for acute specialties per month for
all people (Target)

E2.1

The number of unscheduled hospital bed
days for acute specialties per month for
people aged under 18 years (Target)

Dec
2019

418
(312)

Dec 2020

168
(312)

E2.2

The number of unscheduled hospital bed
days for acute specialties per month for
people aged 18 years and older (Target)

Dec
2019

12,638
(10,706)

Dec 2020

9,134
(10,706)

E2.3

The number of unscheduled hospital bed
days for mental health per month for
people aged under 18 years (Target)

Dec 2018

213
(166)

Oct-Dec
2019

112
(166)

Dec 2020

107
(166)

E2.4

The number of unscheduled hospital bed
days for mental health per month for
people aged 18 years and older (Target)

Dec 2018

8,273
(6,559)

Oct-Dec
2019

8,026
(6,559)

Dec 2020

8,239
(6,559)

E3

E4

The number of people attending the
emergency department per month
(Target)
The number of bed days occupied by all
people experiencing a delay in their
discharge from hospital, per month,
people aged 18 and older (Target)

Dec 2016

11,521

Dec 2017

12,136
(11,320)

Dec 2018

11,254
(11,212)

New format (E2.1,E2.2,
E2.3 and E2.4)

Mar 2017

3,983
(3,832)

Mar 2018

3,732
(3,851)

Mar 2019

3,693
(3,880)

Mar
2020

2,962
(3,953)

Mar 2021

2,566
(3,953)

Mar 2017

702

Mar 2018

1,176
(998)

Mar 2019

1,648
(1,019)

Mar
2020

1,345
(1,019)

Mar 2021

854
(1,019)
89.4%
(88.8%)

E5

The percentage of last six months of life
spent in the community

2016/17

87.5%

2017/18

88.3%

2018/19

88.0%

2019/20

87.3%
(88.8%)

2000

E6

The percentage of population aged 65 or
older in community settings (supported or
unsupported)

2016/17

96.32%

2017/18

96.40%

2018/19

96.46%

2019/20

96.42%
(96.4%)

Not
updated
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Appendix 3: Past Financial Performance 2017/18 to 2019/20
IJB Service
Council Services
Children and Families
Adult Services
Older People
People with Learning Disability
People with Physical Disability
People with Mental Health Need
Adults with Addiction or Substance Misuse
Strategic Commissioning
Subtotal Council Services
NHS Services
Primary Care and Community Services
Mental Health
Women and Children
Acute and Diagnostics
Facilities and Clinical Support
E-Health
Primary Care Services
IJB Strategic Services
IJB Reserves / Savings
Subtotal NHS Services
Total Delegated Services

2017/18
Budget
£000s

2017/18
Actual
£000s

2017/18
Variance
£000s

107
13,632
27,480
18,632
5,529
2,117
263

104
13,916
27,048
19,671
5,165
1,632
224

3
(284)
432
(1,039)
364
485
39

67,760

67,760

99,461
21,094
20,577
106,283
14,629
6,051

2018/19
Budget
£000s

2018/19
Actual
£000s

2018/19
Variance
£000s

2019/20
Budget
£000s

2019/20
Actual
£000s

2019/20
Variance
£000s

0

107
14,392
27,522
20,635
5,283
1,692
263
2,512
72,406

101
13,972
27,052
21,990
5,543
1,367
224
2,157
72,406

6
420
470
(1,355)
260
325
39
355
0

95
16,258
28,511
23,150
5,491
1,713
224
2,463
77,906

90
15,662
27,988
24,384
5,831
1,717
224
2,011
77,906

5
597
524
(1,234)
(339)
(4)
0
451
0

100,732
21,032
20,419
107,242
14,864
6,339

(1,270)
62
158
(960)
(234)
(288)

103,262
21,697
21,260
112,435
16,366
5,162

105,562
21,546
20,318
114,242
16,507
4,956

(2,300)
150
942
(1,807)
(141)
206

23,393

20,861

2,531

291,488

291,488

0

22,813
2,566
305,562

22,630
(200)
305,562

183
2,766
0

63,877
23,309
23,065
119,881
16,002
5,007
47,345
18,581
4,980
322,047

66,011
23,139
22,329
122,953
16,571
5,053
47,405
18,588
0
322,047

(2,134)
170
737
(3,071)
(569)
(45)
(60)
(7)
4,980
0

359,248

359,248

0

377,967

377,967

0

399,953

399,953

0
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Glossary of Terms
Allied health professionals (AHPs)
Professionals related to healthcare distinct from nursing and medicine. Examples include podiatrists,
physiotherapists, occupational therapists and speech and language therapists.
Care and support plan
An agreed document, developed and maintained by 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 (with a Capital ‘C’)
Someone who provides unpaid care and support to a family member, neighbour or friend.
Community Link Workers
Based in General Practice, Community Link Workers help people to find groups/services to meet their
needs and interests, including money and benefit advice, debt management and budgeting, self-help
and support activities, Carer support, social and volunteering activities
Dementia
A term used to describe a group of symptoms that occur when brain cells stop working properly,
which can affect thinking, memory and communication skills.
GP
General Practitioner, sometimes referred to as a family doctor.
Health and social care integration
Bringing together adult health and social care in the public sector into one statutory body, for example
an Integration Authority.
Health inequalities
A term that refers to the gap between the health of different population groups, such as wealthier
compared to poorer communities or people with different ethnic backgrounds.
Independent sector
A general term for non-statutory bodies including private enterprise, voluntary, charitable or not-forprofit organisations.
Integration Authority
An integration joint board or lead agency, responsible for services delegated to it by the NHS and
local authority.
Integration Joint Board (IJB)
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 planning integrated arrangements and onward
service delivery.
Locality
The term outlined in the Public Bodies (Joint Working) (Scotland) Act 2014 to identify local areas.
Every local authority must define at least 2 localities within its boundaries for the purpose of Locality
planning. In Dumfries and Galloway there are 4 localities - Annandale and Eskdale, Nithsdale,
Stewartry and Wigtownshire.
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Partnership
Health and Social care under the Integrated Joint Authority, encompassing NHS Dumfries and
Galloway and Adult Social Care.
Personalised
Tailoring health and/or social care and support specifically to an individual.
Person centred
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.
Protected characteristics
It is recognised 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.
Reablement
A hands off approach to care and support that helps people learn or relearn the skills needed for daily
living. A focus on regaining physical ability and re-assessment is central to this way of working.
Self management
People making decisions about and managing their own health and wellbeing.
Strategic commissioning plan (SCP)
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.
Telehealth
The provision of healthcare remotely using telephone and internet video technology.
Telecare
Telecare is the term for offering remote care of elderly and physically less able people, providing the
care and reassurance needed to allow them to remain living in their own homes, for example,
personal alarms or sensors.
Third sector
An extensive 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.
Vulnerable adult
A person over the age of 18 at risk of being harmed by reason of disability, age or illness.
Wellbeing
Wellbeing is a complex combination of a person’s physical, mental, emotional and social health.
Wellbeing is strongly linked to happiness and satisfaction in life.
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Dumfries and Galloway
Integration Joint Board

Annual Performance Report
Easy Read
2020/21

1

If you would like help understanding this document or you
need it in another format or language please contact us on
dg.spcp@nhs.scot or telephone 01387 272734
BSL users: via contactSCOTLAND-BSL, the on-line
British Sign Language interpreting video relay service
Arabic
ك نتت رغبف ي ال مساعدةف يف هم هذا ال مستند أو ك نتب حاجة إل يهب تنسيق أول غة إذا
437272 78310  أو ال هات فtocs.shn@pcps.gd ف يرجى االت صالب نا على، أخرى
Cantonese
如果您需要帮助理解本文档或需要其他格式或语言的文档，请通过
dg.spcp@nhs.scot 或电话 01387 272734 与我们联系
Polish
Jeśli chcesz, aby ten dokument został przetłumaczony na język polski,
skontaktuj się z nami pod numerem 01387 272734 lub e-mailem
dg.scpc@nhs.scot
Spanish
Si desea ayuda para comprender este documento o lo necesita en otro
formato o idioma, contáctenos en dg.spcp@nhs.scot o al teléfono 01387
272734
Turkish
Bu belgeyi anlamak için yardım isterseniz veya başka bir formatta veya dilde
ihtiyacınız varsa, lütfen bizimle dg.spcp@nhs.scot veya 01387 272734
numaralı telefondan iletişime geçin.

2

What is this document about?
This document tells you about
the work the Integration Joint
Board has done over the past
year.
We call the Integration Joint
Board the IJB for short.

A message from Dumfries and Galloway Integration Joint
Board
Hi
My name is Laura Douglas and I
am the Chair of the Integration
Joint Board (IJB) for Dumfries
and Galloway.
Every year we write a report to
tell people what we have been
doing well and what we could do
better.
I’m really pleased that we are
sharing an Easy Read report this
year and I hope you enjoy
reading it.

Laura Douglas
Chair of the Dumfries and
Galloway Integration Joint Board
3

Who are the IJB?
The IJB is made up of people
from the NHS, Dumfries and
Galloway Council, Third Sector
and Independent Sector
organisations.
The IJB are responsible for a lot
of the health and social care
delivered to people across
Dumfries and Galloway.
The Third Sector includes
voluntary organisations like
charities and community groups.
The Independent Sector includes
some care homes and care and
support providers as well as
some support organisations.

4

How do we plan our work?
The IJB has a plan called the
Strategic Commissioning Plan.
The plan explains that we want
everyone in Dumfries and
Galloway to be as active, safe
and healthy as they can be.
We want to make sure that
people who need our care and
support have a good experience.
We have listened to what people
have said when we wrote the
plan.

How are we doing?
The Scottish Government have
9 National Health and Wellbeing
Outcomes for Scotland.
An outcome is the end result of
something that you or someone
else does.

5

When we write our performance
reports every year we look at
whether we have met those
outcomes.
We do this by looking at what we
have been doing well and what
we could do better.
We also think about what we
have learned.
This report will share some of
that information with you.

National Outcomes
We talk about each of the
national outcomes below.
The wording of the national
outcomes can be complicated.
In this document we have
changed the wording to make
them easier to understand.

6

Outcome 1
People are able to look after and
improve their own health and
wellbeing. People can live in
good health for longer.
How we did
We helped people to protect
themselves from COVID.
We did this by giving people
advice and vaccines.

Waiting times for care and
support are longer than usual.
We helped people to look after
themselves while they waited.
We did this by giving them
advice on how to look after
themselves while they were
waiting.

7

Outcome 2
People are able to live
independently and at home or
in a homely setting in their
community.
How we did
We did our best to protect Care
Home residents from COVID.
We came up with some new
ways to support people while
day centres were closed.
We did this by having walking
groups and visiting people at
home.
We used technology to help
people to stay as safe as
possible at home.
We did this with video calls and
care alarms.

8

Outcome 3
People who use our services
have good experiences, and
have their dignity respected
How we did
There are lots of ways people
can give us feedback and we try
to make it as easy as possible.
We got less feedback than we
normally do.
It took us longer to reply to
people than normal.
The feedback we got helped us
to understand what we are doing
well and what we can do better.
More information on feedback is
available on our websites.

9

Outcome 4
We want to help people keep or
improve their quality of life.
How we did
We helped people to be involved
in decisions about their care.
Most people prefer to ask social
work services to sort out their
care for them.
We helped people who were
shielding to stay safe at home
during the pandemic.
Volunteers helped us to do that.
There was some work that we
needed to slow down so we
could help people with other
things.

10

Outcome 5
We want to help reduce health
inequalities.
Health inequalities are when
some people’s health is more at
risk because of who they are and
how they live.
Health inequalities can also be
about finding it difficult to access
care.
How we did
There have been a high number
of deaths from drugs. We are
working together to find ways to
help people.

Access to care might be harder
for people that can’t get online.
This is sometimes called digital
inequality.
We are helping people to get
online by providing tablets or
phones.

11

Outcome 6
We support people who provide
unpaid care.
How we did
Many people who provide unpaid
care have told us they are very
tired and worn out.
More unpaid Carers are seeking
help than before.
Some unpaid Carers can get
money for a short break to help
them.
People couldn’t go on short
breaks because of COVID.
We looked at other ways to help
unpaid Carers have a break
whilst they stayed safe at home.
We helped people buy things like
gardening and baking
equipment.

12

Outcome 7
People using health and social
care services are safe from
harm.
How we did
We made sure people could still
access urgent and emergency
care during lockdown.
The amount of people getting a
COVID vaccine in Dumfries and
Galloway is higher than most
other places in Scotland.
We are offering more help to
those that need protected from
harm.

13

Outcome 8
People who work for us enjoy
their work and are supported to
improve things.
How we did
Work has been more difficult for
a lot of people in the last year.
We have introduced extra
support to help them.
We need to have enough staff
working with us to make sure we
can deliver safe care. This has
been difficult and is our main
challenge.

14

Outcome 9
We use our resources well.
Resources can mean things like
staff, buildings, equipment and
money.
How we did
The IJB managed to deliver care
and support with the money they
had.
The Scottish Government gave
us some extra money to help us
pay for COVID work.
We spent most of our money on
staff and medications.
Things are getting more
expensive to buy which makes it
difficult to do everything we want
to do.

15

Work in different areas in Dumfries and Galloway
Dumfries and Galloway is a large
area. Sometimes different parts
of Dumfries and Galloway need
or do different things.
This part of the report tells you
about what has been happening
in different places.

Annandale and Eskdale
Some people that usually work in
hospitals changed to working in
the community.
They did things like helping
people at home or giving people
COVID vaccines.
Loreburn Housing opened a new
supported living and short
breaks service in Annan for
people with learning disabilities.
Annan Health Centre moved to a
better building near Annan
Hospital.
16

Day centres and day services
had to do things differently
during COVID. They worked
very hard to make sure they
could still help people.

One of the things they did was to
take meals to people who
couldn’t leave their homes.

Nithsdale
The Nithsdale Health and
Wellbeing Team helped over 200
people. Most people that got in
touch said they were lonely.
People were asked to test an
online version of a new course
called the Mindfulness for Pain
course. People said the online
course worked well.
Activity Resource Centres (ARC)
have not been open during
COVID. We are working to reopen then and we are asking
what else would be helpful.

17

Stewartry
The Quit Your Way service helps
people to stop smoking. This
year they helped more people to
quit smoking than they expected.
The Loch Ken Trust got £9,000
from Awards for All to increase
the number of heart shock
machines. Heart shock
machines can help people
survive a heart attack.
All people living or working in a
care home in Stewartry had their
first dose of the COVID vaccine
in December 2020.

18

Wigtownshire
A new virtual cafe was started,
called Cafe Connections. The
cafe helps people to meet others
and feel less lonely. They also
offer low level exercise and
social support.
61 people tested new equipment
that helped them stay safe at
home. The equipment warns us
if people might be unwell.
Lots of people said this
technology was helpful.

Thank you for reading our Easy Read report.
We want our Easy Read documents to be as helpful as possible.
If you think there are ways we can make this document better,
please tell us.
You can contact the team by phoning 01387 272734 or emailing
dg.spcp@nhs.scot
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Agenda Item 162

NHS Dumfries and Galloway
Meeting:

NHS Board (Public)

Meeting date:

14th February 2022

Title:

Governance Committee Minute Matrix
2021/22

Responsible Executive/Non-Executive: Jeff Ace, Chief Executive
Report Author:

Laura Geddes, Corporate Business
Manager

1

Purpose
This is presented to the Board for:
 Assurance
This report relates to a:
 Government policy/directive
 NHS Board Strategy
This aligns to the following NHSScotland quality ambition(s):
 Safe
 Effective
 Person Centred
Please select the level of assurance you feel this report provides to the
board/committee and briefly explain why:

Significant
Moderate
Limited
None
Not yet assessed
Comment:
This paper support good governance best practice within the Board, by ensuring
that all minutes from governance committees reporting to the Board are
reviewed by the Board and in a public forum, therefore, a significant level of
assurance has been noted against this paper.
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From the list below, please select which Board Priority this paper relates
to. If none of the priorities suit, please select other and briefly explain why
this paper needs to be reviewed at Board/Committee:
COVID-19 Containment Work
Delivery of Sustainable Service
Models
Other (please explain below)



Continued Support for Staff
Wellbeing
Delivery of Enhanced Services to
address Pandemic Harms

Comment:
This paper is being presented to NHS Board as part of the good governance
best practice within the Board.

2

Report summary

2.1

Situation

2.2

2.3

The matrix included at Appendix 1 within this paper highlights all of the
governance committee meetings throughout the year and when the minutes
were taken to NHS Board for review.

Background

As part of the good governance arrangements within the Corporate Governance
Blueprint, the Board is required to ensure that all governance committee minutes
are approved through committee, then presented to NHS Board for awareness.

Assessment

The table within Appendix 1 highlights all of the committee dates in year and
gives assurance to NHS Board Members that all minutes have been taken
through a public meeting, ensuring openness and transparency around the
discussion and decisions on Board business.

2.3.1 Quality/ Patient Care
No quality or patient care issues have been identified within this paper.
2.3.2 Workforce
No workforce related issues have been identified within this paper.
2.3.3 Financial
No financial issues have been identified within this paper.
2.3.4 Risk Assessment/Management
No risk assessments have been carried out when preparing this paper.
2.3.5 Equality and Diversity, including health inequalities
No equality impact assessments have been carried out when preparing this
paper.
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2.3.6 Other impacts
No other impacts have been identified when preparing the paper.
2.3.7 Communication, involvement, engagement and consultation
This paper has been prepared for information to confirm the governance
routes are being followed in relation to decision making, therefore, no external
consultation or engagement was required.
2.3.8 Route to the Meeting
All of the minutes listed within Appendix 1 have been taken through the
appropriate committee meetings and then NHS Board.

2.4

Recommendation
 Assurance – NHS Board Members are asked to take assurance that all
governance committee minutes are being approved through the committee
and presented to NHS Board for awareness as part of the Good Governance
Best Practice arrangements.

3

List of appendices
The following appendices are included with this report:
 Appendix 1, Board Governance Committee Matrix 2021/22
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Appendix 1

Board Committee Minute Matrix 2021/22
Committee Name
Audit and Risk Committee
Audit and Risk Committee
Audit and Risk Committee
Audit and Risk Committee
Audit and Risk Committee
Audit and Risk Committee

Committee Meeting Date
26th April 2021
21st June 2021
12th July 2021
26th July 2021
25th October 2021
31st January 2022

Date minute taken to NHS Board
8th November 2021
8th November 2021
8th November 2021
8th November 2021
14th February 2022

Healthcare Governance Committee
Healthcare Governance Committee
Healthcare Governance Committee
Healthcare Governance Committee
Healthcare Governance Committee
Healthcare Governance Committee

17th May 2021
19th July 2021
6th September 2021
15th November 2021
17th January 2022
21st March 2022

13th September 2021
13th September 2021
14th February 2022
14th February 2022

Performance and Resource Committee
Performance and Resource Committee
Performance and Resource Committee

4th October 2021
13th December 2021
14th March 2022

14th February 2022

Public Health Committee
Public Health Committee

1st November 2021
7th February 2022

Staff Governance Lite
Staff Governance Lite
Staff Governance Committee
Staff Governance Committee
Staff Governance Committee
Staff Governance Committee
Staff Governance Committee

10th May 2021
24th May 2021
26th July 2021
th
27 September 2021
22nd November 2021
24th January 2022
28th March 2022
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13th September 2021
8th November 2021
14th February 2022
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Agenda Item 164

DUMFRIES AND GALLOWAY NHS BOARD
Audit and Risk Committee
Minutes of the Audit and Risk Committee meeting held on Monday 25 October 2021 at
10.00 am to 1.00 pm via Microsoft Teams
Present
Dr L Douglas
Ms M Caig
Mr A Ferguson

LD
MC
AF

Non-Executive Board Member (Chair)
Non-Executive Board Member
Non Executive Board Member

RF

Non-Executive Board Member

Mrs K Kerr
Mr J Ace
Dr K Donaldson
Mrs J Brown
Ms A Carmichael
Mrs L Geddes
Ms D O’Brien
Mr A Thompson
Ms S Thompson

KK
JA
KD
JB
AC
LG
DO
AT
ST

Ms J Watters
Ms L Bass

JW
LB

Mrs V White

VW

Director of Finance
Chief Executive
Medical Director (Item 15 only)
Engagement Leader, Grant Thornton UK LLP
Fire Safety & Security Officer (Item 13 only)
Corporate Business Manager (Item 12 only)
Internal Audit (Item 10-13 only)
Internal Audit (Item 10-13 only)
Deputy Director of Finance (Item 5, 6, 16 and 17
only)
Chief Internal Auditor
Executive Assistant to Director of Finance
(minutes)
Director of Public Health (Observer)

Apologies
Mrs R Francis
In Attendance

Welcome and Introductions
LD recalled that Penny Halliday had stood down as a Board Member on 31 August
2021 and was no longer a member of the Audit and Risk Committee. LD
acknowledged Penny’s valued contribution to the Committee during her term. The
membership of the Committee will be reviewed following the recruitment of new NonExecutive members later this year.
1.

Apologies for Absence
Apologies noted above.

Page 1 of 15

BOARD PUBLIC
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 Previous Meeting – 26 July 2021
The minutes of the previous meeting held on 26 July 2021 were approved by
Committee.

4.

Matters Arising and Review of Actions List
LD took members through each of the items on the Actions List. A number of
actions were addressed under agenda items for today’s meeting. In addition,
the following points were noted:





Internal Audit Session - LD advised that some potential dates have been
held in diaries early next year (31 Jan and 7 Feb 2022 - slot to be
confirmed). The session will allow for new Audit and Risk Committee
members to participate and also provides an opportunity to feed into next
year’s audit planning.
Internal Audit software and Windows 10 – JW will follow this up with
Graham Gault. JW added the issue was more about the Office 365
functionality which works alongside Windows 10.
NIS follow up meeting update and Information Assurance Outstanding audit
actions – Committee referred to the updates provided under Item 15 and
agreed to ‘propose to close’ for both items.

Audit and Risk Committee noted the Actions List and agreed to close all other
actions listed as ‘propose to close’.
ST joined the meeting.
ASSURANCE LEVELS
LD recalled that Committee had trialled two different ways of addressing assurance
levels at recent meetings (21 June – assurances were confirmed per paper; 26 July –
assurances were confirmed per section). LD sought Committee’s views on the
preferred method moving forward. Following discussion, Committee agreed that
assurances should be confirmed per paper and also per section.
GOVERNANCE
5.

Financial Governance Quarterly Update
ST presented the paper to Committee for Assurance and had assigned a
Significant level of assurance to the report. ST spoke to paper with the
following noted:
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ST advised of recent positive activity in relation to: the Finance Risk
Register; Internal Audit actions; breaches (none escalated this quarter);
meetings with Team Leaders and General Managers; compliance with
purchase orders.
One area (cash management) is currently being monitored and further
control work has been implemented. ST advised that a Short Life Working
Group (SLWG) has been established to look at the Midpark cash issues.
Regular updates will continue to be provided on this area until it returns to
routine monitoring arrangements; this piece of work is due for completion
by the end of Quarter 4.
In terms of the Red, Amber, Green (RAG) review, all assurances are
considered to be Green this quarter with the exception of one Amber area
relating to the Standing Financial Instructions (SFIs) refresh. ST advised
that the revision work has been carried out but some further work is
required to conclude the exercise. ST proposed to extend the existing SFI
policy by one month with the revised SFIs being presented to Audit and
Risk Committee in January 2022.

Committee discussed the report with the following points noted:





MC referred to the £40 patient loss and queried whether this had been
reimbursed; ST confirmed that it had.
MC noted that approximately a quarter of current authorisers had
undergone financial governance training and queried the plan for the
remaining authorisers. ST confirmed that all new/changing authorisers will
automatically receive financial governance training going forward. ST also
advised of a recently recorded TEAMs training session which will be issued
to General Managers for cascading to their authorisers.
In terms of the cash management review, AF queried if the issues
highlighted were deemed to be local or systemic. AF also queried if
guardianships were also being considered as part of the review. ST
provided further detail on the review and advised that it will encompass all
areas that hold petty cash. ST added that more information will be
available once the review has been concluded and advised the points
raised by AF will be considered as part of this.

Audit and Risk Committee:



6.

Approved the extension of the existing SFIs for one month from December
2021 to January 2022 to allow for consultation on the changes. The
revised SFIs will be presented to Audit and Risk Committee in January
2022 for approval.
Noted the report and agreed with the Significant assurance assigned.

Audit Scotland Reports Update
ST presented the paper to Committee for Assurance and had assigned a
Moderate level of assurance to the report. The following was highlighted:
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ST advised of the new draft process for the management of Audit Scotland
Reports, adding that this will be taken to Board Management Team for
approval. ST was keen to highlight that this was a recording mechanism
only and that any actions/assurances from the reports would be addressed
via the relevant standing committees identified within the log.
ST referred to the Audit Scotland Report log and highlighted the status of the
6 reports logged to date this year. Three reports were attached as
appendices this quarter, as noted below:
o Fraud and irregularity 2020/21 – This requires Audit and Risk
Committee action (discussed under Item 14).
o Covid-19: Tracking the impact of Covid-19 on Scotland’s public
finances – This will be submitted to Performance and Resources
Committee on 13th December 2021.
o Covid-19: Vaccination Programme – This will be submitted to Public
Health Committee on 1st November 2021.





In terms of the three previous reports noted on the log, two were now closed
(Covid-19: Following the pandemic pound: our strategy and Covid-19:
Personal Protective Equipment) and one is open (Correspondence and
Whistleblowing annual report 2020/21) and due to be presented to Staff
Governance Committee in November 2021.
ST highlighted that there are a number of blogs featured on the Audit
Scotland website; links to these were included in the report for information.

Committee commented that the process was clear and simple. Audit and Risk
Committee noted the report and agreed with the Moderate assurance level
assigned.
ST left the meeting at this point.
7.

Audit and Risk Committee Self Assessment Progress Update Report
LD recalled that the Self Assessment Action plan was approved at the Audit and
Risk Committee meeting in April 2021. LD highlighted some of the good
progress that has been made recently that will feed into the next update report
to Committee eg:




Risk management – Considerable amount of work progressed over recent
months.
Systems of internal control: delegated authorities – Noted that update on the
Delegated Authorities Internal Audit presented today.
Format of presentations/reports and assurances – New templates and
assurance levels introduced; Corporate Governance Group work.

LD advised that a written report will be provided at the next Audit and Risk
Committee meeting in January 2022.
Audit and Risk Committee noted the verbal update. As no paper was provided,
no assurance level was assigned or discussed.
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Governance Section Assurance level - Having reviewed and discussed the items,
Committee agreed that a Moderate/Significant level of assurance would be
assigned to this section.
RISK
8.

Strategic Risk Management Update
KK (on behalf of AW) presented the paper to Committee for Discussion. A
Moderate level of assurance had been assigned to the report. KK highlighted
the key points from the paper:








The paper noted that 21 of 24 Internal Audit recommendations from 2020
had been closed. KK advised that, since the report had been written, work
on the 3 remaining recommendations has concluded. JW advised that these
had been reviewed and confirmed that these are now fully closed on the
audit system. One action remains from 2017 which relates to the
membership of the Risk Oversight Group.
Most of the Operational and all the Corporate Directorates have added risks
to the new Datix Risk Module.
The Risk Executive Group is progressing work on the Corporate Risk
Register; this will be reviewed by Management Team shortly.
The Risk Appetite Workshop has been rescheduled for 17 January 2022.
An update on training was provided.
An additional full time resource within the Risk team has been agreed; this
post is now filled.

Committee discussed the report with the following points noted:








LD acknowledged the good progress that had taken place in recent months.
LD noted that some work on the risk appetite was outstanding, however, was
encouraged by the positive engagement and renewed focus on risk
throughout the organisation.
JW provided further detail on the one remaining 2017 audit recommendation.
JW noted that the Tactical Health and Safety Group had been reinstated and
there was some work required around membership/links with the Risk
Oversight Group.
MC queried which risk groups fed into Audit and Risk Committee. KK
advised that no specific group formally reported to Committee, however, AW
as lead Director for the Risk Executive Group, provides updates to
Committee via the Strategic Risk update report. KK commented that further
information on reporting mechanisms was outlined in the Risk Management
Policy/Strategy.
In terms of training, MC felt it would be useful for data to be provided on how
many staff have received risk training against those who require risk training.
This will be fedback to AW.
Action: AW
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There was a brief discussion on what the Strategic Risk Management report
could look like moving forward, with some members commenting that
inclusion of a pictorial/at a glance overview would be useful. KK and JA
agreed to take this back to Risk Executive Group for discussion.
Action: KK/JA

Audit and Risk Committee noted the report and agreed with the Moderate
assurance assigned.
Risk Section Assurance level - Having reviewed and discussed the items,
Committee agreed that a Moderate level of assurance would be assigned to this
section.
THE CONTROL ENVIRONMENT
9.

External Audit Update
JB advised that work on last year’s audit has now fully concluded. Grant
Thornton are meeting with KK and ST in November 2021 to review lessons
learned and look at audit planning for 2021/22; a report will be presented to
Audit and Risk Committee on 24 January 2022.
Audit and Risk Committee noted the verbal report. As no paper was provided,
no assurance level was assigned.

10.

Internal Audit Activity Quarterly Progress Report
JW presented the paper to Committee for Assurance and Decision and had
assigned a Moderate level of assurance to the report. JW provided an update
on the four areas in the report as noted below.
Update on internal activity to end of September 2021
A table demonstrating progress against the current audit plan to date was
included in the papers. Three audit reports are in the process of being issued
since the last meeting (Governance Blueprint, Health Inequalities and Property
Transactions Monitoring).
In terms of outstanding actions, as at 11 October 2021, there were 108 open
actions of which 59 are currently overdue (this was a positive decrease from last
quarter). As requested at the last meeting, information on trends was included
in the paper which demonstrated open actions by group and type.
AF referred to the policy references within the open actions chart and queried if
there was any further detail on this. JW agreed to bring back further information
at the next Audit and Risk Committee meeting in January 2022.
Action: JW
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MC noted that there was an increase in open actions this quarter and queried if
this could potentially lead to further overdue actions next quarter. JW advised
that open actions naturally increase as more audit reports are issued throughout
the year and advised of discussions with managers around setting realistic
deadlines to support this.
LD was encouraged by the slight decrease in overdue actions this quarter. LD
added that it would be useful for an overview of the risk levels within the overdue
actions to be provided; JW will include in the next report to Audit and Risk
Committee in January 2022.
Action: JW
Update on Delegated Authorities Audit
As requested at the last meeting, an update on the Delegated Authorities audit
was included in the paper. It was noted that there are 4 remaining actions from
this audit.
On reviewing the required actions, LD and KK commented that some of these
have probably been completed, however, may require evidence to close off. LD
commented that work was still required in terms of the Board Assurance
Framework.
KK highlighted that the Delegated Authorities audit was from 2019 and queried
how relevant some of the actions were now, given that the new Governance
Blueprint internal audit was underway this year. KK was keen to review the
actions to see if any outstanding work can be incorporated into the new
Governance Blueprint audit with a view to starting afresh and avoiding
duplication. MC and LD expressed similar thoughts and also highlighted the
work of the Corporate Governance Sub-Group. It was agreed that JW would
progress an exercise to cross reference the Delegated Authorities internal audit
with the Governance Blueprint internal audit to see how this could be
streamlined further.
Action: JW
MC referred to the following section in the Delegated Authorities audit and
highlighted its importance going forward “The Code should be revised to include

clarity on what the Board expects in terms of groups affiliated to all Standing
Committees; this should include a naming convention to differentiate what is a
committee as opposed to a group or a programme board. In addition each Standing
Committee’s ToRs, agendas and agenda matrices should list all affiliated groups and
committees to demonstrate how activities will be governed and what assurances will be
provided”.

AT and DO joined the meeting at this point.
Property Transactions Planning
A copy of the finalised Property Transactions Monitoring report and letter to the
Scottish Government Health and Social Care Directorate was provided with the
papers.
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Audit Plan for the remainder of 2021/22
This paper outlined the audits that were approved in April 2021 (Governance
Blueprint; Performance Reporting; Sustainability and Modernisation Programme;
Communications; Safer Staffing Bill; Health Inequalities; Ward level controls).
JW advised that that these audits are all underway with the exception of the
Safety Staffing Bill which is being deferred to a future date pending national
work relating to this.
The Audit Plan process for the remainder of 2021/22 was presented for
approval. JW advised that the plan has been informed by the Board’s tactical
priorities along with planning discussions with Board Members and senior
managers. The proposed audits were Environmental Strategy; Emergency
Planning and Response; Central Sterile Services Department; Covid
Vaccinations; Waiting Lists; DPA/GDPR; Pre-employment screening (deferred);
Cash Controls/Petty Cash; Payments to staff. Committee were comfortable
with the approach taken and the audits selected.
LD referred to the timings for the 2022/23 Internal Audit Plan. Committee
discussed this and were of the view that a pragmatic approach was required.
Committee agreed that the 2022/23 Internal Audit Plan should be presented to
the Audit and Risk Committee meeting in April 2022, noting an ambition for the
audits to commence as soon as possible after this. LD referred to the proposed
Accounts timetable at Item 17 and recalled that the Audit and Risk Committee
Statement would be finalised in April 2022; LD advised that any Internal Audit
updates/concerns could be fed into the separate statement to Board as part of
overall year-end processes.
In concluding:


11.

Audit and Risk Committee approved the Audit Plan for the remainder of
2021/22.
Noted the report and agreed to the Moderate assurance assigned.

Limited Assurance Audit
JW presented the paper to Committee for Assurance and assigned a
Significant level of assurance to the report. LD welcomed AT and DO to the
meeting, noting that both were involved in the two Limited assurance audits
highlighted today.
JW advised of three Limited Assurance audits with outstanding actions as at 11
October 2021:




RM/01/20 Risk Management. As per Item 8, all actions are now closed
(other than one recommendation from the 2017 audit).
A/02/21 Board Policy Framework – 20 open. An update on this is provided
at Item 12.
A/08/21 Security – 15 open. An update on this is provided at Item 13.
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Audit and Risk Committee noted the report.
discussed.

The assurance level was not

LG and KD joined the meeting at this point.
12.

Limited Assurance Audit – Board Policy Framework
KK presented the paper to Committee for Assurance and had assigned a
Limited level of assurance to the report.
KK highlighted the key points from the paper including:




The Board Policy Framework final audit report was issued in May 2021 and
identified 21 recommendations. A detailed update on each action was
included alongside a copy of the final audit. Some progress has been made
but this has been slower than expected due the pressures in the system at
the current time, however, an action plan and timeline has been
implemented to progress this work.
A Policy Development Short Life Working Group has been established to
undertake a review of the Document Development and Approval Policy; this
is chaired by KK. A copy of the group’s remit was included in the paper. The
group will meet on a weekly basis and the first meeting took place on 15
October 2021.

Committee discussed the report with the following points noted:








LD expressed some concerns on the scale of the policy work, particularly in
terms of what is available on Beacon and review dates. LD was encouraged
by the establishment of the SLWG but did have some concerns about
timings, noting that some deadlines have been highlighted as Nov/Dec 2021.
LD was keen to establish if these were realistic and what mitigations were in
place to support this.
KK felt that the Document Development and Approval Policy could be
completed relatively quickly. In terms of the outstanding policies, KK
proposed that we undertake a risk assessment of these to gain an
understanding of the implications and work involved. In terms of updating
individual policies, KK recognised that this could take a longer period of time
to complete. KK stressed that there was ambition to move this work forward
as quickly as we can, whilst also noting the significant pressures on the
organisation at the current time.
MC agreed that it would be useful to undergo a risk assessment of the
policies and to also have sight of the policy register. MC added that it was
equally important to ascertain how effective the policies are. MC felt that the
fundamental issue was to ensure our current policies were up to date and to
review a plan for addressing this.
LD queried when a plan of ‘next steps’ would be available. KK advised that
a further update would be provided to Committee in January 2022. KK
advised of extra capacity being sought in the Corporate Business team and
an ambition to progress work as soon as possible, however, noted that a
variety of ‘unpicking’ work was required in the first instance. Once this part
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of the exercise has been completed, a clearer idea of planning and
assurances can be provided.
JW spoke positively of the SWLG and the shared responsibility moving this
forward. JW added that Internal Audit has a list of data available on the
policies which can be forwarded to the SWLG if useful.

LD concluded by advising that Committee was supportive of the work of the
SWLG to take this forward and would ideally like further information on risks and
mitigations, however, acknowledged operational pressures at the current time.
Committee also acknowledged the scale of the work involved and the shared
responsibility of the policy work. LD also thanked AT for the comprehensive
audit undertaken.
Audit and Risk Committee:



Noted the report and agreed with the Limited assurance assigned.
Agreed that a further update should be presented to Audit and Risk
Committee at the meeting in January 2022.
Action: KK/LG

LG left the meeting. AC joined the meeting.
13.

Limited Assurance Audit – Security
AC presented the paper to Committee for Assurance and assigned a Limited
level of assurance to the report. AC highlighted the key points from the paper
including:




The Security Audit was completed in July 2021. An update on the
outstanding actions was included in the paper.
Within the final report from audit, it was noted that the Board did not have a
dedicated Security Officer for some time; this role was filled in March 2020
as a combined Fire Safety and Security responsibility.
Work has now commenced to ensure that adequate and effective security
procedures are in place. AC provided an update on a number of areas
including: leavers reports; Datix security additions; visits to sites; actions
pending Tactical Health and Safety Group approval; KPIs; Police reports.
AC added that there was a significant amount of work involved, however,
work is progressing. JW commented that this was a useful example of
where realistic dates have been agreed to support the extent of work that
needs to be undertaken.

LD thanked DO for undertaking the comprehensive audit, and acknowledged the
positive progress and engagement that has taken place to date.
MC acknowledged the scale of the task and queried how many sites the Board
is responsible for. AC did not have this information to hand but did comment on
the varying age and type of buildings within the Board which presented a range
of challenges.
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AF noted recent tragic events in London re MP surgeries and queried liaison
with Police Scotland. AC spoke of ongoing liaison with Police Scotland, adding
that advice is cascaded to the team and relayed as required.
Audit and Risk Committee:



Noted the report and agreed with the Limited assurance assigned.
Agreed that a further update should be presented to Audit and Risk
Committee at the meeting in January 2022.
Action: AC

AC, AT and DO left at this point in the meeting. It was agreed to move to Item
15.
15.

Information Assurance Quarterly Update
KD presented the paper to Committee for Assurance and had assigned a
Significant level of assurance to the report.
KD took members through the paper which outlined the work undertaken by the
Information Assurance Committee (IAC) from July to September 2021. A
number of appendices were also included in the report. KD highlighted some
key points to Committee:









The follow up (Year 2) NIS audit report received an overall score of 75%.
This performance is the highest score of any territorial Board across NHS
Scotland. A copy of the report was provided in the appendix.
The Information Assurance Risk Register is up to date.
An update was provided on the Fairwarning Audit system and mitigations in
place to support this.
IT work in relation to new Social Security Scotland legislation was explained.
An update on the Subject Access Requests pilot was provided.
Security updates in relation to Cyber alerts and an update on the recent
Cyber event was provided.
Progress on the Information Sharing exercise has now been concluded.
The new Information Governance Mandatory Training module has now been
launched and mandated for all staff.

LD thanked the team for the comprehensive update, recognising that there have
been good improvements in the information provided over the past year.
Committee was also pleased to see that the Information Sharing exercise had
been completed. LD congratulated the IT team on the recent NIS achievement.
In terms of training, MC queried if there was a national target on Information
Governance training and if not, whether the Board was setting a target for this.
MC also noted that the paper advised that all staff with over 2 years service will
be compliant by end of March 2022 and queried whether there was a trajectory
for this.
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KD was unsure if there was a national target, however, felt that locally we should
be aiming reasonably high; KD will provided further information at the next
meeting.
Action: KD
Committee noted that a Significant assurance level had been assigned to the
report (KD advised that was deemed appropriate in response to the NIS work).
Committee discussed this and felt that some further work was required in
relation to training, and agreed that a more appropriate assurance level was
Moderate (noting that this was towards the high end).
In terms of the NIS reporting, JW commented that a number of Boards had
achieved lower scores and queried if this impacted on our Board in any way in
terms of hosted services. JW also queried if there were any common themes at
a national level that we need to be aware of. Committee agreed this would be
useful to ascertain. KD will report back at the next meeting.
Action: KD
Audit and Risk Committee noted the report and agreed to a Moderate
assurance.
KD left the meeting. ST rejoined the meeting.
14.

Fraud Quarterly Report
JW presented the paper to Committee for Assurance and Awareness and
assigned a Moderate level of assurance to the report.
JW highlighted the key points from the paper including:







As requested at the last meeting, a final version of the Counter Fraud
Assessment Tool was included in the papers.
Counter Fraud Services continue to undertake consultation around the
introduction of Counter Fraud Standards within NHS Scotland. JW
highlighted some potential elements of the new standards; further detail will
be provided at the next meeting.
An update on the 2020/21 National Fraud Initiative exercise was included in
the paper. This work has now concluded with all relevant matches cleared.
JW added that the Financial Governance team had provided a key role this
year and thanked them for their input.
A copy of the Audit Scotland Fraud and Irregularity 2020/21 report was
provided to Committee.
JW advised that she would review the
recommendations with ST and will provide a report back to Committee on
next steps.

Committee discussed the report with the following points noted:


AF commented that the Council had recently undertaken a significant
amount of work in relation to fraud and procurement and highlighted that it
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may be useful to collaborate with them on this. JW advised of ongoing
liaison with the Council’s Internal Audit team and work relating to the IJB.
MC queried the reason for a Moderate assurance rather than Significant.
JW commented that there had been fewer local exercises with Counter
Fraud Services over the past year. JW also referred to potential outcomes
from the fraud standards work which would lead to Significant assurance.
In terms of the Audit Scotland Fraud and Irregularity 2020/21 report, LD
queried if there was a specific governance piece of work required. JW
advised that she had undertaken an initial review and considered this as part
of the audit plan.
LD referred to some of the recommendations and reference to health and
wellbeing/rotation of staff, and queried if this had been considered yet. JA
advised this had not been reviewed to date. JA added that a number of
pieces of work will require to be reviewed as part the post pandemic
landscape.
LD asked that an update of the Board’s response to the Audit Scotland
Fraud and Irregularity 2020/21 report be included in the next Fraud Quarterly
Update to Committee in January 2022.
Action: JW/ST
MC queried the links between Counter Fraud Services and Audit Scotland,
noting that some of the recommendations in the report would be useful to
encompass within the Counter Fraud Services tool. JW provided some
background on the Fraud standards work and tools/groups which are likely
to be implemented in the near future.

Audit and Risk Committee noted the report and agreed to the Moderate
assurance assigned.
16.

Financial Reporting Quarterly Update
ST provided a verbal update advising that there had been little activity this
quarter. ST added that some of the areas have also been incorporated into the
Financial Governance paper, with the Financial Reporting Quarterly paper
focussing on technical accounting updates. Work will commence shortly on
next year’s annual accounts with Craig Greer leading on this. An additional
Assistant Financial Accountant post is currently being advertised and will
support this work going forward.
Audit and Risk Committee noted the verbal report. As no paper was provided,
no assurance level was assigned

17.

Annual Account Debrief
ST presented the paper to Committee for Discussion and assigned a
Significant level of assurance to the report. The report reflected on the Annual
Report and Accounts process which was completed for 2020/21 and brought
forward recommendations for change ahead of the 2021/22 process
commencing. The timetable proposed is the same as the last two years,
continuing to separate Audit and Risk Committee and NHS Board by a couple of
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weeks. ST highlighted a number of changes in relation to the Governance
Statement.








Standing Committee Reports to cover 1 April to 31 March (including Audit
and Risk Committee).
A separate report to NHS Board from Audit and Risk Committee on the
steps taken to provide assurance on the Annual Report and Accounts
presented for approval.
Narrative from both Internal Auditor and Audit and Risk Committee to be
added to Governance Statement agreed at the June meeting.
Addition of the Governance Statement to the Annual Report and
Accounts only after the Audit and Risk June Committee meeting, pre
Board.
Clear deadlines for drafts reports and approved reports for Standing
Committees and standalone reports (Risk and Information Assurance).
Addition of the Internal Auditor to the list of letters to be provided to the
Accountable Officer.
Change of timetable to reflect External Auditors draft report will not be
available until 5 days before Audit and Risk Committee rather than the
usual 10.

Committee thanked ST for the helpful reflection and felt the proposed process
captured the requirements highlighted previously.
AF queried the process for including delegations on reports and queried if this
should be highlighted on the front of papers in a similar way to Council papers.
There was a brief discussion about this with members noting that our Terms of
Reference set out the Board/Committee’s delegations. AF provided further
detail on how this is used in the Council and also spoke about public
accessibility. ST advised that the Terms of Reference for each Committee are
included in the Standing Orders which is a public document. KK commented
that this area could be reviewed as part of the ongoing Corporate Governance
and Standing Orders review work.
Audit and Risk Committee noted the report and agreed to the Significant
assurance assigned.
18.

Audit and Risk Committee Assurances Log
LD presented a log of the Audit and Committee Assurances from 26 July 2021
to date. This will help inform our Committee Assurance level going forward.
Audit and Risk Committee noted the log.

19.

2022 Audit and Risk Committee meeting dates
The proposed Audit and Risk Committee meeting dates for 2022 were
presented. Committee noted the schedule.
AF commented on Council business that takes place from 10-1 each Monday.
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AF highlighted that a number of Board and Committee meetings are held at this
time also. AF commented that afternoon meetings would be preferable if at all
possible. It was noted that this applied to any Board committee that a local
authority representative is appointed to. KK advised that she would feed this
back to the Board Chair for consideration.
Action: KK
Control Environment Assurance level - Having reviewed and discussed the
items, Committee agreed that a Moderate level of assurance would be assigned
to this section.
AF queried what additional resources are needed to support an increase in this
assurance level. This led to a general discussion with members highlighting a number
of areas that have been evidenced recently to support this. There was also comment
that there will always be some challenges and areas of risk within governance, and that
a pragmatic approach was required, whilst striving for Significant assurance. There
was also comment on the impact of the Governance Blueprint audit, emerging
priorities, managing expectations and evidencing progress.
20.

Date and Time of Next Meeting
The next meeting of the Audit and Risk Committee will be held on Monday 31
January 2022 at 10.00 am to 1.00 pm via Microsoft Teams.
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Agenda Item 165

DUMFRIES AND GALLOWAY NHS BOARD
HEALTHCARE GOVERNANCE COMMITTEE
6 September 2021 via Teams
Present:
Members

Attendees:

Mr. Bill Irving
Ms. Lesley Bryce
Ms. Grace Cardozo
Ms. Ros Francis
Ms. Vicky Keir
Dr. Bryan Marshall
Mr. Bill Rogerson
Mr. Jeff Ace
Ms. Alice Wilson

Chair
Non Executive Member
Non Executive Member
Non Executive Member
Non Executive Member
Infection Control Doctor
Lay Member
Chief Executive
Nurse Director

Attendees to
Ms. Joan Pollard
Present Papers: Ms. Charlene Anderson
Ms. Maureen Stevenson
Ms. Sally Walton

Associate Director of AHPs
for Infection Control Manager
Patient Safety and Improvement Manager
Public Protection Nurse Consultant

In Attendance:

Ms. Margaret Johnstone

E.A. to Nurse Director

Dr. Heather Currie
Dr. Grecy Bell
Mr. Ross Darley
Dr. Ken Donaldson
Mr. Nick Morris
Ms. Julie White
Ms. Valerie White

Associate Medical Director – Acute
GP Representative
Infection Control Manager
Medical Director
NHS Board Chair
Chief Operating Officer
Director of Public Health

Apologies:
Members
Attendees

1.

Apologies for Absence
Apologies as noted above.

2.

Declarations of Interest
Nil.

3.

Notes of meeting held on 19 July 2021
The Committee noted that although happy with the new format of the minutes,
they would like to see a fuller record of the challenges made by Committee
members and explanation to points queried in future to ensure a balance.
Members attendance list amended to read that NM was a substitute NEM for the
meeting and GB amended to read Member and not an attendee.

4.

Matters Arising
Nil.
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5.

Draft Agenda for 6 September 2021
Discussion
The Committee noted that, as we do not have one today, there will be two Patient
Safety papers at the November meeting.
Outcome
 The Committee agreed agenda will remain flexible.
Actions
 There were no actions arising from this paper.
Reminder List
Discussion
The Committee highlighted the Values Based Reflective Practice (VBRP) session
and AW responded that NM and BI had had discussions around the Development
Session and understood the VBRP session will be part of that discussion.
The Committee noted a Cervical Screening Update scheduled for March 2022
asking if local information would come through earlier than this. AW agreed to
contact Dr. Calvert outwith the meeting in relation to a local update, possibly
verbal, for the November meeting.
Outcome

The Committee noted the reminder list.
Action
 Local information update to be requested. (Action: A. Wilson)

STANDING ITEMS
6.

Patient Feedback Report – Objectives 2, 4 and 5
Presented by Joan Pollard
Discussion
The Committee heard that this local report outlines performance against set
standards, noting that a process is in place to manage complaints and that there
is no specific focus on learning. Complaint numbers have returned to pre-Covid
levels, with Stage 1 sitting at 7 days and Stage 2 above standard at 43 and 50
days. Reasons for delay being workload pressure and availability of staff. No
Scottish Public Services Ombudsman (SPSO) decision letters were received. No
overdue complaints without extension agreed.
Outcome
 The Committee discussed and noted the report
Action
 There were no actions arising from this paper.
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7.

Patient Feedback Annual Report
Presenter: Joan Pollard
Discussion
The Committee heard that the report is presented in a new format which makes
the information more accessible to the public. JP noted fewer complaints than
last year and also less feedback and compliments due to Covid. JP highlighted
learning from the Directorates, drawing the Committee’s attention to pages 10 to
14. The leading themes remain as clinical treatment and communication. The
Committee agreed the new format was good and easily accessible, highlighting
that patient feedback has made a difference and it is important that people see
this, as it shows we have listened to them and made improvements.
The Committee raised a query around the 20 day response time, asking if having
an extension would make a difference and JP responded that this would make no
difference as the standards require us to respond within 5 or 20 days. JP noted
Stage 2 is more complex complaints but it is more important that we give a quality
response than meet deadlines and will continue to go for standards.
The Committee highlighted the need to communicate better with patients and that
there is a tool to use, saying that carers are not communicated with and how will
this be progressed across the Board. JP responded that the Triangle of Care
work would read across to carers very well. The pandemic has impacted on
having family and carers able to visit and with carers being seen as key partners
in care. The Triangle of Care work will drive a cultural shift back to that. JP
thanked the Committee for the positive feedback.
The Committee highlighted the recording of compliments on DATIX asking why
we use this system and JP responded that DATIX can capture all
complaints/compliments and thank you notes or verbals. The Committee
discussed how this information could be gathered and AW/JP outlined the various
ways we have tried but each method is burdensome for clinical staff. JP noted
that we are almost at the point of bringing in Nvivo which will allow us to
interrogate Care Opinion and provide much more information than we are
currently able to, and would probably bring an update to HCGC and Board every
6 months.
Outcome
 The Committee discussed and noted the report.
 The Committee gave positive feedback around the new, more accessible
format.
Actions
 The report will now be published on NHS D&G website. (Action: JP)

8.

Healthcare Associated Infection Report - Objectives 3 and 4
Presented by Dr. Bryan Marshall
Discussion
The Committee heard that we are unlikely to deliver on the SAB exceedence
limits having had a poor first quarter. Noted that all cases are reviewed and within
the June/July data there are a couple of device related cases. There is a
workstream within Acute looking at devices but this was put on hold due to Covid
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but restarting.
The Committee heard we are doing reasonably well in relation to C. Diff and will
probably achieve our exceedence limit with the required 10% reduction. There is
a challenge within the workload in Acute due to acuity of patients within Acute.
The Committee heard the E.coli figures have now exceeded the limit so the team
are looking at information retrospectively and will review all cases from last year.
Working with the Public Health Team around improving community E.coli and
having some impact on this.
The Infection Control Committee (ICC) notes of 18 May 2021 were highlighted
with BM saying the ICC had met again in July (the day after HCGC) and work is
ongoing around environmental risk assessments on the community hospital sites.
BM highlighted the HIS Inspection at Lochmaben Hospital and the issue of
cleaning commodes with audit showing ongoing good practice. A Committee
member asked about the water, air quality and temperatures issues which were
escalated to SERCO and BM responded that things have moved on but there are
still ongoing issues although no Legionella was found. Work continues to reduce
risk. AW highlighted the ICC meeting the day after the last HCGC meeting,
saying that the timing of ICC is being reviewed to fall in the middle of HCGC
meetings.
The Committee offered “Congratulations” to Ross Darley who has been appointed
to the substantive Infection Control Manager post.
Outcome
 The Committee acknowledged the detail in the paper
Action
 There were no actions arising from this paper.
INTERNAL REPORTS
9.

Public Protection Update
Presenter : Sally Walton
Discussion
AW noted the Committee receives the Health Adult Support and Protection
(HASP) and the Health Child Protection Committee (HCPC) notes but has not
routinely received reports on the activity of the Public Protection Team (PPT) and
is keen to bring this to the attention of the Committee.
The Committee heard that the PPT is a small team of nine, comprising of Child
Protection Advisors, Adult Support Advisors and Generic Public Protection
Advisors, who have extensive experience along with further post-graduate
qualifications in Child Protection and Adult Support Protection. The PPT work in a
multi-agency way with the Police and Social Work on a daily basis, attending the
Multi-Agency Safeguard Hub (MASH) which receives referrals for those at risk
and these are then triaged with information shared to enable a protection plan to
be put in place. SW noted a rise in referrals recently through the safeguarding
hub around self-harm, and issues around poverty, mental health concerns and
domestic abuse.
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The Committee heard that the PPT are involved in the Violence Against Women
Group as part of a multi-disciplinary group contributing to safety planning for those
at risk of domestic abuse. SW confirmed that funding had been granted for this
initiative for the next two years.
The Committee heard about the Multi-Agency Public Protection Arrangements
(MAPPA), for high risk violence and sex offenders, with the PPT ensuring access
to health care, the risks around this and how this is managed in the community.
The Committee heard that the PPT provides support and training around the
policies and processes for managing adult and child protection in NHS D&G. An
advice and support phone line is available five days per week for any concerns
staff may have. The PPT offer child protection case specific supervision for
complex cases to encourage reflection and learning from experience.
Health Adult Support and Protection Inspection (ASP)
The Committee heard the Board are preparing for a joint inspection by the Care
Inspectorate and Healthcare Improvement Scotland. A position statement has
been finalised and will be submitted this week. The Inspection will review our
case files for vulnerable adults and will focus on adult support and protection
processes, by engaging with frontline practitioners, and will look at leadership of
the service.
There was discussion around topics the Committee would like to hear about and
AW suggested that Initial Case Reviews (ICR) and Significant Case Reviews
(SCR) should come to HCGC. AW suggested sharing the recently updated Child
Protection Guidance.
BR highlighted statistics for the Hub and information about poverty and homes not
being heated properly, saying that several years ago Patrick Shearer, then Chief
Constable, had attended HCGC to talk about training staff, such as tradesmen
who are visiting homes across the region, on what to look for and reporting back
anything untoward. SW responded that she was aware of this within DGHP,
thanking BR for his comments which she had found helpful and will ask about
this. GC highlighted the taxi driver case saying that we can all play a role in child
protection. She highlighted support and counselling for staff in the agencies
delivering this work to support people in vulnerable situations in the NHS and in
the Council, asking how the pandemic had impacted on Women’s Aid and Rape
Crisis and how they are accessed. AW and SW agreed to take the comments
from BR and GC back to the Public Protection Committee (PPC) saying that the
3rd Sector are also around that table.
The Committee discussed the need to understand what the responsibilities are for
the NHS and have these clearly defined. Noted that the Public Health Committee
would be the other route and need to agree what is coming to each Committee
and why. AW suggested, and it was agreed, that information would come via
HCGC for the time being as there is a unique wider public protection health
section the Committee would be interested in.
Outcome
 The Committee discussed and noted the report.
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Actions
 AW and SW agreed to take the comments from BR and GC back to the
Public Protection Committee (PPC).
(Action: S. Walton / A. Wilson)
10.

Duty of Candour Annual Report 2020/2021
Presenter: Maureen Stevenson
Discussion
MS noted that Dr. Ken Donaldson, as Medical Director, is the Executive Lead for
Duty of Candour and she supports him in that role.
The Committee heard that the approach to Duty of Candour is very much
embedded in our approach to adverse events management and in particular
Significant Adverse Event (SAE) management. The SAE annual report at July’s
HCGC was a prelude to this annual report. The impact of Covid caused
significant delays in our ability to comply with the 90 days timeframe.
MS drew the Committee’s attention to the four elements of the procedure saying
that almost 80% of cases included one element and in 68% of cases all aspects
of the procedure were addressed. MS noted it is disappointing that we have not
improved and have gone back a bit, but recognise that this is a recording issue
rather than what we did or did not do. In terms of areas for improvement and for
learning we have reviewed and will continue to review the AE policies and
procedures as required. Currently looking to automate some of this so that when
an AE is reported the managers are automatically notified which will support
requirements for duty of candour. Also take all SAEs to the Patient Safety Group
(PSG) to ensure all senior managers are sighted on the SAEs in the system.
MS asked the Committee to accept the report and make the recommendation to
NHS Board that they accept it.
Brief discussion around the time taken to apologise and MS confirmed that an
apology is offered early on, as soon as the investigation starts, and the formal
apology comes further down the line.
Outcome

The Committee accepted the report.
Action
 There were no actions arising from this paper.

11.

Quality Strategy Update – verbal
Presenter : Maureen Stevenson
Discussion
The Committee requested a Quality Strategy paper for the November meeting.
The Committee heard that work has been ongoing to develop a Quality Strategy
for NHS D&G since the end of last year with a significant amount of work being
carried out from November to April and then paused due to staffing pressures.
We are currently reviewing the literature around our approach to quality and are
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finding that the HCGC Terms of Reference fits with what we are finding within
other Boards quality strategies and within the Quality Strategy for NHS Scotland.
Focus is still around person centred care, building a framework that works equally
well at Board level as well as within the clinical team and there is a shared
understanding of what that looks like. MS is hopeful the paper for November will
be the draft strategy and this will be tested through the organisation to ensure that
it is meaningful and useful.
Patient Safety and Improvement Annual Report
AW highlighted the PS&I Annual Report and MS noted that a report had not been
prepared as the majority of work was paused. The National Patient Safety
Programmes were paused from April of last year although we began to pick up
work with the national team towards the end of 2020 focussing on the essentials
of safe care and what this will look like moving forward. Our focus was very much
on managing risk and supporting clinical teams to make improvements in the
safety of clinical care in prioritised areas which were falls, deteriorating patients
and IV fluids. Currently working with the directorate teams around what they are
able to do at this time and safe staffing is our priority until there is some space to
pick up the elements of the Scottish Patient Safety Programme. The Committee
requested a progress report in the New Year around the work MS has described
and how this is functioning so far.
Outcome
 The Committee noted the report
Action
 Quality Strategy Report for November meeting (Action: M Stevenson)
 Patient Safety and Improvement Progress Report for January meeting
(Action: M Stevenson)
FOR NOTING
12.

Health Adult Support and Protection Committee
Notes of 14 June 2021 meeting

13.

Health Child Protection Committee
Notes of 9 June 2021

14.

Infection Control Committee
Notes of 18 May 2021

The Chair asked for any comments/questions around the papers
AW said she was conscious this was a slightly lighter meeting than usual and just
wanted to double check on some points.
Infection Control Committee (ICC)
Highlighted assurance around water quality, noting that assurance comes through
ICC and the notes of the next meeting will come to HCGC in November. AW
asked RF if she was comfortable with this response and she said yes but was
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more concerned this is visible at board level, but would be good to see the ICC
notes at the next meeting. AW will pick up a conversation with BM/CA outwith
the meeting to ensure this is included in the Board paper.
Public Protection (PP)
Highlighted recommendations around PP, suggesting ICR/SCR update for the
November paper for next paper and checking on agreement for this. Asked the
Committee if there was anything they want to hear about.
AW will take away action to consider where the health part of PP sits, with HCGC
or the new Public Health Committee (PHC), saying that we need agreement on
this. LB agreed, asking for more information on Equally Safe and how this is
being delivered across the region and whether this comes under health. SW
responded that there are some specific health points for Health Visitors and there
is a plan plan in place for funding and how to use this.
BR highlighted guidance for staff, asking if the protection for retail workers is the
same as for healthcare staff and that specific legislation would help to define right
or wrong. VK confirmed that it is the same for health, aggravated assault, and
that Joe McGinley would be the person to ask.
LB highlighted Duty of Candour asking how we benchmark against other Boards,
saying that it would be good to see the wider picture. MS is currently collating this
information, other Boards, like us, are still going through internal governance
mechanisms and to date only three Boards have published annual reports. The
Scottish Government usually publish a report on receipt of all annual reports and
this is expected at the end of this year, beginning of next.
AW noted Update Patient Safety and Improvement Update paper for January and
Quality Strategy paper for the next meeting.
LB noted an observation, saying we triangulate information across governance
committees (LB is Chair of Chair of Staff Governance), around staff not having
time to access training. We know they are under pressure but need to keep an
eye on this. LB will follow this up.
Any Other Competent Business
Nil.
Date of Next Meeting
Monday 15 November 2021, at 10 am, via Teams
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Agenda Item 165

DUMFRIES AND GALLOWAY NHS BOARD
HEALTHCARE GOVERNANCE COMMITTEE
15 November 2021 held at 10am via Microsoft Teams
Present:
Members

Bill Irving (BI)
Lesley Bryce (LB)
Grace Cardozo (GC)
Ros Francis (RF)
Claire Holmes (CH)
Bryan Marshall (BM)
Bill Rogerson (BR)
Andrew Russell (AR)

Chair
Non Executive Member
Non Executive Member
Non Executive Member
Non Executive Member
Infection Control Doctor
Lay Member
Associate Medical Director (A&D)

Attendees:

Jeff Ace (JA)
Ken Donaldson (KD)
Joan Pollard (JP)
Ross Darley (RD)
Fiona Paton (FP)
Margaret Johnstone (MJ)
Kelly Skimming (KS)

Chief Executive
Medical Director
Associate Director of AHPs
Infection Control Manager
Nurse Manager
E.A. to Nurse Director
Corporate Business Support Administrator
(Minute Secretary)

Apologies:

Grecy Bell (GB)
Vicky Keir (VK)
Nick Morris (NM)
Julie White (JW)
Valerie White (VW)
Alice Wilson (AW)

GP Representative
Non Executive Member
NHS Board Chair
Chief Operating Officer
Director of Public Health
Nurse Director

The Chair welcomed members to the meeting and acknowledged that this is both
Margaret Johnstone and Ros Francis’ last meetings before they leave the
organisation. The Chair thanked them for the input and support to the Healthcare
Governance Committee over the years and wished them well for the future.
The Chair also noted that Items 8 and 13 have been withdrawn from the agenda, as
the presenter of the papers was no longer able to attend the meeting.
Patient Story - Health Visiting Referral Pathway
Women, Children and Sexual Health Directorate
A Patient attended to share their own story and experience of the Health Visiting
Financial Inclusion Referral Pathway and support received from the Women,
Children and Sexual Health Directorate.
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The Committee were grateful to the patient for sharing their story and were
encouraged that Health Services, Third Sector and Social Care colleagues were able
to provide support.
1.

Apologies for Absence
Apologies for the meeting have been 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 the Committee Chair declared an interest in item 13 noting that
he works within the Women, Children and Sexual Health Directorate.

3.

Notes of meeting held on 6th September 2021
The minute from the last meeting on 6th September 2021 were accepted as an
accurate record.

4.

Matters Arising
Water Quality Assurances
JA gave Committee members a verbal update in relation to water quality
assurances noting work is progressing, however, assurances and additional
data around chlorophylls is required.
The Committee Chair requested this item become a standing item on future
committee agenda.
ACTION: KS
Cervical Screening
JA provided a verbal update in relation to Cervical Screening to Committee
members, highlighting the following key points as part of the update:


Scottish Boards have been asked to carry out an audit of all women
who had undertaken cervical screening, following a small number of
cases nationally whether patients contracted cervical cancer after
being excluded from the screening programme.



Following the audit carried out by NHS Dumfries and Galloway there
were 7 women found in cohort 1 (pre 1997) and 15 women found in
cohort 2 with no pathology found.



Reassurance has been given from the Board that the women who were
identified as part of this audit came to no harm.
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Protocols have been changed and reinforced to include women who
have a partial hysterectomy to ensure they are not excluded from
screening.

Committee Members noted the updates as part of Matters Arising.
5.

Reminder List and Draft Agenda for 17 January 2022
The Chair took members through the Action List, highlighting key updates on
the actions since the previous meeting.
LB asked when the update on Home Teams would be brought back to
committee. JA suggested that this update should be brought back to the next
committee meeting. The Chair agreed for it to be added to the agenda for the
January 2022 meeting.
Action: KS

6.

Patient Feedback Report
JP presented the Patient Feedback Report to Committee Members, which
provides an update on activity between August – September 2021. The
following key points were highlighted as part of the update:


The number of complaints received has gone back to pre-pandemic
levels.



The average response time for complaints received by the Board
remains above timescales. Stage 2 complaints have been above the
median for the last 9 months. This is partly due to staff resources,
hospital pressures and the backlog of complaints from early on in the
COVID-19 pandemic.



Committee members were made aware that compliance with
extensions has improved with only one complaint currently overdue.



Acute Teams have been doing a lot of work over the last few months to
bring them to a steady state, so we should start to see the closure of
the more complex long term complaints in the coming weeks and
months.

Noted below are some of the key points raised by Committee Members
following this update:


A comment was made around learning summaries and directorate
learning are dealt within the Directorate Reports, however when the
Committee come to these items they are not included. A question was
raised as to where the most appropriate place for the learning
summaries and directorate learning should be included.
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JP responded advising the Patient Experience Team are doing work
around learning from a corporate perspective and have procured the
Envivo system, in the process of training staff to use. The Chair
agreed to feed back to Directorates on the importance of the use of the
learning summaries being included in future reports.
Action: BI


JP confirmed that now that the volunteers are coming back, iPads have
been procured and are being formatted at the moment to allow Care
Opinion kiosks to be available to use in Acute and more widely.



It was noted one of our volunteers won the Volunteer of the Year award
and the Overall Volunteer award at an awards ceremony last week at
Easterbrook Hall.

The Committee Members took assurance from the report on the Board’s
compliance with legislation, policy and Board objectives.
7.

Healthcare Associated Infection Report
RD presented the Healthcare Associated Infection Report to Committee
Members, highlighting the following key points as part of the update:


Staphylococcus aureus bacteraemia (SAB) – have an excedeence limit
of 14 for 2021/2022, the Board have reported 13 cases in first 5
months, and therefore the Board is unlikely to meet this exceedance
limit in 2021/2022.



Feedback from the 2 PVC cases in August 2021 went to the Acute
Services Clinical Governance Group and the Acute Services Peripheral
Vascular/ Invasive Device Group following the Infection Control
Committee to ensure learning.



National Quarter 2 reporting of Community SABs reported NHS
Dumfries and Galloway as an outlier. A Sub-Group including members
of Infection Control and Protection Team and Public Health has been
created to look at the community SAB data. Following this review a
SBAR report was written and submitted to Antimicrobial Resistance
and Healthcare Associated Infection (ARHAI). This report will be taken
to the Infection Control Committee in December 2021 and thereafter
will be brought to the next Healthcare Governance Committee.



Clostridioides Difficile Infection (CDI) – have an excedeence limit of 31
for 2021/2022, the Board have reported 11 cases in first 5 months and
is on trajectory to meet this exceedance limit for 2021/2022.



National Quarter 2 reporting of Community CDIs has reported NHS
Dumfries and Galloway as an outlier and a Sub-Group has been
created to review the community CDI data.
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Following this review a report was submitted to ARHAI and will be
received at the Infection Control Committee in December 2021 before
being brought back to Healthcare Governance Committee.


E.coli bacteraemia (ECB) has an excedeence limit of 41 for 2021/2022,
the Board have reported 32 cases in first 5 months, therefore, the
Board is unlikely to meet this exceedance limit in 2021/2022.



Within the HAI 2020 Annual Report NHS Dumfries and Galloway were
highlighted as being above the 95% confidence interval upper limit for
community acquired ECB.



The Infection Control Committee introduced the Decision Making
Toolkit for exemptions to isolation for Health and Social Care staff who
have been risk assessed to return to work.



Infection Control Committee have placed a hold on the introduction of
the one metre physical distance guidance from NHS Scotland,
therefore, the 2 metre physical distancing remains in place for NHS
Dumfries and Galloway buildings.



Trialling HEPMA system at Midpark Hospital, with Medics adding day
zero and day 5 testing onto the system as a prescription.



Notification to the Board about the possible increase in RSV rates to
NHS Scotland. IPCT are part of a Winter Planning Group with
Paediatrics and Womens and Childrens colleagues to look at the data.



New Winter Guidance being published on 29th November 2021.



Environmental risk assessments continue in all areas in respect of
COVID-19, with no concerns highlighted.



A large reduction has been reported by CSSD of incidents of clinical
staff using sterile packs after date expiry. A final paper regarding this
will be taken to the next Infection Control Committee in December 2021
and fed back to Healthcare Governance Committee in January 2022.

Noted below are some of the key points raised by Committee Members
following this update:


JA gave an update on a briefing at the Chief Executives Group last
week around the shape of the public enquiry into Scotland’s response
to COVID-19 cases, highlighted nosocomial COVID-19 cases will be
one of the strands each Board will be asked to respond to.

The Committee Members took assurance from this update that NHS Dumfries
and Galloway have internal controls in place which operate effectively with the
aim of ensuring IPC objectives are achieved.
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8.

Patient Safety Update – Women, Children and Sexual Health
This item was withdrawn from today’s Committee.

Justin Murray (JM) joined the meeting.
9.

Patient Safety Update – Mental Health
JM presented the Patient Safety Mental Health Update Report to Committee
Members, highlighting the following key points as part of the update:


Members of the Mental Health Directorate have agreed to be part of a
New National Programme which is restarting in March 2022. A local
visit by SPSP took place this September to agree the principle priorities
with the Mental Health Directorate and agreed the focus locally will be
on improving observation practice with work having already started.



A Working Group has been established to look at triangulation of care
work, noting that significant progress has been made, specifically in
revamping IT records to include triangulation of care prompts.



A reduction in falls was reported between September 2020 and
August 2021, however falls with significant harm have increased during
the same period. The Directorate have undertaken an audit in the last
3 months using the multi-factorial falls assessment tool which showed
an improvement along with the Nurse being present in the communal
area.



The main risk at Midpark Hospital is drug related deaths. Mental
Health Services have established in the last 12 months an assertive
outreach programme in conjunction with the Specialist Drug and
Alcohol Service.



SAER processes within the drug related deaths are working well
following a work plan being developed from the recommendations of
the SAER processes.



A 2 days SAER Level 1 training course was held in June 2021 which
was attended by 10 members of staff who are now trained Level 1
SAER reviewers. Planning to run a second cohort of training in early
2022.

Noted below are some of the key points raised by Committee Members
following this update:


A request was made for the report to include which services are
covered by the Mental Health Directorate and also by ward type. JM
agreed to include this in the next Directorate update.
Action: JM
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It was noted that as Psychological Services is a national priority and
one of the indicators being reported on, therefore, it would be useful to
include any issues due to the increase in waiting lists, the potential
impact on the wider adult mental health services and how this is being
managed from a patient experience point of view and quality and
safety. JM agreed to take this forward and include in the next report.
Action: JM



A query arose from the aggression and violence figures including if
they increased at shift changes, staff rotation and when the weather is
bad meaning patients cannot go outside. JM advised a senior huddle
takes place every week which reviews incidents including when they
occur, the time of day and who is on shift.



A question was raised as to whether Midpark Hospital was a friendly
environment for patients with Dementia. JM gave Committee Members
assurances all wards at Midpark Hospital were assessed and highly
commended for the layout including lighting, flooring, signage and
navigation.



A question was raised with regards to the assessment of frail patients
being admitted to Midpark Hospital. JM gave Committee Members
assurances around patients who are frail and admitted to Midpark
Hospital having already been in contact with Community Services
regarding how their frailty is presented and managed, which comes
with patient when they are admitted to Midpark Hospital as part of a
multi-disciplinary assessment.

The Committee Members discussed and noted this update report.
Justin Murray left the meeting.
Sally Walton (SW) joined the meeting.
10.

Public Protection Update
SW presented the Public Protection Update Report to Committee Members,
highlighting the following key points as part of the update:


The Initial Case Reviews (ICR) and Serious Case Reviews (SCR) are
part of the multi-agency processes to establish the facts and lessons
learnt from when a child or adult has come to significant harm or have
died.



Any multi-agency partners can submit an ICR initial notification if
brought to their attention that a child or adult has come to harm. The 3
main Managers then come together to discuss the current situation and
put any immediate safety plans into place.
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Once the agencies decide the incident is going to be considered, an
ICR will take place with each agency independently completing a report
which compromises of a schedule of contact the person has had with
the service and a summary of what that involvement looked at. A
Review Board then considers the papers from all agencies, a decision
is made as to whether to progress to a SCR.



If the case was not found to be a multi-agency issue, the case would
be taken to the Board’s Patient Safety Group to review lessons learnt
and agree any local actions.



The Care Inspectorate is also notified of SCRs.

The Committee Members discussed and noted this report.
Sally Walton (SW) left the meeting.
Maureen Stevenson (MS) joined the meeting.
11.

Quality Strategy Update
MS presented the Quality Strategy Update Report to Committee Members,
highlighting the following key points as part of the update:


A national literature review has been undertaken, which highlighted
NHS Dumfries and Galloway as being behind the curve for not having
an integrated Quality Strategy.



A self assessment exercise is currently being undertaken against
Healthcare Improvement Scotland’s Quality Management System
Framework which is being used across many NHS Boards in Scotland,
the outcome of which will be fed back through Healthcare Governance
Committee, when available.



Plan to bring draft Quality Strategy to Healthcare Governance
Committee in Spring 2022.

The Committee Members discussed and noted this report.
Maureen Stevenson (MS) left the meeting.
Alison Solley (AS) joined the meeting.
12.

Sexual Assault and Rape Services (SARCS)
AS spoke to the Sexual Assault and Rape Services (SARCS) Report to
Committee Members, highlighting the following key points as part of the
update:


The Adult Forensic Adult Suite opened at Mountainhall Treatment
Centre in 2019 in line with national guideline.
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Moving forward to introducing self referrals from 1st April 2022.



It was noted that the indicators around the examination taking place
within 3 hours are not currently being met due to geography of the
region and awaiting the forensic examiner being notified and requests
for a specific gender of examiner as do not have a lot of female
examiners, however there are plans to change this.



Sexual Offences Examiners to be supported by forensically trained
Nurses. Historically in Dumfries and Galloway Police Sexual Offences
Liaison Officers (SOLOs) in this role, with the Police being very
accommodating and the SOLOs being highly trained, however this
does not meet the requirements of the standards.



The Board does not meet the requirement of having a dedicated Nurse
Co-ordinater to ensure a smooth pathway for onward referral due to the
volume. This will be incorporated into a new model of working to
ensure compliance.



A Short Life Working Group has been established to include colleagues
from Rape Crisis to review the short falls and to look at a sustainable
service model. A trial is being conducted for 3 Sexual Health Doctors
to join the existing out of hours rota to give a greater choice of female
examiners. The trial runs until the end of March 2022, with the hope of
carrying on.



Committee Members agreed for the Readiness assessment to be
brought back to Healthcare Governance Committee in 2022.
Action: AS



Working well with Archway in Glasgow, going through their Standard
Operating Procedures to ensure the Board’s are robust and cover
everything they should.

Noted below are some of the key points raised by Committee Members
following this update:


A question was asked around a system being in place to capture when
a patient cannot be seen by an examiner of their gender choice and if
this means they decide they do not want to be seen by the other
gender and how this may impact them in the future. AS provided
assurance to Committee Members that when a patient cannot be seen
by an examiner of their choice of gender this information is captured
where the standard is not met.



A query was raised as to whether the service can be maintained when
funding from the National Taskforce ends in 2023. AS confirmed that
further discussions on funding for the service from 2023 are due to take
place with senior management to look at options.
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The Committee Members discussed and noted this report.
Alison Solley (AS) left the meeting.
Angela Adams (AA) joined the meeting.
13.

Maternal and Children Quality Improvement Collaborative (MCQIC)
Update
AA spoke to the Maternal and Children Quality Improvement Collaborative
(MCQIC) Report to Committee Members, highlighting the following key points
as part of the update:


The Board have been part of the Healthcare improvement Scotland
MCQIC programme since 2013 noting the aim for being part of the
programme is to improve outcomes and reduce inequalities by
providing safe and high quality care.



The Board have invested in staff training and currently have 33 staff
trained in equality improvement.



The team have employed 2 Business Project Officers who have
developed a dashboard and are monitoring those outcomes working
closely with Clinical staff.



The Midwifery Team meet nationally with MCQIC colleagues twice a
year with the next meeting scheduled to take place later this month.

The Committee Members took assurance from this update that Maternity,
Neonatal and Children’s Services are undertaking safety work to meet local
and national standards and recommendations.
Angela Adams (AA) left the meeting.
14.

Scottish National Audit Programme (SNAP)
KD presented the update on the Scottish National Audit Programme (SNAP),
highlighting the following key points as part of the update:


The Scottish National Audit Programme (SNAP) included 9 national
audits this year of which NHS Dumfries and Galloway have fallen
below the standard deviation on the following 2 audits:
o

Scottish Hip Fracture Audit – Comprehensive geriatric
assessment should be undertaken within 3 days of admission.
All other standards were met by the Acute team. Currently the
Care of the Elderly Team have only one substantive Consultant,
due to a retirement last year and no replacement as yet.
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o

Scottish Renal Registry Audit – Renal Nurses will visit renal
patients in their home to discuss the different types of
haemodialysis, however this can take months for the patient to
make their decision.
If the patient decides to start
haemodialysis contact needs to be made with the Vascular
Surgeon to have a scan of their arms to see where the veins
are. The patient is put on a waiting list for this surgery, once the
surgery has taken place it can take up to 6-8 weeks for a fistula
to mature. There is a high primary failure rate for fistulas not
maturing well enough to be used, therefore the process would
need to begin again. Attempt to see a year in advance if a
patient would likely require a fistula.
Changes in vascular services in the last year have meant that
Dumfries and Galloway patients are being treated at Hairmyers
Hospital. However, this part of the services has now been taken
over by NHS Greater Glasgow and Clyde so should see
improvements in the delays.

The Committee Members were assured that areas identified by a national
audit have been examined and actions taken to mitigate.
15.

Notes of the Health Adult Support and Protection Committee –
16 August 2021
The Committee noted the minute from the Health Adult Support and
Protection Committee on 16th August 2021.

16.

Notes of the Infection Control Committee – 20 July 2021
The Committee noted the Infection Control Committee minute from
20th July 2021.

17.

Any Other Competent Business
Directorate Patient Safety Reports
As the Directorate reports are about driving up the quality of the services and
giving assurances around service delivery a proposal was made to rename
the reports to Quality and Safety Report.
Templates were created for the Directorate Patient Safety Reports, however it
was agreed to go back a look at the format of the reports to ensure
consistency to provide the Healthcare Governance Committee with assurance
that the key issues will be clear. The Chair agreed to meet with the Board’s
Patient Safety and Improvement Manager to discuss the Directorate Patient
Safety Report templates.
Action: BI
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Healthcare Governance Committee TEAMS Group
It was noted that not all members have access to the Microsoft Teams group
that has been set up for the Healthcare Governance Committee. KS was
asked to review the membership and update as appropriate.
Action: KS
18.

Date of Next Meeting:
The next meeting will be held on Monday 17th January 2022 at 10am – 1pm
via Microsoft Teams.
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Agenda Item 166

DUMFRIES AND GALLOWAY NHS BOARD
Performance and Resources Committee
Minutes of the Performance and Resources Committee meeting held on Monday 4
October 2021 at 10.00 am to 12.45 pm via Microsoft Teams
Present
Ms M Caig
Mrs R Francis
Mr B Irving
Mr N Morris

MC
RF
BI
NM

Non-Executive Board Member (Chair)
Non-Executive Board Member
Non Executive Board Member
Non Executive Board Member

Mrs K Kerr

KK

Director of Finance

JA
VK
JW

Chief Executive
Non Executive Board Member
Chief Operating Officer

Mrs A Allan

AA

Mrs K Armstrong
Mr I Bryden

KA
IB

Mrs J Pollard

JP

Mr D Rowland
Mr G Stewart
Ms L Bass

DR
GS
LB

Performance and Intelligence Manager (Item 1-7
only)
Project Co-ordinator SAM (Item 8-11 only)
Head of Estates and Property (Item 11 and 12
only)
Associate Director of Allied Health Professionals
(Item 10 only)
Director of Strategic Planning and Transformation
Deputy Director of Finance
Executive Assistant to Director of Finance
(minutes)

Apologies
Mr J Ace
Mrs V Keir
Mrs J White
In Attendance

Welcome and Introductions
MC welcomed members to the meeting.
had been stood down in April 2020
arrangements that were put in place
Committee has now been re-established
Committee.

MC recalled that Performance Committee
in line with the temporary governance
following the Covid-19 pandemic. The
as the Performance and Resources (P&R)

MC recalled that Penny Halliday had been appointed as a P&R Committee member,
however, had stood down as a Board Member on 31 August 2021. The membership
of the Committee will be reviewed following the recruitment of new Non-Executive
members later this year. MC advised the Committee there would be a number of
individuals attending today to speak to specific agenda items.
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1.

Apologies for Absence
Apologies 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 Previous Meeting
It was noted that the last Performance Committee meeting was held on 2
March 2020. This Committee was stood down in April 2020, therefore, the
minutes were approved at NHS Board on 20 April 2020. These were
presented today for completeness only. Committee accepted the minutes.

4.

Matters Arising and Review of Actions List
KK presented that the Actions List from the Performance Committee meeting
in March 2020 and provided an update on each item. It was noted that a
number of actions had been superseded by the Sustainability and
Modernisation (SAM) programme. The following was noted:


Discovery Update – It was agreed that it would be useful to add this to the
P&R Committee matrix with a view to presenting an update to the
December P&R Committee meeting.
Action: KK/DR



Workforce Sustainability Programme Board – KK confirmed that this Board
was stood down in line with the response to the pandemic. KK will clarify
the reporting structure for the Workforce workstream to committees going
forward.
Action: KK

Committee agreed to formally close all actions on the Actions List.
GOVERNANCE
5.

Performance and Resources Committee Terms of Reference (ToR)
KK presented the paper to Committee for Moderate Assurance. KK advised
that, following consultation with Board Members in July 2021, the ToR were
presented to Board in September 2021 and approved. It was noted that the
ToR will be reviewed after 6 months (already timetabled in the P&R
Committee matrix for March 2022) and formal annual review thereafter.
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RF referred to the roles and responsibilities outlined in the ToR and felt that it
would be useful to populate these further within the P&R Committee matrix.
KK advised that the matrix was evolving and would be revisited with a view to
defining the remit further and in line with RF’s comments.
P&R Committee noted the report. The assurance level was not discussed.
PERFORMANCE
6.

NHS Board Summary Service Performance Report
AA presented the paper to Committee for Moderate Assurance. The report
provided an overview of operational performance for key measures relating to
NHS Dumfries and Galloway’s priorities.
AA spoke to the key points in the paper, as follows:







It was noted the core indicators reported against the Remobilisation Plan
(RMP) are set by Scottish Government.
The summary provided an outline of performance against planned activity
trajectories as outlined in the current RMP3; RMP4 is currently in draft
form and will apply from October 2021 onwards. Following the introduction
of RMP4, the contents of the Summary Report will be reviewed to ensure
key outcomes are reflected and regularly reported.
AA recalled that Board had recently requested that longer periods be
included in the Summary Report to enable an overview of trends; AA
advised that this is being progressed and aggregated data will be provided
in due course.
A brief overview of the latest results was provided in relation to various
areas. It was noted that delayed discharges was a considerable pressure
at the current time.

Committee discussed the report with the following points raised:






NMo recalled that Performance Committee had previously requested
exception reports on any areas that may require further detail/clarity. NMo
felt that Committee may benefit from a more detailed assessment of the
work that we are undertaking to address areas such as delayed
discharges and Child and Adolescent Mental Health Services (CAMHS).
In terms of the Cancer waiting times, RF noted that 8 people had been
seen after the 62 day target and queried whether any patients had just
missed the target and if any had experienced significant delays. AA
provided further detail on this (5 had missed target by 1-2 weeks; 3 had
substantial delays (in relation to urology and delays at tertiary centres)).
MC commented it would useful for more narrative to be provided on each
area within the report in order to understand why and how performance is
being affected and managed eg. information by speciality (Treatment Time
Guarantee), impact in terms of vacancies/staffing issues, longest waiters,
assurances on how we are dealing with issues, number of people on
waiting lists, what we are measuring and how this links to the RMP4.
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AA provided a brief update on some specialities. AA added that we would
be moving to a three year RMP in the near future and that a broader range
of indicators will be covered in the Summary Report as this develops. It
was previously agreed that a more current performance report would be
provided with JW providing a verbal update on current service pressures
and issues impacting on performance.
KK acknowledged the heat within the system at the present time and noted
that there was very little elective activity at present. KK commented that it
may be useful to consider an update on elective delays/waiting times as
we develop the long term RMP.
MC and NMo were keen to see how other areas feed into/affect
performance (eg. clinical risk, workforce, financial) and suggested that
exception reporting could support this.

In concluding, P&R Committee:




Agreed that a programme of ‘deep dive’ areas should be identified as part
of the development of the RMP 3 year recovery plan, such as CAMHS. A
further review of the performance framework to consider wider risks will be
considered.
Agreed that an accompanying narrative to the performance presented
would be helpful.
Action: DR/AA

P&R Committee noted the report. The assurance level was not discussed.
7.

IJB Draft Performance Management Framework (PMF)
AA presented the paper to Committee for Discussion. The assurance level
was assigned as ‘not been assessed yet’.
MC introduced the item noting that it was an opportunity to shape and
comment on the PMF on behalf of the Board prior to its approval for the start
of the 2022/23 financial year.
The paper advised that the Integration Joint Board (IJB) is developing a new
Strategic Commissioning Plan (SCP) for 2022/23–2024/25. The new PMF will
need to reflect the commissioning intentions, priorities and measures
contained within the new SCP. A copy of the draft PMF was included in the
papers. The timeline for developing the PMF including information on
engagement was also outlined. The PMF will be published in April 2022 and
the P&R Committee has an opportunity to engage on behalf of the NHS Board
to shape the PMF.
AA provided a brief overview of work undertaken to date on the PMF. AA
advised that the development of the PMF will be taken through the
governance pathways outlined in the paper.
AA was keen to seek
Committee’s views on how P&R Committee sits within the framework.
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Committee discussed the report with the following points raised:





KK reflected on the good engagement that had been undertaken to date.
From an NHS Board perspective, KK was keen to ensure we avoid
duplication and follow a simple process.
NMo noted that the P&R Committee was concerned with the service
operational issues, noting that the role of the IJB (and its committees)
related to strategic commissioning and longer term outcomes.
NMo referred to item 5.17 on the draft PMF and felt that further work was
required in terms of the two monthly reporting to NHS Board/committees.
MC advised that she had a number of comments on the PMF which she
would send to AA directly. MC spoke briefly about a couple of these and
how the remit of the PMF needs to relate to the strategic nature of the IJB
eg. items that may relate to operational delivery rather than strategic;
performance measures; staff engagement and ability to influence.

P&R Committee noted the report. The assurance level was not discussed.
AA left the meeting. KA joined the meeting.
8.

Remobilisation Plan (RMP4) Update
DR presented the paper to Committee for Significant Assurance.
DR advised of recent changes within Strategic Planning and the SAM team to
align functions. As a result, DR has recently been appointed as Director of
Strategic Planning and Transformation and was now leading the joint team
and RMP work. Committee congratulated DR on his new role.
It was noted that NHS Dumfries and Galloway is required to produce a fourth
Remobilisation Plan setting out the targets and trajectories for local services
to respond to the demand that has built up over the last 18 months, while also
responding to the current and likely future pressures associated with the
COVID-19 pandemic. The draft RMP4 was submitted to the Scottish
Government on 30 September 2021 and covers the period from 1st October
2021 to 31st March 2022. A submission workplan and timeline was included
in the papers. It was noted that RMP4 also includes projections in terms of
winter planning.
DR thanked KA, Kirsty Bell, General Managers and their directorates for their
input into RMP4, during a period of considerable pressures on services. DR
provided an overview of the development of the plan, noting that this needed
to be both ambitious and realistic, noting the unprecedented challenges on
the system and recalling that the plan would undoubtedly be subject to further
change.
DR reiterated that the plan remains draft until formal feedback has been
received from the Scottish Government. It is anticipated that this will be
presented to Board in November 2021. DR confirmed that P&R Committee’s
role today was to be assured that a process was in place for
MANAGEMENT IN CONFIDENCE
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producing/implementing the RMP4.
DR advised that this will be will be the last of the 6 month RMPs. The
Scottish Government will be seeking a 3 year recovery plan going forward
which will be more strategic but will also include 3-6 month trajectories for
remobilisation. This will be prepared in advance of the next financial year
2022/23.
Committee discussed the report with the following points noted:












RF recalled that a previous plan included a planned review of community
bed provision in Sept 2021 and this had been included in our discussions
on tactical priorities for this year. RF noted that there was no mention in
RMP4 that four of the community hospitals remain temporarily closed and
no mention of a plan to reopen/formally review.
RF noted that there seemed to be significant savings from the community
directorate nursing budget and also referred to discussions about
redeployment of staff.
RF was keen to understand the Board’s
communication plans around this.
RF noted the reference to Home Teams being rolled out across the region.
RF recalled that Board had previously approved to a test of 4 locality
teams to gather data on financial savings, staff redeployment and impact
on patient services, and queried if this data had been gathered and
reviewed by the IJB.
DR confirmed that a Board Member briefing session is being organised in
November 2021 to talk about the community model and the vision for this
going forward. In terms of Home Teams, DR advised that we are still at
the early stages of their development and advised that JP would be
attending under Item 10 to provide a more detailed update.
In terms of savings, KK advised the recurring budget for the four closed
community hospitals is still in place on an ongoing basis (any savings have
been released non-recurrently). KK advised of some of the workforce
challenges in terms of redeployment, staff moving into other roles and staff
undertaking Care at Home work. KK added that we are looking at opening
some beds at Mountainhall to support surge capacity over the winter
period.
NMo recognised the significant amount of work that had been undertaken
on RMP4. NMo commented that some further conversations were
perhaps required about the planning processes and approval mechanisms
for the RMP4 through the NHS Board, Committee and IJB as well as how
it links with, for example, the SAM programme. NMo also spoke about
capacity, co-dependency, risk assessments and performance
management and how we can engage Board Members with the detail
around the plan. MC had similar comments and noted a number of areas
including: alignment of the RMP and 3 year plan, the performance
framework which flows from it, the governance structure for overseeing
delivery of the plan, identified risks to delivery and having adequate
change capacity. MC suggested it would be also be useful for Board to be
specifically briefed on the winter planning checklist for assurance
purposes.
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KK acknowledged that Board Members may have questions about the
RMP4 but felt it was equally important to look at how we influence the 3
year plan going forward, capturing the elements noted above within this.
 DR spoke briefly about capacity for change and the need to agree our
priorities for change to ensure best use of our resources.
 MC noted that the Equality Impact Assessment (EQIA) wasn’t available yet
and asked if this could be circulated when ready.
Action: DR
Following discussion, Committee:




Agreed that a Board Workshop on RMP4 should take place on 25 October
2021, in advance of the NHS Board meeting in November 2021.
Action: DR

P&R Committee noted the report and agreed with the Significant assurance
provided that a process was in place to develop the RMP4.
TACTICAL PRIORITY – SUSTAINABILITY AND FINANCE
9.

Financial Performance Update
KK provided a verbal update to Committee. As no paper was provided, no
assurance level was assigned to this item. KK highlighted the following key
points:











KK recalled the challenges of timelines in terms of quarterly reporting to
Board and the Scottish Government, noting that some of the dates are
out of sync. KK advised of a new ‘reforecast’ process to align reporting
requirements and enable earlier sight at Board.
KK advised that work is also being undertaken on how financial
information is reported at an operational, tactical and strategic level. The
reporting to Board going forward will be much more focussed on
movement against our opening financial plan.
KK referred to the last update provided to Board whereby the gap was
identified as £16m; a further update on this will be provided at Board in
November 2021. In terms of reports to P&R Committee, KK advised that
there will be specific focus on key areas within the financial plan eg.
Locums, Savings Pipeline, Prescribing etc.
KK added that a three year financial recovery plan will be also required
which will need be aligned to the three year RMP; KK advised of an
ambition to present an update on this to the December 2021 P&R
Committee meeting.
KK provided a brief update on other ongoing work eg. Liaison with the
Scottish Government, work on identifying the scale of the deficit and
contributing factors.
KK agreed to circulate some brief slides to provide an overview of the
reforecast work that is being undertaken.
Action: KK
MANAGEMENT IN CONFIDENCE
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Post meeting note: Slides circulated to Committee 5 October 2021.
P&R Committee noted the verbal update.
JP joined the meeting.
10.

Sustainability and Modernisation (SAM) Programme Update (including
Savings Pipeline)
DR presented the paper to Committee for Moderate Assurance.
The SAM programme has been working with Operational Directorates to
identify priorities to design and deliver new ways of working that will
modernise local service provision while moving the system to a more
sustainable position.
DR spoke to the modernisation summary progress report and highlighted
some areas of good progress eg. CTAC, dementia care, whole system
pathways. DR also advised of progress in terms of the sustainability elements
(eg. Workforce, Prescribing). In addition, the SAM team has been working
with the Finance department and Scottish Government to consider learning
from other Board areas.
KA provided a comprehensive presentation on the established Programme
Architecture, pipeline tracker and the toolkit to support this. It was noted that
there are currently 128 schemes, 60 of which sit under prescribing. KA also
explained the status diagram in detail, explaining how an idea moves from
proposal to delivery stage. KA concluded by advising of the monitoring and
reporting processes in place for the programme.
KK thanked KA for the comprehensive presentation and was assured by the
good progress that has been made. KK added that the toolkit also allows for
the recording of schemes which may impact on future years; this will feed into
our longer term planning piece.
NMo commented that he was assured by the structures and project
methodology supporting the programme.
NMo queried the feedback
mechanism to staff who have submitted ideas to SAM in the past and also
whether a communication was required to provide a wider update to staff on
progress. DR confirmed that each individual who had submitted an idea had
received a direct response with an update on their suggestion. DR agreed
that it would be useful to refresh communications and will liaise with Rod
Edgar to take this forward.
Action: DR
NMo also suggested that we could hold a conference at some stage to report
on progress and share learning, noting that this may also prompt further
ideas.
MANAGEMENT IN CONFIDENCE
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NMo queried the prioritisation method for ideas, noting that scale, likelihood,
timescales etc would all be factors for consideration. DR advised that the
SAM team have a model in place for this and would be happy to share at a
future meeting.
Action: DR
RF queried the process for monitoring the impact of schemes on patient care
following delivery (both unexpected and expected outcomes). DR advised of
the Project Initiation Documentation (PID) process and qualitative measures,
and added that further development was required in relation to future
monitoring.
MC queried at what point PIDs would be developed for future years’ work.
DR talked about priorities and the role of operational colleagues in supporting
the development of PIDs, noting ongoing capacity pressures. This work will
be completed in advance of the 3 year recovery plan.
MC commended the SAM team for the work undertaken to date and
particularly the comprehensive Programme Architecture work.
Home Teams
JP (Clinical lead for Home Teams) provided a comprehensive verbal update
on the progress with Home Teams. Some of the key points are noted below:








The plan is to establish 8 Home Teams within the community with links to
GP clusters. The role of Home Teams was explained and it was noted
that the teams will consist of community nursing, social work, community
physiotherapists, community occupational therapy, STARs and health and
wellbeing providers. This is a considerable change in how the teams
currently work. This will be phased in over a 12 month period with JP
explaining the three stages of phasing in detail.
JP provided an update of where we are at the current time and the
significant challenges on resources to the take this work forward,
particularly in terms of the impact relating to the pandemic response.
JP spoke about the complexities of the organisational change agenda
across partners and advised that a solution for moving things forward has
been agreed recently. One of the first steps is the appointment of Team
Leads, with JP explaining the challenges this presents in terms of
restructuring, organisational change and impact. An initial scoping
exercise has been undertaken to support this and there is an ambition to
have Team Leads identified by the end of October 2021.
JP provided an update on additional monies provided for various roles and
the challenges of recruiting to these posts.
JP advised of the challenges of moving to the ‘discharge to assess’ stage
of the process, noting the considerable pressures on the system and
capacity issues. An update was provided on delayed discharges, noting
these are significant at the current time.

MANAGEMENT IN CONFIDENCE
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JP highlighted a number of other areas including: ongoing work on the
Care at Home service; rapid response; communications; mapping;
feedback processes.

MC thanked JP for the comprehensive update and acknowledged the
considerable pressures on the system. Committee made a number of
comments as noted below:



MC commented on the importance of resourcing significant system
change and lessons we can learn going forward.
There was a brief discussion about the Home Teams’ role in managing
long terms conditions; self referrals; pressures on the system and the
impact on resources; links with community bed provision.

JP left the meeting.
P&R Committee noted the report and agreed with the Moderate assurance
provided in relation to having Programme Architecture in place to drive the
SAM programme.
IB joined the meeting.
11.

Reducing Dependence and Spend on Locum, Agency and Bank Staff
Update
DR presented the paper to Committee for Moderate Assurance. DR spoke
to the key points in the paper, as follows:




In May 2021, Health and Social Care Governance and Performance
agreed to undertake a review in relation to reducing medical locum and
wider agency spend and the Reducing Dependence and Spend on
Locum, Agency and Bank Staff Steering Group (RDSLABS) was
established on in June 2021. This has focused on Medical Locums given
the historic level of spend and dependence in this area. The action plan
appended to the paper was approved by the Financial Recovery Board
(FRB) in August 2021 and formal approval of the recommendations will
be sought by Tactical on 5 October 2021.
DR provided a brief overview of locum spend in NHS Dumfries and
Galloway and some of the areas being considered as part of the action
plan eg. consistency across directorates in terms of securing locum
capacity, checklists, reestablishment of price caps, mandating the use of
direct engagement. DR advised that there is also a longer term piece of
work focused on highlighting areas of dependency on locums and
potential service sustainability. Further detail will be provided once the
Standard Operating Procedure (SOP) recommendations have been
approved by Tactical.

MC welcomed the report and the level of detail provided. KK agreed and
commended the work of the group taking this forward.
MANAGEMENT IN CONFIDENCE
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There was discussion about a number of areas including: internal/external
locums; price caps and the role of the Scottish Government, West of Scotland
Board Retinue work; national and local caps; service reviews and sustainable
future delivery models, work on the SFIs and compliance; transparency of
locum spend/pay.
Committee agreed that the approved SOP should be presented to the next
P&R Committee meeting in December 2021.
Action: DR
P&R Committee noted the report. The assurance level was not discussed.
KA left the meeting.
12.

Sustainable Development Performance of NHS Dumfries and Galloway
IB presented the paper to Committee for Decision and Discussion and
assigned a Moderate level of assurance to the report. The paper outlined
the performance of the Board with regard to waste management, sustainable
development, energy and carbon management, and the requirements of the
NHS Scotland Global Climate Change Emergency and Sustainable
Development Policy.
IB spoke to a number of key points in the paper including: the national and
international approach to climate change; emerging policies and the Board’s
responsibilities/leadership; target and resourcing challenges; requirements in
terms of procurement/supply chain; carbon omission reduction targets;
transport; waste; sustainable patient care; financial impact. IB advised that
some work if underway, however, there will be a significant emerging
workload going forward.
IB advised of some of the resourcing requirements outlined within the policy
eg. appointment of officers for various areas; formation and appointment of a
Climate Emergency Response and Sustainability Group; appointment an
Executive Lead for the Climate Emergency response and sustainability.
MC thanked IB for the detailed paper and queried whether a Board Workshop
was required to explore this further early next financial year.
KK commented that it may be useful to undertake some further scoping work
on the remits of the various groups/roles going forward. KK suggested that it
may also be useful for an annual update to be provided to P&R Committee.
In terms of the Executive leadership role, KK advised that further discussion
was still to take place around this. MC noted that a Member of the Board is
also to be appointed as a Champion; this will also need to be considered.
NMo noted that the Sustainability agenda would also feed into our Strategic
Plan for the Board and suggested that links be made with Strategic Planning
to see how this can be integrated.
MANAGEMENT IN CONFIDENCE
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Following discussion, Committee:
Noted the update provided.
Agreed that a Board Workshop should take place early next financial year
to review the Sustainability agenda in detail and the role of the Board in
that.
Action: IB
The assurance level was not discussed.




IB left the meeting.
OTHER
13.

Audit Scotland Reports
KK presented the two Audit Scotland Reports to Committee for noting.



Following the Pandemic Pound, Our Strategy – April 2021
Personal Protective Equipment – June 2021

P&R Committee noted the reports.
ANY OTHER BUSINESS
14.

Performance and Resources Committee Matrix
KK presented the first draft of the P&R Committee Matrix for consideration
and discussion. As no covering paper was provided, no assurance level was
assigned to this item.
KK advised that the matrix was work in progress and further development will
take place in line with discussions from today’s meeting and also the ‘deeper
dive’ areas highlighted.
Action: KK/DR/AA
P&R Committee noted the Matrix.

15.

Performance and Resources Committee Timetable 2021/22
Committee noted the P&R Committee timetable for 2021/22.
appointments for the 2022 meetings will be issued shortly.

16.

Diary

Any other business
MC asked for reflections on the meeting today, noting that this was the first
one of the newly formed P&R Committee. Committee were of the view it had
been a really useful meeting with good detail and opportunity for discussion
and reflection.
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There was a brief discussion on providing feedback from the meeting to
Board; MC agreed to provide a verbal update on the P&R Committee
meetings to each Board meeting.
17.

Date and Time of Next Meeting
The next meeting of the P&R Committee will be held on Monday 13
December 2021 at 10.00 am to 12.30 pm via Microsoft Teams.

MANAGEMENT IN CONFIDENCE
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Staff Governance Committee
Via Microsoft Teams
Minutes of the Meeting held on 27 September 2021 at 10.00am

Present
Lesley Bryce
Gerry Boyle
Grace Cardozo
Laura Douglas
Fiona Gardiner
Vicky Keir
Nick Morris

LB
GB
GC
LD
FG
VK
NM

Non Executive Board Member (Chair)
Staff Side Representative
Non Executive Board Member
Non Executive Board Member
Staff Side Representative
Employee Director
Chairman

In Attendance
Jeff Ace
Heather Aitchison
Caroline Cooksey
Ross Darley
Laura Durling
Andy Howat
Pamela Jamieson
Arlene Melbourne
Natalie Morel
Tracy Parker
Lee Rankine

JA
HA
CC
RD
LDu
AH
PJ
AFM
NMo
TP
LR

Chief Executive
Occupational Health & Safety Clinical Manager
Workforce Director
Infection Control Manager (for Item 5)
Workforce Analyst (for Item 11)
Occupational Health & Safety Business Manager
Head of Service – HR Manager
Executive Assistant
Head of Service – ODL Manager
Workforce Planning & Systems Manager
OD&L Facilitator (for Item 12)

1

Welcome, Introduction and Apologies

ACTION

Apologies were received from Marsali Caig.
LB advised that staff were working very hard under difficult
circumstances but the Committee would not be returning to a
lite structure but there may be more verbal reports.
2

Draft Minutes of the Previous Meetings held on 26 July
2021
The minutes were approved as an accurate record.

3

Action List and Agenda Matrix
Action List
PJ would do a paper outlining progress of Locum Scrutiny
Group for the next meeting

1

PJ
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AFM

AFM would update the action list.
Agenda Matrix
CC had been asked to do some further work on what has
been paused and would bring a paper to the next meeting.
4

Matters Arising
There were no items discussed.
Ross Darley joined the meeting

5

Staff Experience – Taking on ICT management role at
such a challenging time to lead the ICT team
RD gave a presentation on taking up the role of Infection
Control Manager in the past challenging 18 months.
LD asked what as a whole system needs to be done for
relationships which have been developed to continue to stay
strong.
Tracy Parker joined the meeting
RD responded that there is a lot of wider collaborative
working being done and need to maintain communication as
that is the key aspect. The Infection Control team need to be
out there engaging with people.
Natalie Morel joined the meeting
LB thanked RD for his presentation on behalf of the
committee.
Ross Darley left the meeting

6

Workforce Planning
Interim Workforce Plan
TP reported that there had been a request from Scottish
Government for a short 2021/22 plan to support
remobilisation. There had been feedback from Scottish
Government which TP went through along with the response
from NHS D&G.
2022-2025 Health & Social Care Workforce Plan

2
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This is the first draft of this plan which is fairly high level and
there has been a lot of engagement with it. TP asked Staff
Governance Committee members to feed back any
comments on the plan direct to her and the plan will then
come back to the next meeting in November. The final plan is
due to be published on 1 April 2022.
CC advised that HRDs, Chief Executives and Chairs are all
feeding back to Scottish Government about the staffing
challenges being faced. JA added that other sectors are also
facing staffing challenges ie. hospitality, HGV drivers etc.
7

Annual Monitoring Return 2020/21
CC advised that comments on the draft paper had been
received from Staff Governance Committee members and
these had been incorporated into the final paper which was
now here for approval and would then be submitted to
Scottish Government this afternoon.
Staff Governance Committee approved the Annual Monitoring
Return for submission to Scottish Government

8

Meeting Dates in 2022
The proposed committee meeting dates for 2022 were
approved.

9

Terms of Reference – Remuneration Committee
The Committee were happy to approve the Terms of
Reference for Remuneration Committee.

10

Remuneration Committee Update
The routine update was noted.
Laura Durling joined the meeting

11

Workforce profile and performance report – data pack
update for assurance
PJ advised that this is a paper which continues to evolve. The
data which would be provided by the Workforce Sustainability
Team has not been received as those staff have been pulled
to work with recruitment so there focus is elsewhere at the
moment.
TP advised that an a management assessment section had
3
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been added to the paper this time where it was able to be
provided. The information was the quarter 3 position and the
graphs are nationally published data.
LB said it was good to see the dashboard start to develop.
LD asked where we sat around vacancies in comparison with
other Boards. TP responded that this information is part of a
national dashboard and she would provide the link to that.
CC advised that she reported a BRAG status twice weekly to
Scottish Government and for the last 2 months we have
reported as Red. With the challenges around Singleton Park
in the past couple of weeks we are reporting High Red.
Colleagues in other Boards have been working under the
same pressure.
LD asked how the Committee could be assured that there
were safe numbers of nursing staff. CC responded that even
with the staffing challenges it was felt that the levels were
safe and this is discussed and assessed regularly at strategic
level meetings.
JA advised that we will continue to make care as safe as
possible but the staffing levels are not as safe as they should
be and there is huge pressure on staff and sickness levels
are also increasing. The care is not as safe as would
normally be provided.
VK said that the nurse bank had been a longstanding issue
as more people were being recruited to the bank but there are
people on the bank who have not done any shifts as they are
working elsewhere. The use of agencies is a new thing as
these were never needed before.
FG asked how long recruitment was taking and PJ advised
that there had been a significant increase in posts being
recruited to. A paper had gone to tactical because of the
delays so capacity has been increased into the Recruitment
Team. One challenge is getting reporting out of the Job Train
system. PJ advised that a number of experienced staff in the
Recruitment Team had recently left so there is a new team in
place so they are currently being trained up and the
Workforce Sustainability Team have been working with the
team as well.
NM suggested having a discussion at Board around
recruitment.
The update was noted.

4
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Lee Rankine joined the meeting
Laura Durling left the meeting
12

Kickstart Update
LR gave a presentation on Kickstart. GC asked what support
would be in place for the young people to strive in the
workplace as staff are under a lot of pressure so may not be
able to provide support. LR responded that all the young
people will be assigned a buddy and the Employment and
Skills Team will also provide support.
VK asked if the closing date for applications could be
prolonged to see if more people will apply and were there
also roles that 16 & 17 year olds can do. LR said that another
Board had housekeeper roles for 16 & 17 year olds but this
process is for the one pool of young people who can apply for
these jobs and everyone who applies will get an interview.
LB thanked Lee for attending.
Lee Rankine left the meeting

13

Whistleblowing Update
The Committee had no questions therefore the briefing paper
was noted.

14

Occupational Health & Safety Report
AH updated on the following:








Occupational Health activity has increased
Health and safety figures are up slightly
The second biggest reporting incident is staffing level
and skill mix but the team can only support with this
Violence and aggression figures are slightly up on last
year
The inspection programme has been paused but will
be up and running again as soon as possible
Staff have been redeployed into face fit testing
Work is also being done at Singleton Park

LB asked about DNAs. AH responded that the reasons were
probably because staff could not get away from their work to
attend. HA reiterated that staff found it difficult to get away
from clinical areas. The team had looked into going to the
clinical areas to support but there are no venues to use or
staff do not have the time to attend as they are too busy.

5
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Gerry Boyle left the meeting
NM acknowledged the great work that the Occupational
Health team had done in the past 18 months and asked for
thanks to be passed on to the team.
15

Staff Wellbeing and Support Update
CC gave the following verbal update:









Positive uptake to the imatter survey. 45% uptake so
far. In 2019 there was 54% uptake with lots of
intervention for people to complete the survey. A lite
touch has been taken this time due to staff pressure so
45% so far is a positive number.
The OD Team have secured £6000 funding for
specialist support to GP practices.
Mental Health First Aider Training work with UWS to
develop training modules has been continuing. The
first 2 or 3 training sessions will be targeted sessions
focusing on individuals in the organisation who will be
able to be released for training. The HR Workforce
Team including Occupational Health, Staff Side and
any individuals across support services will be targeted
first. An evaluation will then take place before roll out.
The Working Well Exec Group were working with the
Comms Team to develop some posters which sets out
a range of support tools and for an animated video to
go out across the workforce to raise awareness
At national level CC has had conversations with
Scottish Government around new and different
initiatives that could be developed and supported
financially by Scottish Government. The Working Well
Exec Group felt that in general terms there was a need
to maintain the focus on the basics and tiers already in
place and give continuing funding and support to them.
There has been a request to put funding in for
psychological services locally

FG asked what the uptake on imatter is on the wards at
DGRI. CC said it was around 20-25% for acute last week and
the other Directorates were sitting higher.
16

Medical Staff Committee Minutes – June 2021
The Medical Staff Committee Minutes from June 2021were
noted.

17

APF Minutes – August 2021
6
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The APF Minutes from August 2021 were noted.
18

Any Other Business
There was no other business noted.

19

Date of Next Meeting
The next meeting will be held at 10am on Monday 22
November 2021 via Microsoft Teams.

7
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Staff Governance Committee
Via Microsoft Teams
Minutes of the Meeting held on 22 November 2021 at 10.00am
Present
Lesley Bryce
Gerry Boyle
Marsali Caig
Grace Cardozo
Laura Douglas
Fiona Gardiner
Claire Holmes
Vicky Keir
Nick Morris

Non Executive Board Member (Chair)
Staff Side Representative
Non Executive Board Member
Non Executive Board Member
Non Executive Board Member
Staff Side Representative
Non Executive Board Member
Employee Director
Chairman

In Attendance
Jeff Ace
Caroline Cooksey
Keara Farrell
Andy Howat
Pamela Jamieson
Arlene Melbourne
Elaine Parker

1

Chief Executive
Workforce Director
Senior Charge Nurse (for Item 4)
Occupational Health & Safety Business Manager
Deputy Workforce Director
Executive Assistant
Advanced Practice Manager (for Item 4)

Welcome, Introduction and Apologies

ACTION

Lesley introduced Claire Holmes, new Non Executive Board
Member to the committee. Everyone introduced themselves.
2

Draft Minutes of the Previous Meetings held on 26 July
2021
The minutes from 26 July 2021 were approved as an
accurate record.
Action List and Agenda Matrix
Action List
Arlene would update the action list.

AFM

Agenda Matrix
Caroline updated on the status of the agenda matrix and any
work that was currently paused.
1
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The question was asked around the process for risks.
Caroline advised that she was part of Jeff’s Risk Executive
Group. Some committee members felt it had been valuable
to have conversations at Staff Governance Committee on
risks but recognise this needed to fit into the wider
governance piece. Nick advised that risks still needed to be
discussed at committees and apologised if there had been a
disconnect around this and it was agreed to bring this back
onto the agenda.
With regards to the youth workforce agenda, was it felt there
were enough resources to sit behind this. Caroline advised
that there was more that could be done around youth
workforce but had to make choices where resources were
directed. At the moment resources which were available
were being put into Kickstart.
There was discussion around staff appraisals being a good
and necessary process as it was felt this was good for staff to
reflect but seemingly some staff were anxious about them. It
was felt that the organisation should not feel pressured at the
moment around appraisals. Claire asked if there was training
on how to undertake appraisals and Caroline responded that
training is offered to Managers with courses being led by the
OD team but these have not been running during the
pandemic.
3

Matters Arising
Lesley asked about discussing recruitment at Board level on
page 4 – Caroline responded that a paper is being prepared
to go to Performance Committee in January.

4

Staff Experience
Lesley welcomed Keara and Elaine to the meeting and
thanked them for attending to talk about setting up the
Mountainhall (Cresswell) Ward during the pandemic. Keara
Farrell gave a presentation and Elaine Parker talked about
the ANP model.
Lesley and the committee thanked Keara and Elaine for all
their work and innovation around this.
Gerry Boyle, Keara Farrell & Elaine Parker left the meeting

5

Workforce Planning
2
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Lesley advised that this paper had been seen by most of the
committee the previous week at the IJB and if anyone had
any further comments to make then they should feed them
through to Tracy Parker.
6

Health and Care Staffing
This paper was to be brought back to the next meeting.

AFM

Some Committee members had comments and changes they
wished made to the paper prior to the next meeting and
Caroline agreed to take these back to see if this could be
achieved in time.
7

CJC

Whistleblowing Update
Caroline gave the following update on behalf of Ken
Donaldson:











Ken Donaldson will be taking a draft report to Board in
February
Marsali has had conversations with Ken and Emma
Murphy in order to gain information and assurance
around whistleblowing
Ken is offering moderate assurance around the current
state of play around the new Whistleblowing Standards
and their implementation
There is a detailed procedure on how whistleblowing
concerns will be investigated and a framework of
support mechanisms
The draft report sets out the implementation process
undertaken since the new Whistleblowing Standards
were brought out in April 2021
The management of whistleblowing is being moved
into the Patient Services Team with Ken Donaldson as
the Whistleblowing Lead and Marsali Caig as the
Whistleblowing Champion
A key piece of work is being done by Ken and Emma
Murphy to work through where we are with the 10
detailed performance indicators
A confidential contact for Primary Care has now been
identified
There has been a lot of work done around IT to
improve reporting

Marsali felt that there was still some work to be done around
culture to enable staff to feel safe to speak up and come
forward.
3
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Caroline would ask Ken if the draft report could be circulated
to Staff Governance Committee members.
8

CJC

iMatter Results
Caroline advised that there were decisions for the Committee
to take on this paper. She highlighted the following:




55% uptake on the survey this year which is lower than
in 2019 but still a good achievement due to the current
situation
There is a drop around the visibility of Board Members
but this question is worded differently than previously
as it used to refer to Senior Management
Page 7 shows the top 4 highest scoring questions

The Committee were happy to approve the following
recommendations:
1. to note the content and findings of the iMatter Board
report and note that action planning is undertaken at
team level for driving continuous improvement across
all levels of the organisation.
2. to remit the Board report to Area Partnership Forum to
oversee the development of centralised themes
relating to iMatter and actions to be taken forward
within existing programmes of work (e.g. Culture/Staff
support and wellbeing) to ensure connectedness
across all levels of the Board.
3. to consider and reflect on the content of the report
where it relates to the Board directly and determine if
there is a need for a Board session to identify actions
that could be made to support improvement and
identify areas of development.
9

Staff Health, Safety and Wellbeing Report (SG Standard
E) Provided with an Improved & Safe Working
Environment
Andy Howat highlighted the following:





There are a number of DNAs due to the system being
so busy that staff find they are unable to attend
appointments
Self referrals are slightly up but management referrals
are slightly down
CBT has moved into the Psychology Department
There is an increase in staff accidents/incidents on last
4
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year
Manual handling numbers are slightly down
Needlesticks, slips, trips and falls were slightly down
The inspection programme has restarted

Lesley asked if there was capacity to follow up on DNAs and
Andy responded that there is an automatic process for a letter
to go to the member of staff and their line manager.
A report had gone to a committee around verbal violence and
aggression to staff who were working from home. Andy said
he was going to work with Joan Pollard and the team to see if
there is anything that can be done to provide guidance for
staff working from home.
Pamela Jamieson left the meeting
10

Staff Wellbeing and Support Update
The presentation had been to various groups and committees
and Caroline added that work was still being done on the
recruitment for programme support.
The presentation was noted.

11

Medical Staff Committee Minutes – August 2021
The minutes from August 2021were noted.

12

Any Other Business
There was no other business noted.

13

Date of Next Meeting
The next meeting will be held at 10am on Monday 24 January
2022 via Microsoft Teams.
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NHS Dumfries and Galloway
Meeting:

NHS Board (Public)

Meeting date:

14 February 2022

Title:

Scottish Local Government Elections
2022: Guidance for NHS and other
Health Bodies

Responsible Executive/Non-Executive: Jeff Ace, Chief Executive
Report Author:

1

Laura Geddes, Corporate Business
Manager

Purpose
This is presented to the Board for:
 Awareness
This report relates to a:
 Government policy/directive
 Legal requirement
This aligns to the following NHSScotland quality ambition(s):
 Safe
 Effective
 Person Centred
Please select the level of assurance you feel this report provides to the
board/committee and briefly explain why:

Significant
Moderate
Limited
None
Not yet assessed
Comment:
This paper raises awareness of the arrangements that have been set by
Scottish Government to ensure the Board complies with the requirements for the
period of purdah as part of the election process; therefore, significant assurance
is being noted.
From the list below, please select which Board Priority this paper relates
to. If none of the priorities suit, please select other and briefly explain why
this paper needs to be reviewed at Board/Committee:
COVID-19 Containment Work
Delivery of Sustainable Service
Models
Other (please explain below)



Page 1 of 3

Continued Support for Staff
Wellbeing
Delivery of Enhanced Services to
address Pandemic Harms
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Comment:
This paper relates to arrangements around the local elections that the Board is
required to follow, therefore, this paper is being presented as part of the
governance requirements for the Board and falls outwith the Tactical Priorities.

2
2.1

2.2

2.3

Report summary
Situation

Scottish Government issued guidance on 11th February 2022 to public sector
organisations on the local government election processes, highlighting the
period of purdah from 14th March 2022 – 5th May 2022.

Background

As part of the preparation for either local or parliamentary elections, Scottish
Government issues guidance for NHS, Special and other National Health
Bodies, giving details on how business should be conducted as we move into
the formal election period.

Assessment

A copy of the guidance has been attached at Appendix 1 for NHS Board
Members to review and be aware of the restrictions that are placed on the Board
during the period of sensitivity prior to the Election Day.

2.3.1 Quality/ Patient Care
No impacts have been identified for quality or patient care as part of this paper.
2.3.2 Workforce
There is no direct impact on the workforce; this paper is for awareness to staff
around what restrictions are in place for the Board around media enquiries and
handling communications from the public.
2.3.3 Financial
No financial implications were identified as part of this paper.
2.3.4 Risk Assessment/Management
No risk assessments were conducted as part of the development of this paper.
2.3.5 Equality and Diversity, including health inequalities
An impact assessment has noted been completed in relation to this paper is
focussing on the circulation of the guidance issued by Scottish Government.
2.3.6 Other impacts
No other impacts were identified as part of this paper.
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2.3.7 Communication, involvement, engagement and consultation
This paper is for awareness, therefore, no engagement or consultation was
required when drafting this paper.
2.3.8 Route to the Meeting
This has been considered by the Board Management Team on 11th February
2022. The group was supportive of the content

2.4

Recommendation
 Awareness – NHS Board Members are asked to review the guidance at
Appendix 1 and note:
o the restrictions that are being placed on Boards during the period of
sensitivity prior to the local election day.
o the period of sensitivity is from 14th March 2022 – 5th May 2022.
o Freedom of Information requests received should be responded to as
normal, with no restrictions being placed on responses to these
requests during the period prior to the election.

3

List of appendices
The following appendices are included with this report:
 Appendix 1, Scottish Local Government Elections 2022: Guidance for NHS
and other Health Bodies
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Office of the Chief Executive NHS Scotland
Corporate Business Management Team

E: ocenhs@gov.scot

Chairs and Chief Executives of NHS, National and
other Health Bodies

___
Our ref:
Date:

LGE/2022/02
11 February 2022

Dear Colleagues
Scottish Local Government Elections 2022: Guidance for NHS and other Health
Bodies
The attached Annex provides guidance for NHS Bodies, National 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 Local Government
Elections campaign. In particular, it provides guidance on dealing with the media and
candidates.
NHS Bodies should issue prompt guidance to all non-executive members and staff – taking
account of the guidance contained in the Annex – to enable them to take any appropriate
action in relation to their personal conduct or in responding to enquiries from the media or
candidates.
General guidance on the handling of business up to and including the election period was
published by the Scottish Government on 10 February 2022 (see link below). This guidance
applies to Scottish Government agencies and national devolved public bodies so you and
your staff will wish to familiarise yourself with it alongside the guidance enclosed here.
https://www.gov.scot/publications/scottish-local-government-election-guidance-2022/
Yours sincerely

SARAH HILDERSLEY

St Andrew’s House, Regent Road, Edinburgh EH1 3DG
www.gov.scot
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ANNEX
SCOTTISH LOCAL GOVERNMENT ELECTIONS 2022
GUIDANCE FOR NHS, NATIONAL AND OTHER HEALTH BODIES
Summary
1.
This Annex provides guidance for NHS Bodies, National 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 Local Government Elections campaign. In particular, it provides guidance
on dealing with the media and candidates. The elections will take place on Thursday
5 May 2022. For NHS Bodies, the period of sensitivity preceding local elections is
not fixed to any particular dates, but the general convention is that particular care
should be taken in the three weeks preceding the elections – in this case from
14 April 2022 to 5 May 2022.
2.
NHS Bodies should be mindful that each Local Authority will have its own preelection period, which will start earlier than the period observed by Scottish
Government. Each Local Authority will set its own pre-election period, which
normally commences sometime between 14 and 23 March, and local restrictions will
vary from council to council. While NHS Bodies will be observing a three-week preelection period, Local Authorities' own restricted periods might have a bearing on
activity being planned jointly.
3.
This guidance sets out the general principles which NHS Bodies should
observe and the arrangements 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. It is particularly important that all public bodies, including NHS Bodies, should
take special care during this period to ensure that their conduct is above question.
4.
During the local election period, NHS Bodies may be faced with requests for
information and views from media representatives, 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.
5.
It is also possible that some employees, Chairs or non-executives of NHS
Bodies may be selected as candidates. This note also contains guidance on what
action they should take in those circumstances.
General Principles
6.

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;
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ANNEX
ii)

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

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.

7.
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
8.
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
9.
The Freedom of Information (Scotland) Act 2002 (FOISA) and the
Environmental Information (Scotland) Regulations 2004 (EIRs) remain in full force
during the election period. All written requests for information received are subject to
their provisions. 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.
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Dealing with Enquiries and Correspondence from Political Parties and
Candidates
10.
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.
11.
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 the
correspondence or direct the caller immediately to the relevant party official or
individual.
12.
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
13.
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.
14.
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 0222) and questions
relating to health proposals of political parties or individuals should be referred to the
party office or individual.
15.
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
16.
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. 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, NHS Bodies 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, NHS Scotland employees’ and non-executive board members’
participation in a professional capacity in social networks (e.g. Facebook, Twitter,
LinkedIn 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.
Candidacy of Employees of NHS Bodies in the Scottish Local Government
Election
24.
The Electoral Commission in Scotland publishes guidance for candidates.
Time off during working hours for employees who are members of a relevant Health
Body 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
a local authority councillor is not listed in subsection (3) and so NHS Bodies are not
St Andrew’s House, Regent Road, Edinburgh EH1 3DG
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bound to give an employee time off to take part in 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
25.
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
26.
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.
27.
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 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.
Chair and other Non-Executive Board Members
28.
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.
Board Meetings
29.
Board meetings of NHS Bodies should continue in the normal way, taking into
account current Covid guidelines. 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.
Correspondence from Existing Councillors
30.
Letters from Councillors to NHS Bodies should be processed as usual.
Replies may be made public or the subject of political debate, so they should be as
simple as possible to avoid misinterpretation.
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Integration Joint Boards
31.
As with any local government election the continued delivery of vital services,
both in Integration Authorities and in local authorities are a priority. As local
councillors, including those nominated as Integration Authority board members, will
continue to hold office during the election period, Integration Authorities can and
should continue the operation of business as normal throughout the election period.
32.
Integration Authorities may, if they wish, seek to schedule only routine
business in the period leading up to and immediately after the local elections to avoid
issues arising for local authority members in the election period, and to minimise the
burden on any new local authority members that may join the Integration Authority
following the election period, although we recognise that some business may not be
amenable to rescheduling. Where this occurs and decisions are required, such
decisions should be taken in accordance with the regulations which underpin the
Public Bodies (Joint Working) (Scotland) Act 2014 and in line with the standing
orders of the individual Integration Authority.
33.
As with paragraph 28, an Integration Authority Chair or Member should
consider the relevant election rules in good time. Guidance on the rules is available
from the Electoral Commission in Scotland. If an Integration Authority Chair or
Member is in any doubt about the election rules they should seek independent legal
advice.
34.
Integration Authorities should also adhere to paragraphs 8 to 22 in this
guidance. For any Integration Authority specific issues, please contact Paula
Richardson, Team Leader: Integration Governance and Evidence Unit
(Paula.Richardson@gov.scot).
Contacts with the Scottish Government Health and Social Care Directorates
35.
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.
36.
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 Body.
37.
If your enquiry relates to media handling issues, please contact the Scottish
Government Communications Team on 0131 244 0222.

Scottish Government
Health and Social Care Directorates
11 February 2022
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