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A meeting of the FORTH VALLEY NHS BOARD will be held on  
TUESDAY 28 MARCH  2017 at 9.00AM in the BOARDROOM, NHS FORTH VALLEY HEADQUARTERS, 

CARSEVIEW HOUSE, CASTLE BUSINESS PARK, STIRLING, FK9 4SW 

Please notify apologies for absence to Sonia Kavanagh, Corporate Services 
Email: sonia.kavanagh@nhs.net or telephone 01786 457208 

AGENDA 

1. APOLOGIES FOR ABSENCE

2. DECLARATION(S) OF INTEREST(S) For Noting 

3. MINUTE OF FORTH VALLEY NHS BOARD MEETING HELD ON For Approval 
31 JANUARY 2017

4. MATTERS ARISING FROM THE MINUTE

5. QUALITY AND SAFETY

5.1 Patient Story For Noting 
(Presentation by Professor Angela Wallace, Director of Nursing) 

5.2 National Healthcare Associated Infection Reporting For Noting 
Template (HAIRT) 
(Paper presented by Dr Graham Foster, Director of Public Health and 
Strategic Planning) 

5.3 For Approval New Complaints Handing Procedure 
(Paper presented by Professor Angela Wallace, Director of Nursing) 

6. STRATEGIC PLANNING AND DEVELOPMENT

6.1 For Approval Local Delivery Plan 2017/18  
(Paper presented by Dr Graham Foster, Director of Public 
Health & Strategic Planning)  

6.2 For Approval Financial Plan 
(Paper presented by Mrs Fiona Ramsay, Director of Finance) 

6.3 For Approval Replacement Patient Management System – Full Business Case 
(Paper presented by Mr Jonathan Procter, IM&T Director/ eHealth Lead) 

6.4 For Approval Equality and Diversity in NHS Forth Valley  
(Paper presented by Professor Angela Wallace, Director of Nursing) 

6.5 For Approval Media and Communications Policy 
(Paper presented by Mrs Elsbeth Campbell, Head of Communications) 

6.6 For Approval Access Policy 
(Paper presented by Mr David McPherson, General Manager) 
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6.7 For Noting Health and Social Care Integration  
(Paper presented by Mrs Kathy O’Neill, General Manager) 

6.8 For Noting Records Management Plan Implementation Update 
(Paper presented by Ms Elaine Vanhegan, Head of Performance 
& Governance)   

7. CORE PERFORMANCE

7.1 For Noting Executive Performance Report  
(Paper presented by Ms Elaine Vanhegan, Head of Performance 
& Governance) 

7.2 For Noting Financial Monitoring Report 
(Paper presented by Mrs Fiona Ramsay, Director of Finance) 

7.3 For Noting Waiting Times Report 
(Paper presented by Mr David McPherson, General Manager) 

8. GOVERNANCE

8.1 For Approval Code of Conduct for Members of Forth Valley NHS Board 
(Paper presented by Ms Elaine Vanhegan, Head of 
Performance & Governance) 

8.2 For Approval Standing Orders (including Scheme of Delegation & 
Standing Financial Instructions) 
(Paper presented by Mrs Fiona Ramsay, Director of Finance) 

8.3 For Approval Review of Committee Membership  
(Paper presented by Mrs Jane Grant, Chief Executive) 

8.4 Governance Committee Minutes 

8.4.1 Performance and Resource Committee: 28 February 2017 For Noting 

8.4.2 Audit Committee: 20 January 2017 For Noting 

8.5 Advisory Group Minutes 

8.5.1 Area Clinical Forum:  19 January 2017 For Noting 

8.6 Integration Joint Board Minutes 

8.6.1 Falkirk Integration Joint Board: 2 December 2016 For Noting 

8.6.2 For Noting Clackmannanshire and Stirling Integration Joint 
Board: 16 November 2016 

8.7 Governance Committee Annual Reports 

8.7.1 For Noting Annual Report of the Clinical 
Governance Committee 2016-2017 
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8.7.2 Annual Report of the Endowment Committee 2016-2017 For Noting 

8.7.3 Annual Report of the Audit Committee 2016-2017 For Noting 

8.7.4 For Noting Annual Report of the Performance and 
Resources Committee 2016-2017 

8.7.5 For NotingAnnual Report of the Staff Governance 
Committee 2016-2017  

8.7.6 Annual Report of the Area Clinical Forum 2016-2017 For Noting 

9. ANY OTHER COMPETENT BUSINESS
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FORTH VALLEY NHS BOARD 
 
DRAFT 
Minute of the Forth Valley NHS Board meeting held on Tuesday 31 January 2017 in the NHS Forth 
Valley Headquarters, Carseview House, Castle Business Park, Stirling. 
 
Present  Mr Alex Linkston (Chair)  Mrs Jane Grant    
 Dr Graham Foster   Mrs Fiona Ramsay  
 Miss Tracey Gillies   Professor Angela Wallace   
 Mrs Jo Chisholm   Mr John Ford   
 Mr Jim King    Mrs Julia Swan   
 Dr James King   Mr Tom Hart 
 Cllr Linda Gow   Cllr Graham Watt 
   
 
In Attendance Ms Elaine Vanhegan, Head of Performance Governance 
 Mrs Elsbeth Campbell, Head of Communications  
 Mrs Kathy O’Neill, General Manager  
 Mr David McPherson, General Manager 
 Mrs Alison Richmond-Ferns, Associate Director of HR (Deputising for Helen Kelly) 
 Mrs Monica Inglis, Head of Clinical Governance (Item 5.3) 
 Dr Daniel Beckett, Consultant Acute Physician (Item 5.3) 
 Mr Johnny Keenan, Head of Health Improvement and CHP Services (Item 6.1) 
 Ms Ann McLaughlin, Health Promotion Lead Officer (Item 6.1) 
 Ms Theresa Campbell, Health Promotion Lead Officer (Item 6.1) 
 Mrs Sonia Kavanagh, Corporate Services (minute)   
 
1. APOLOGIES FOR ABSENCE 

 
Apologies for absence were intimated on behalf of Ms Fiona Gavine, Mrs Helen Kelly and Mr 
Tom Steele. 
 

2. DECLARATION(S) OF INTEREST(S) 
 

There were no declarations of interest. 
 
3. MINUTE OF FORTH VALLEY NHS BOARD MEETING HELD ON 29 NOVEMBER 2016 
 

The minute of the Forth Valley NHS Board meeting held on 29 November 2016 was approved as 
a correct record.  

 
4. MATTERS ARISING FROM THE MINUTE 
 

There were no matters arising from the minute. 
 
5. QUALITY AND SAFETY 

 
5.1 Patient Story 
 
The NHS Board received a short patient story regarding “Maternity Services – A Dad’s Story”, 
presented by Professor Angela Wallace, Director of Nursing.  
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Professor Wallace introduced the story about a couple’s experience during the birth of their 
daughter in Forth Valley Royal Hospital. The husband expressed his gratitude to the staff for the 
outstanding care and assistance they provided throughout the whole delivery. Even when the 
decision was made that a caesarean section was necessary, the staff fully explained the process 
providing reassurance and support. He thanked all the staff involved for the excellent care and 
attention in the delivery of their ‘precious princess’. 
 
The NHS Board acknowledged the value and reward of providing excellent care  

 
5.2 National Healthcare Associated Infection Reporting Template (HAIRT) 
 
The NHS Board considered a paper “National Healthcare Associated Infection Reporting 
Template”, presented by Dr Graham Foster, Director of Public Health and Strategic Planning. 

 
Dr Foster provided a brief update, highlighting the key positions relating to infection prevention 
and control. 
 
The total number of Staphylococcus aureus bacteraemia (SABs) was 62 with 10 reported SABs 
for December 2016, however, performance remained strong. There were 3 cases of Clostridium 
difficile infection (CDI) reported for November 2016.  
 
The number of cases of Device Associated Bacteraemia continued to reduce with 5 reported for 
December 2016 and work was ongoing to reduce infections due to Peripheral Venous Catheters 
(PVC).  A Promoting Continence Event would be held on 28 February 2017 for all NHS Forth 
Valley staff to promote safe and effective catheter management. 

 
Ward Visits showed a slight reduction in the total non compliances for December 2016 with 70 
compared to 99 in the previous month. There was an ongoing process of continual improvement 
and feedback to wards. 
 
Dr Foster highlighted the short-term trial of a new near-patient test which would rapidly identify 
influenza and respiratory syncytial virus (RSV). Rather than sending samples to Glasgow, they 
would be dealt with real time providing improvements in patient flow and treatments. 

 
The NHS Board noted the update provided. 
 
5.3 Improving Care for Deteriorating Patients 
 
The NHS Board received a presentation “Improving Care for Deteriorating Patients”, led by 
Professor Angela Wallace, Director of Nursing. 
 
Professor Wallace introduced Dr Daniel Beckett, Consultant Acute Physician and Mrs Monica 
Inglis, Head of Clinical Governance who would outline the case for change to improve the care 
for deteriorating patients. 
 
Mrs Inglis explained the aim was to reduce the number of avoidable adverse outcomes, such as 
cardiac arrest, unanticipated intensive care unit admission and unexpected death, in 
hospital. Patients often exhibited premonitory physiological deterioration and there was a need to 
recognise these promptly to ensure appropriate actions were taken or escalated as required. The 
overall aim was to reduce cardiac arrests occurring in ward areas by 50% by March 2017. 
 
Dr Beckett reported that evaluation and assessment had taken place in 3 wards to review cardiac 
arrests and unplanned transfer to critical care, the reliability of systems used to detect and 
escalate deterioration and hold consultations with ward teams. A ‘Recognition, Response and 
Sepsis Checklist’ was introduced to ensure the appropriate care was delivered depending on the 
patient’s total on the National Early Warning Score (NEWS) guide. An Escalation Board tool had 
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also been established with relevant contact details in the event of escalation, which was 
especially useful during out of hours. These documents had proved very successful with wards 
taking ownership of their own data. 
 
The impact of the reliable processes had resulted in a 54% reduction in cardiac arrests. However, 
work continued with the ongoing monitoring of processes and outcomes to identify further 
opportunities for improvement.  
 
In response to Mrs Swan’s question regarding feedback from patients and their families, Dr 
Beckett highlighted, that through Anticipatory Care Plans more discussions were being held 
regarding patient wishes. Even prior to admission, difficult discussions in relation to end of life 
care took place providing a joined up approach with patients at the heart of their own care and 
needs. 
 
The NHS Board discussed the tremendous work involved and how planning ahead linked with 
the Healthcare Strategy. The value of this, and the local ownership demonstrated the 
improvements which could be made to the lives patients. 

 
The NHS Board thanked Dr Beckett and Mrs Inglis for the clear and impressive presentation.  

 
5.4 Assurance in NHS Forth Valley – Clinical Governance & Risk Management Strategy 

2016 – 2021 
 
The NHS Board considered a paper “Assurance in NHS Forth Valley – Clinical Governance & 
Risk Management Strategy 2016 – 2021”, provided by Miss Tracey Gillies, Medical Director.  
 
Miss Gillies provided an overview of the revised Assurance in NHS Forth Valley – Clinical 
Governance and Risk Management Strategy 2016 - 2021. 
 
Key changes were highlighted setting out the roles and mechanisms involved in risk 
management and the assurance, accountability and reporting structures in place to ensure robust 
working system. The impact of integration arrangements and GP Clusters had also been 
included.  
 
The resulting Strategy described the Board’s clinical governance and risk management 
assurance system which would underpin the delivery of safe, effective and person-centred care 
as detailed in the Healthcare Strategy and through the Quality Improvement Strategy. 

 
The NHS Board approved the Assurance in NHS Forth Valley – Clinical Governance and Risk 
Management Strategy 2016 – 2021. 

 
6. HEALTH AND IMPROVEMENT AND INEQUALITIES 

 
6.1 Health Promotion Team Annual Report 
 
The NHS Board received a presentation “Health Promotion Team Annual Report”, led by Dr 
Graham Foster, Director of Public Health and Strategic Planning. 
 
Dr Foster highlighted the varied work undertaken by Health Promotion and the health initiatives 
they led. He introduced Mr Johnny Keenan, Head of Health Improvement and CHP Services and 
Health Promotion Lead Officers Ms Ann McLaughlin and Ms Theresa Campbell who would 
provide details of the range, scale and impact of the Health Promotion Services activity. 
 
Mr Keenan reported that although life expectancy was increasing this was not equal across the 
demographics. Although detrimental behaviours remained prevalent, and were strongly 
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associated with life circumstances, partnership working was critical to achieve improvements in 
health and inequalities. 
 
Health Promotion was proactive in a number of Public Health priorities and involved in 
improvements such as smoking cessation, alcohol intervention and Detecting Cancer Early. The 
positive impact of stress control courses for staff was highlighted and demonstrated how ‘little 
changes’ could improve staff’s coping mechanisms and attitude to anxiety.     
 
To address the stigma associated with mental health and enable people who experienced mental 
health problems to live fulfilled lives the simple concept involving the ‘See Me’ badge was 
described. As part of Scotland’s programme See Me, it involved wearing the badge for a day 
before passing it on and encouraging people to talk about mental health. 
 
A Health Improvement Resource Service (HIRS) was available with a library of resources for a 
wide range of campaigns. Orders could be made on line and the posters/leaflets would be 
delivered. 
 
The NHS Board discussed how lifestyle could affect life expectancy and the cultural and 
community changes required to improve the situation. Prioritising improvement in early years 
would set the foundations for healthier choices and improve outcomes for those involved. In 
response to a question from Cllr Gow regarding targeting schools, Ms McLaughlin explained that 
local authorities were able to take forward the Health and Wellbeing support provided as 
necessary. 
 
In response to Mr Ford’s question about extending the reach of Health Promotion through the 
development of ambassadors, Dr Foster explained that this was discussed at all Directorate 
Reviews and promoted the whole team as representatives. Every patient contact was an 
opportunity to improve their health and life. 
 
The Healthy Working Lives Award Programme was highlighted and NHS Forth Valley were 
currently working towards the Gold Award. 

 
The NHS Board thanked the team for the presentation and noted the extensive scope and 
important involvement in improving people’s lives in Forth Valley. A request was made for the 
presentation to be circulated to the NHS Board and it was noted that the Health Improvement 
Strategy would be presented in March 2017.  
 

7. STRATEGIC PLANNING AND DEVELOPMENT 
 
7.1 Health and Social Care Integration 
 
The NHS Board considered a paper “Health and Social Care Integration”, provided by Mrs Kathy 
O’Neill, General Manager. 
 
Mrs O’Neill provided an update on the progress with the implementation of Health and Social 
Care Integration in Forth Valley. 
 
Both Integration Joint Boards (IJBs) continued to develop their detailed delivery plans and the 
key priorities for 2017/18 would be considered by the IJBs by March 2017. Preparations for the 
transfer of operational responsibility for agreed services to the Chief Officers were ongoing. Staff 
discussions had taken place and Community Mental Health and Community Learning Disability 
Services would transfer from 1 February 2017.   
 
Key challenges included addressing the ongoing/emerging budgetary pressures and impact of 
the living wage, with work to develop and implement recovery plans taking place. Both IJBs had 



5  

approved retaining funds equal to the projected overspend from the Integration and Partnership 
funding steams until confident that the IJBs would deliver a balanced financial position. 
 
Operational issues continued around delayed discharges and the target of reducing the numbers 
of people delayed in their discharge by 50% by end of March 2017 was a significant priority. 
 
A review of Leadership Teams had taken place with both IJBs and further discussions would be 
required to agree necessary input in the leadership groups. 
 
The NHS Board noted the update provided and challenges faced. 

 
7.2 Major Emergency Plan 
 
The NHS Board considered a paper “Major Emergency Plan”, presented by Dr Graham Foster, 
Director of Public Health and Strategic Planning. 
 
Dr Foster reported that the revised Major Emergency Plan (MEP) had been updated significantly, 
to reflect various staff and organisational changes, the publication of NHS Scotland – Standards 
for Organisational Resilience, new legislation and guidance on mass casualty incidents. The full 
document which included the emergency action cards was available. 
 
Dr Foster provided a brief outline of the major changes and the importance of staff training to 
ensure emergency preparedness. The MEP would be fully implemented once senior and support 
staff/teams had taken part in a number of exercises to test the arrangements in place and ensure 
full familiarisation of their role and expected contributions.  

 
The NHS Board discussed the restructuring and focus on operational requirements during an 
incident and that the location for the Executive Support Team would now be in Forth Valley Royal 
Hospital. Mrs Grant emphasised the importance of the document and the major changes in 
emergency planning and key information involved.  

 
The NHS Board approved the Forth Valley Major Emergency Plan and acknowledged that it 
would become operational from 2 April 2017 following completion of the necessary training. 
 
7.3 Nursing and Midwifery Council Revalidation – Progress on Implementation within NHS 
Forth Valley 
 
The NHS Board considered a paper “Nursing and Midwifery Council Revalidation – Progress on 
Implementation within NHS Forth Valley”, presented by Professor Angela Wallace, Director of 
Nursing. 
 
Professor Wallace provided an update on the Nursing and Midwifery Council Revalidation which 
had been launched in April 2016. She described the programme and support provided to ensure 
all nurses and midwives had completed their revalidation in the timeframes set out. 
 
The original aims of the implementation had been met in full and details of future ongoing 
requirements for sustaining safe and effective revalidation were contained within the NHS Forth 
Valley Nursing and Midwifery NMC Revalidation Assurance Framework. The safety and well-
being of patients was a priority and the revalidation process was an important professional 
element to support nurses and midwives and provide reassurance for both NHS Forth Valley and 
the public.  

 
The NHS Board discussed the partnership approach for the revalidation process and staff 
consultation undertaken. Local ownership within the Nursing Directorates and the guidance and 
support had been vital for managing the process. The task had been handled well and provided a 
positive experience which benefited patient care and the individual’s development. 
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The NHS Board noted the update provided, the huge task undertaken and the continuing role of 
NMC Revalidation in the provision of safe and professional nursing and midwifery care. 
 

8. CORE PERFORMANCE 
 

8.1 Executive Performance Report 
 
The NHS Board considered a paper “Executive Performance Report”, presented by Ms Elaine 
Vanhegan, Head of Performance and Governance. 
 
Ms Vanhegan provided a summary of the core performance for NHS Forth Valley for the period 
to the end of November 2016 with some relevant updates into December 2016. 
 
NHS Forth Valley had experienced extremely busy periods through December and into January 
2017. Although there had been particularly challenging days in relation to the Emergency 
Department 4 hour wait, in general the recovery of the system had been swift with staff working 
extremely hard to deal with the pressures.  
 
There had been a number of publications and guidance received in December 2016 and details 
were provided regarding the Health and Social Care Delivery Plan, the Spending Review (with 
confirmation of funding) and the Local Delivery Plan (LDP) Guidance for 2017/18. 
 
Discussions had been held between the Chief Executive, Chief Officers from both Health and 
Social Care Partnerships and Shona Robinson, Cabinet Secretary for Health and Sport regarding 
performance against the national delayed discharge target and the actions to improve the 
situation. It was agreed that Forth Valley would deliver a 50% reduction in the numbers of people 
delayed in discharge by March 2017. 
 
A landmark event for the Stirling Care Village took place in January 2017 with the sod cutting 
ceremony. The Outline Business Case (OBC) for the Doune Health Centre had been reviewed by 
CIG in December 2016 and a request had been made for some additional information around the 
strategic components. Work was underway to compile this and the OBC would be resubmitted 
soon. The Performance and Resources Committee would be kept updated on progress. 
 
Ms Vanhegan highlighted that the woodland around Forth Valley Royal Hospital for cardiac 
rehabilitation had been highly commended at the recent 2016 Landscape Institute Awards. 
Congratulations were also noted for Jonathan Burton, Right Medicine Pharmacy for winning the 
Pharmacist of the Year Award at the 2016 Scottish Pharmacy Awards. 
 
Mr Andrew Murray had been appointed as the new Medical Director and would take up his post 
with NHS Forth Valley in February 2017.   

 
 Ms Vanhegan reported that although focus continued on all aspects of performance there 

remained challenges relating to key access targets, including unscheduled care and pressures 
with the delayed discharge position.  

 
The overall November 2016 sickness absence position was 5.76% against a Scotland position of 
5.46%. This continued to be a key focus with review of specific hotspots of higher absence and 
necessary actions taken. 

 
In terms of emergency access, the December 2016 position was 94.2% Board wide; MIU 99.9% 
and ED 93.1% with 12 patients waiting longer than eight hours and 2 twelve hour breaches. 
There had been challenges to maintain performance especially into January 2017 with the main 
reason for ED 4 hour wait breaches due to ‘wait for bed’. Work continued to focus on all aspects 
of unscheduled care to improve performance. 
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At the end of December 2016 the number of patients waiting for an outpatient appointment that 
exceeded the 12 week waiting time standard was 4491 and a recovery plan was in place and 
monitored on a weekly basis. 

 
The 18 week Referral to Treatment (RTT) position in November 2016 was 80.7%, a slight 
reduction from October figure of 81.1%. The CAMH Services performance had continued to 
improve with the position for December 2016 at 98.9% against the 90% standard. The 18 week 
RTT position for Psychological Therapies also saw an improvement for the same period, 53.6% 
compared to 34.3% in November 2016. Work was underway to set trajectory for further 
improvements. 
 
Against the 62 day cancer standard, the position for the quarter ending September 216 was 86% 
compared to the Scotland position of 87.1%. However, the monthly position for November 2016 
showed an improvement to 90.9% with 5 patients waiting beyond the target. Although this was a 
small number of patients it was important to follow up and review pathways to ensure best 
outcomes.  
 
As previously highlighted there were increasing challenges due to the Delayed Discharge 
position. Delays over 14 days at the December 2016 census, was 33 against a zero standard. 
The total overall figure, including patients with Guardianships and Code 9 delays was 73, with 
performance continuing to vary on a day to day basis. Following the agreement with the Scottish 
Government regarding the 50% reduction in delayed discharges by April 2017, work continued to 
maintain performance of all 3 local authorities. 

 
Ms Vanhegan provided a brief update on the Balance Scorecard and Performance Summary. 

 
Person Centred  
 
Although eKSF compliance had reduced slightly to 79%, the data for the period 1 December 
2015 to 30 November 2016 highlighted a position of 84% against the national average position of 
51%, one of only 2 Boards to achieve over the 80% standard.  
 
The Stroke Care Bundle position for November 2016 was 64.1%, highlighting the main area for 
improvement in the Swallow Screening. The Stroke Huddle took place every day with emphasis 
on the completion of documentation timeously. Continued focus was being given to this to 
improve performance.  

 
The 20 day response time for complaints for November 2016 was 79.5% for complaints excluding 
prisons and 100% for prison complaints. The top 3 issues raised remained Clinical Treatment, 
Attitude and Behaviour and Waiting Time/Date of Appointment. Targeted work to reduce the 
number of complaints across Forth Valley was on going. Although there was decrease in 
complaints received excluding prisons, there was a 6% increase if prison complaints were 
included. The NHS Board discussed the complexities around prison complaints and the 
challenges faced to ensure all complaints were dealt with fairly and openly. 

 
Equitable 
 
Forth Valley continued to support fluoride varnishing and the Childsmile Programme and there 
had been an increase of nearly 1500 in the total number of fluoride varnish applications from the 
previous year. Continued focus remained to reduce the number of ‘A Letters’ to less than 2% by 
2020. 
 
Timely 
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The NHS Board noted that further detail would be provided under item 7.3, Waiting Times 
Report. 
 
The NHS Board noted the update provided.  

 
8.2 Financial Monitoring Report 
 
The NHS Board considered a paper “Financial Monitoring Report”, presented by Mrs Fiona 
Ramsay, Director of Finance. 
 
Mrs Ramsay provided a summary of the financial position for NHS Forth Valley to 31 December 
2016.  
 
The revenue financial position showed an overspend of £0.587m, with an improvement of 
£0.143m in-month. A share of budgets not yet distributed was factored into the reported financial 
position and included contingency funds, ring-fenced reserves and non-recurring financial 
flexibility. The year to date impact of area wide savings not yet distributed to budgets had also 
been factored in. 
 
Directions had been received from both IJBs to deliver the range of in-scope services included 
within the initial budget. Updated directions in respect of April to December 2016 adjustments 
were anticipated and a process to sign off in-year budget movements for IJBs had been 
established pending final approval. 
 
Financial pressure on the primary prescribing budget was due to a combination of estimated 
increase on prescribing volumes and the impact of timescales for implementation of savings 
plans. The projected out-turn was £1.500m overspend. 
 
Although the revenue outturn projection indicated that a balanced financial position remained 
deliverable, work continued to improve Directorate positions. 
 
The capital position to 31 December 2016 reflected a balanced position, however, spend to date 
remained relatively low. Spend required to increase significantly in remaining months to deliver 
the anticipated break-even out-turn capital position. Plans for Bellsdyke proceeds were being 
finalised and expected to be concluded soon. The outcome may require a revision to year end 
projections of both income assumed and projected spend. 
 
The NHS Board discussed the stable position and the efforts involved to meet savings targets. 
Although savings were important the need for quality and safety were at the heart of improving 
services and implementation the new Healthcare Strategy. 

 
The NHS Board noted: 

• An overspend of £0.587m on revenue position to 31 December 2016 
• Balanced capital position to 31 December 2016 
• The balanced financial position was projected for 2016/17 with continued scrutiny of 

spend and on implementation of savings  
 

8.3 Waiting Times Report 
 
The NHS Board considered a paper “Waiting Times Report”, presented by Mrs Fiona Ramsay, 
Director of Finance. 
 
Mrs Ramsay provided an update on the NHS Board’s position in relation to a range of access 
targets established by the Scottish Government, highlighting particular areas. 
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The number of outpatients with ongoing waits over 12 weeks at December 2016 had increased to 
4491 from 4233 in November 2016. There was currently a focus to improve this position with 
significant work required to ensure the total number waiting over 12 weeks was no more than 
3000 at the end of March 2017. 
 
The new Outpatient Did Not Attend (DNA) rate for December 2016 was 8.8% with 12 specialities 
reporting a DNA rate higher that the 9.6% Scottish average. The patient reminder system was in 
place and working to reduce this further. 
 
In the period October 2016 to December 2016 compliance with the Inpatient Treatment Time 
Guarantee (TTG) was 78.5%. Although 625 patients with waits over 12 weeks were treated 
during this period, there still remained 547 patients at the end of December 2016. There was 
considerable focus on improving the situation aiming to have nearer 300 patients waiting longer 
than the 12 weeks by end of March 2017. 
 
The number of Endoscopy patients waiting over 42 days had improved from 31 to 17 at the end 
of December 2016, there were no patients waiting over 42 days for Radiology. 
 
In December 2016 Psychological Therapies treated 53.5% of their patients within 18 weeks of 
referral. The ongoing work had resulted in the improvement from the RTT position of 34.3% in 
November 2016. 
 
The NHS Board discussed the TTG performance in particular and the challenges in certain 
specialities. Although work was ongoing to address this, the impact of delayed discharges and 
the dynamics of patient demand were also interconnected and required attention. 
 
The NHS Board noted the Waiting Times Report.  
 
8.4 Communications Quarterly Update Report, September – December 2016 
 
The NHS Board considered a paper “Communications Quarterly Update Report, September – 
December 2016”, presented by Mrs Elsbeth Campbell, Head of Communications. 
 
Mrs Campbell provided a quarterly update on a wide range of service developments, campaigns, 
events and initiatives across Forth Valley. 
 
The ongoing engagement with social media continued and on average NHS Forth Valley tweets 
now appeared in around 70,000 news feeds every month. 
 
One of the main priorities for the Communications Department was the support provided for NHS 
Forth Valley’s winter plans. The local launch was organised to coincide with the national ‘Be 
Health-Wise This Winter’ campaign and social media was used extensively to reinforce the key 
health messages and provide details of services available over the festive period. There had 
been a significant increase on the number of staff who had been immunised and work continued 
to increase uptake across the organisation further. 
 
The new Capacity to Care Challenges were launched and aimed to encourage staff, primary care 
colleagues and social care partners to make changes that would help to release valuable 
appointment time and free up inpatient beds. This included an initiative to reduce the need for 
face to face outpatient appointments which would free up consultant time and reduce 
unnecessary travel for clinic appointments. 
 
In November 2016 the Healthcare Environment Inspectorate (HEI) had praised Stirling 
Community Hospital for the high standards of care and cleanliness following an unannounced 
inspection. The positive report had resulted in no recommendations or requirements. 
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Following NHS Board approval for the new Stirling Care Village, work was underway and the 
majority of new facilities were expected to be operational by autumn 2018. 
 
NHS Forth Valley was involved in the Scottish Government’s ‘Baby Box’ initiative. First Minister 
Nicola Sturgeon had visited Clackmannanshire Community Healthcare Centre to mark the start of 
a 3 month pilot to provide every newborn baby with a box of essential items to help ensure they 
would get the best start in life and to encourage women to engage with the local maternity and 
antenatal services. 
 
NHS Forth Valley staff had been recognised at both the internal Staff Awards and a number of 
national ceremonies and congratulations were noted for all those who had received 
nominations/awards. 
 
The NHS Board noted the report and updates provided.  

 
9. GOVERNANCE  

 
9.1 Governance Committee Minutes 
 
  9.1.1 Clinical Governance Committee – 9 December 2016 

 
The NHS Board noted the minute of the Clinical Governance Committee meeting held on 
9 December 2016. 

 
  9.1.2 Performance and Resources Committee – 20 December 2016  
 

The NHS Board noted the minute of the Performance and Resources Committee meeting 
held on 20 December 2016. 

 
  9.1.3 Staff Governance Committee – 16 December 2016 
 

The NHS Board noted the minute of the Staff Governance Committee meeting held on 16 
December 2016. 
 
9.1.4 Audit Committee – 15 November 2016 
 
The NHS Board noted the minute of the Audit Committee meeting held on 15 November 
2016. 

 
9.2 Advisory Committee Minute 
 
  9.2.1 Area Clinical Forum – 17 November 2016 

 
The NHS Board noted the minute of the Area Clinical Forum meeting held on 17 
November 2016. 
 

 9.3 Integration Joint Board Minutes 
  
  9.3.1 Falkirk Integration Joint Board – 7 October 2016 
 

The NHS Board noted the minute of the Falkirk Integration Joint Board meeting held on 7 
October 2016. 
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10. ANY OTHER COMPETENT BUSINESS 
 

Mr Linkston reported that following confirmation from the Cabinet Secretary, Mrs Swan had been 
re-appointed for another 4 years as a non-executive on the NHS Board. The NHS Board agreed 
to the proposal that she would take on the role of Chair for the Falkirk IJB when the position was 
transferred to NHS Forth Valley in April 2017.  
Mrs Grant provided an update on the interim arrangements for HR in Mrs Kelly’s absence. Mrs 
Alison Richmond Ferns would be the Acting HR Director for 2 months and if necessary, Ms Linda 
Donaldson would take on the role for the following 2 months.   

 
Miss Gillies, Medical Director was due to leave NHS Forth Valley on 31 January 2017. The NHS 
Board acknowledged the work and positive contributions Miss Gillies had made in her role and 
wished her well for the future. Mrs Grant highlighted that Mr Henry Robb would be Acting Medical 
Director until Mr Andrew Murray, commenced in his new role on 14 February 2017. 
 
    
There being no other competent business, the Chairman closed the meeting at 12.10pm. 
 

 
 
 

 



 
 

 
 
 
 

 
 
Forth Valley NHS Board 
 
 
 
This report relates to  
Item 5.2 on the agenda 
 
 
 
 

 
 
 

NATIONAL HEALTHCARE ASSOCIATED INFECTION 
REPORTING TEMPLATE (HAIRT) 

 
(Presented by Dr Graham Foster, Director of Public  

Health & Strategic Planning) 
 

 
 
 
 

For Noting 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
 

 
SUMMARY 
 
1. HAI REPORTING TEMPLATE – HAIRT REPORT 
 
2. PURPOSE OF PAPER 

Report highlighting various relevant updates relating Infection Prevention & Control 
 
3. KEY ISSUES 

o LDP targets as noted on pages 3, 4 & 5. 
o A comprehensive overview of the collective activity of the Infection Prevention and Control 

Team. 
 
4. FINANCIAL IMPLICATIONS 

None 
 
5. WORKFORCE IMPLICATIONS 

None   
 

6. RISK ASSESSMENT AND IMPLICATIONS 
Work is ongoing to continually reduce all device associated bacteraemia, SAB and CDI numbers 
across NHSFV. 

 
7. RELEVANCE TO STRATEGIC PRIORITIES 

LDP Standards in respect of SABs & CDI.   
 
8. EQUALITY DECLARATION 

The author can confirm that due regard has been given to the Equality Act 2010 and compliance 
with the three aims of the Equality Duty as part of the decision making process. 

 
Further to an evaluation it is noted that:  (please tick relevant box) 
X Paper is not relevant to Equality and Diversity 
□ Screening completed - no discrimination noted 
□ Full Equality Impact Assessment completed – report available on request. 

 
9. CONSULTATION PROCESS 

Infection Prevention and Control Team 
 
10. RECOMMENDATION(S) FOR DECISION 

The Forth Valley NHS Board is asked to: - 
Note this paper 

 
11.  AUTHOR OF PAPER/REPORT: 

Name: Designation: 
Jonathan Horwood Area Infection Control Manager 

 
Approved by: 
Name: Designation: 
Graham Foster DPH, HAI Executive Lead 

 
 

 

 



 
 

 

 
 

NHS Forth Valley  
HAI Reporting Template 

(HAIRT) 
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Glossary of abbreviations 

Following feedback from stakeholders below is a list of abbreviations used within this report: 
HAI  - Healthcare Acquired Infection 
SAB – Staphylococcus aureus bacteraemia 
DAB – Device Associated Bacteraemia 
CDI – Clostridium difficile Infection 
LDP – Local Development Plan 
NES – National Education for Scotland 
IPCT – Infection Prevention & Control Team 
HEI – Healthcare Environment Inspectorate 
SSI – Surgical Site Infection 
SICPs – Standard Infection Control Precautions 
 
Definitions used for Staph aureus and device associated bacteraemia and Clostridium difficile infection 
 
Staph aureus and device associated bacteraemia 
Hospital acquired 

• Hospital acquired is defined when a positive blood culture is taken >48 hours after admission ie the sepsis is 
not associated with the cause of admission.  An example would a patient with sepsis associated from an 
infected peripheral vascular catheter. 

Healthcare acquired 
• Healthcare acquired is defined when a positive blood culture is taken <48 hours after admission but has in 

the last three month had healthcare intervention such as previous hospital admission, attending Clinics, GP, 
dentist etc.  Note this does not necessarily mean that the sepsis is associated with the previous healthcare 
intervention. 

Community acquired 
• Community acquired is defined when a positive blood culture is taken <48 hours after admission but has had 

no healthcare intervention in the last three months. 
Nursing home acquired 

• Nursing home acquired is defined when a positive blood is taken <48 hours after admission and when 
symptoms associated with sepsis developed at the nursing home 

 
Clostridium difficile infection 
Hospital acquired 

• Hospital acquired is defined when symptoms develop and confirmed by the laboratory >48 hours after 
admission which were not associated with the initial cause of admission. 

Healthcare acquired 
• Healthcare acquired is defined as having symptoms that develop and confirmed by the laboratory prior to or 

within 48 hours of admission and has in the last three months had healthcare interventions such as previous 
hospital admission, attending Clinics, GP, dentist etc 

Community acquired 
• Community acquired is defined as having symptoms that develop and confirmed by the laboratory prior to 

or within 48 hours of admission but has had no healthcare intervention in the last three months. 
Nursing home acquired 

• Nursing home acquired is defined as having symptoms that develop and confirmed by the laboratory that 
developed at the nursing home prior to admission 
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Healthcare Acquired Infection Reporting Template - HAIRT 
 
 
This is a summary report covering all aspects of the HAI agenda including the LDP Standards, surveillance, 
hand hygiene, cleaning compliance.  This will be reviewed on an ongoing basis. 
 

Jonathan Horwood 
Area Infection Control Manager 

  
Surveillance  
 
LDP TARGETS 
 
Staphylococcus aureus Bacteraemia (SABs) 
 

Staph aureus bacteraemia total - April 16 to date 83 
 

RAG Status for this month: 
 

Monthly Total 15 
Monthly Total (Hospital) 2 

Green denotes monthly case numbers are less than the mean monthly SAB totals.  Amber denotes when monthly case numbers are above the mean monthly SAB 
totals but less than two standard deviations from the mean.  Red denotes monthly case numbers are above two standard deviations from the monthly mean. 
 
The table below gives a breakdown of last months infections. 
 

Month of Infection  February 
Organisms Staphylococcus aureus 
Community 3 

Abscess 1 
IVDU 2 

 
Healthcare 10 

Abscess 1 
Fistula 1 
Infected Eczema 1 
Pacemaker 1 
Permacath 1 
Contaminant 1 
Wound 1 
Urinary Catheter  long term 1 
Osteomyelitis 1 
Aortic root abscess 1 

 
Hospital 2 

B21/22 
 PVC 1 

NNU 
 Contamination 1 

 
Grand Total 15 
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The chart below breaks down the SAB cases into source type for the last 12 months. 
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Statistical Process chart from April 2014 to date 
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February observed an increase in SAB numbers exceeding two standard deviations from the monthly mean.  Two 
thirds of cases were healthcare acquired, ie the patient was symptomatic on admission (see Glossary for definition).  
All ten cases were fully investigated and none were associated with an FVRH admission or procedure carried out in 
NHS FV.  There were two hospital acquired SABs, a contaminant from NNU ie there was no clinical indication of 
infection and is suspected that the blood culture bottle was contaminated with Staph aureus when the sample was 
taken; the second SAB was PVC attributed from ward B21/22. 
 
Attributed causes that are secondary infections 
 
Some SAB infections are attributed to secondary infections such as discitis, septic arthritis, endocarditis, and this 
month, oesteomyelitis and aortic root abscess.  In these cases, the bacteria have been introduced into the body from 
an infection or transient exposure in the past before developing these secondary infections.  
 
Details of all SABs DABs and CDIs investigations can be found in the Directorates section of the HAI monthly report 
which can be found using this link: http://staffnet.fv.scot.nhs.uk/wp-content/uploads/2012/05/January-2017.pdf 
 
Ward specific graphs can be accessed using the following link: 
 
http://staffnet.fv.scot.nhs.uk/index.php/a-z/infection-control/monthly-ward-reports/ 

http://staffnet.fv.scot.nhs.uk/wp-content/uploads/2012/05/January-2017.pdf
http://staffnet.fv.scot.nhs.uk/index.php/a-z/infection-control/monthly-ward-reports/
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Clostridium difficile Infections (CDIs) 
 

Clostridium difficile infection total April 16 to date 40  
 

 
RAG Status for this month: 
 

Monthly Total 1 
Monthly Total (Hospital) 0 

Green denotes monthly case numbers are less than the mean monthly CDI totals.  Amber denotes when monthly case numbers are above the monthly mean but 
less than two standard deviations from the monthly mean.  Red denotes monthly case numbers are above two standard deviations from the monthly mean. 
 

Month of CDI  February 
Healthcare 1 

  
 Grand Total 1 

 
 
The chart below breaks down the CDI cases into source type for the last 12 months. 
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Statistical Process chart from April 2014 to date 
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Ward specific graphs can be accessed using the following link: 
http://staffnet.fv.scot.nhs.uk/index.php/a-z/infection-control/monthly-ward-reports/ 

http://staffnet.fv.scot.nhs.uk/index.php/a-z/infection-control/monthly-ward-reports/
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Device associated Bacteraemia (DABs) 
 
All organisms attributed to a device associated bacteraemia are included in the following data.  This surveillance is 
separate and distinct from our SAB surveillance/LDP target; however it must be noted that this data will also include 
Staph aureus when associated with a device. 
 

77Device associated Bacteraemia total - April 16 to date  
 

RAG Status for this month: 
 

Monthly Total 5 
Monthly Total (Hospital) 1 

Green denotes monthly case numbers are less than the mean monthly DAB totals.  Amber denotes monthly case numbers are above the monthly mean but less 
than two standard deviations from the mean.  Red denotes monthly case numbers are above two standard deviations from the monthly mean. 

 
Month of Infection  February 

 
Device associated Bacteraemia 

Healthcare 4 
Pacemaker 1 
Permacath 1 
Stent 1 
Urinary Catheter  long term 1 

 
Hospital 1 

B21/22 
 PVC 1 

 
Grand Total 5 

 
Note the pacemaker and stent attributed DABs were not inserted in FVRH.  The stent was inserted at the Golden 
Jubilee Hospital in January 2017 and the pacemaker was inserted in NHS Lothian in 2011. 
 
The chart below breaks down the DAB cases into source type for the last 12 months.   
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Statistical Process chart from April 2014 to date 
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Meticillin resistant staphylococcus aureus (MRSA) & Clostridium difficile recorded deaths 
 
The National Records of Scotland monitor and report on a variety of deaths recorded on the death certificate. Two 
organisms are monitored and reported, MRSA and C. difficile.  Please click on the link below for further information: 
 
https://www.nrscotland.gov.uk/statistics-and-data/statistics/statistics-by-theme/vital-events/deaths 
 
This month, there were no deaths where MRSA or Clostridium difficile was recorded on the death certificate. 
 
 
Surgical Site Infection Surveillance  
 
The table below identifies surgical site infections that are reported nationally. 
 

 
Procedure 

Confirmed SSI 
(Feb) 

Abdominal 
Hysterectomy (v) 

0 

Breast Surgery (v) 0 

Caesarean Section 
(m) 

0 

Knee Arthroplasty (v) 0 

Hip Arthroplasty (m) 0 

Major Vascular 
Surgery (m) 

2 

 
  (v) = voluntary procedure, (m) = mandatory procedure. 
  Denominator figures are taken from Nexus. 
 

https://www.nrscotland.gov.uk/statistics-and-data/statistics/statistics-by-theme/vital-events/deaths
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Please note that Hip Arthroplasty procedures are monitored for 30 days and Caesarean Sections to 10 days post 
surgery.  Any changes to the above figures will be shown in next month’s report.  
 

***   NEW MANDATORY FULL SURVEILLANCE FOR VASCULAR AND COLORECTAL SUGICAL PROCEDURES  **** 
In April 2017, all boards across NHS Scotland are required to carry out full surveillance for elective vascular and 
colorectal procedures.  This is different to the ‘light surveillance’ above where infections and details are collected by 
exception only ie only those with an infection (this includes the current vascular surveillance).   Full surveillance 
involves collecting data on all patients undergoing these surgical procedures which is very time consuming for the 
IPCT, however this is necessary until sufficient data is collected before surveillance can progress to light surveillance. 
 
 
Estate and Cleaning Compliance (per hospital) 
 
Estates and cleaning scores for January - March will be available April 2017 
 
 
Falkirk Community Hospital Refurbishment  
 
It is anticipated that refurbishment work in FCH will commence April 2017.  A group has been convened and will be 
meeting this month in preparation for this work. 
 
 
HEI Inspectorate partnership working with NHS Forth Valley   
 
Work has been ongoing in the development of a new audit tool the HEI Inspectorate will be using in future 
inspections.  It is the intentions of the Inspectorate to change their inspection process to a more holistic approach 
and as part of this we have jointly developed a urinary catheter audit tool.  It is hoped that the informal trial of this 
new tool will take place by the HEI Inspectorate in FV in April 2017. 
 
 
Ward Visit Programme 
 
This month has seen a slight increase in total non compliances compared to last month.  Please see table below for 
details.  A breakdown of the non compliances for each directorate can be found in the directorate sections of this 
report. 
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Overall non-compliances with RAG status 

Patient 
Placement

Hand 
Hygiene PPE

Managing 
Patient Care 
Equipment

Invasive 
Devices

Control of the 
Environment

Safe 
Management 

of Linen

Safe 
Disposal of 

Waste Total

Dec-16 5 0 2 19 4 25 2 13 70
Jan-17 3 1 3 25 8 33 4 11 88
Feb-17 1 0 1 14 10 27 10 10 73

Green – Number of non-compliances equal to or less than the mean number of non-compliances since October 2015. 
Amber – Number of non-compliances greater than the mean number of non-compliances but less than two standard deviations from the mean number of non-
compliances. 
Red - Number of non-compliances greater than two standard deviations from the mean number of non-compliances. 
 
 
Incidence/Outbreaks 
 
Linezolid resistant Enterococci 
Linezolid is an antibiotic used to treat infections from infecting organisms such as vancomycin resistant enterococci 
(VRE).  Last year, Public Health England and Health Protection Scotland highlighted 5 cases of linezolid resistance in 
2016.  This resistance is very rare and the cause of the concern was the mechanisms of resistance is mediated 
through plasmid transference from species to species eg from streptococci to staphylococci.  In February, NHS FV 
identified two such resistant organisms from the same ward indicating the likelihood of patient to patient 
transmission.  A problem assessment group was convened and weekly screening of all patients as a precautionary 
measure is being performed until both patients are discharged.  No further cases have been identified. 
 
 
Hand Hygiene  
 
Hand Hygiene Monitoring Compliance (%) Board wide 
Data taken from TCAB 
 Mar 

2016 
Apr 

2016 
May 
2016 

June 
2016 

July 
2016 

Aug 
2016 

Sept 
2016 

Oct 
2016 

Nov 
2016 

Dec 
2016 

Jan 
2017 

Feb  
2017 

Board 
Total 99 98 99 99 99 99 99 99 99 99 99 99 
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In today’s presentation we 
will cover: 
 • Background information 
• The current Complaints Policy versus the new 

Complaints Handling Procedure (CHP) 
• Unacceptable Actions Policy/Guidance for 

Dealing with Problem Behaviour 
• What it means for NHS Forth Valley 
• Going live on the 1st of April 2017 

 



Background Information 

• Scottish Health Council’s, ‘Listening and 
Learning’ report 2014 

• Recognising inconsistencies in complaints 
management across NHS Scotland 

• Scottish Public Services Ombudsman’s 
Complaints Standards Authority (CSA) to lead 
on developing a succinctly modelled, 
standardised and person centred complaints 
process for NHS Scotland 

 
 
 



Current Model v’s New Model 
Complaints Handling Procedure (CHP) 
Current 
• 20 day target 
• 3 day 

acknowledgement 
• Move into investigation 

 
 
 

New Model 
• Go live date 1st April 2017 
• 20 day target  
• Focus on early resolution 
• Moving to a 2 stage 

complaints procedure 
• Stage 1 – 5 days, early 

local resolution 
• Stage 2 – Immediate for 

complex complaints 
• New Key Performance 

Indicators 
• Separate Unacceptable 

Actions Policy 



New Key Performance 
Indicators (KPI’s) 
1. Learning from complaints 
2. Complaint process experience 
3. Staff awareness and training 
4. The total number of complaints received 
5. Complaints closed at stage 1 and stage 2 as 

a percentage of all complaints closed 
6. Complaints upheld, partially upheld and not 

upheld at each stage as a percentage of 
complaints closed in full at each stage 

 
 



New Key Performance 
Indicators (KPI’s) 
7. Average times 
8.The number and percentage of complaints at 

each stage which were closed in full within 
the set timescales of 5 and 20 working days  

9. Number of cases where an extension is 
authorised 

 



Unacceptable Actions Policy and 
Guidance for Dealing with Problem 
Behaviour  
• Supports the management of complaints both 

for the complainant and staff 
• Based on the SPSO guide and their 

experience of managing difficult behaviours 
• Sets out expectations and stages 
• Aim is to deal with complaints in the best way 

possible 
• Provide strategies to help de-escalate 

problems 
 
 



Going Live on the 1st April 2017 
• An approved new Complaints Handling Procedure 

and Unacceptable Actions/Guidance for Dealing with 
Problem Behaviour 

• Public Facing Document 
• Staff Guide 
• Leaflets and complaints documentation, web update 
• Complaint Process Experience Questionnaire 
• Staff training/awareness sessions 
• Updated Learn-Pro modules 
• Safeguard changes for recording KPI’s 
• NHS Forth Valley self assessment and submission of 

the new Complaints Handling Procedure to SG 

 



Thank You and Questions  



 
 
 
 
 
 
 
Forth Valley NHS Board 
 
28 March 2017 
 
This report relates to 
Item 5.3 on the agenda 
 
 
 
 
 
 
 
 

New Complaints Handling Procedure 
 

(Professor Angela Wallace, Director of Nursing) 
 
 
 
 
 

For Approval 
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SUMMARY 
 
1. TITLE  Complaints Handling Procedure 
  
2. PURPOSE OF PAPER 
 

To provide assurance to the NHS Board on the progress made in the 
implementation of the new Complaints Handling Procedure (CHP) for NHS Forth 
Valley which will be in place from the 1st of April 2017. This procedure now replaces 
our Complaints Policy and as advised by the Scottish Public Sector Ombudsman 
(SPSO) we have separated and developed an Unacceptable Actions 
Policy/Guidance for Dealing with Problem Behaviour.  

 
3. KEY ISSUES 
 

A new model CHP has been developed through a partnership approach, led by a 
steering group involving the SPSO, NHS professionals, the Scottish Government 
and other key stakeholders. It has been adopted by NHS Forth Valley to ensure a 
consistent person centred approach to the management of complaints, which is 
aligned to the complaints procedures adopted across the wider public sector in 
Scotland.  
 
Following advice from the SPSO, NHS Forth Valley has now developed a separate 
Unacceptable Actions Policy for Dealing with Problem Behaviours. In our current 
complaints policy, unacceptable actions are included within the policy. 

 
4. FINANCIAL IMPLICATIONS 
 

 No immediate financial implications 
 
5. WORKFORCE IMPLICATIONS 
 

No immediate workforce implications 
 

6. RISK ASSESSMENT AND IMPLICATIONS 
 

A risk review and assessment has been updated relating to the corporate risk ‘High 
number of complaints impacting on patients, staff and organisational care and 
reputation’. 
 

7. RELEVANCE TO STRATEGIC PRIORITIES  
 

The effective handling of complaints is a core strategic priority. 
 
8. EQUALITY DECLARATION 
 

The author can confirm that due regard has been given to the Equality Act 2010 and 
compliance with the three aims of the Equality Duty as part of the decision making 
process. 

 
Further to an evaluation it is noted that:   

        Screening completed - no discrimination noted 
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9. CONSULTATION PROCESS 
 

The new CHP has been shared with the Patient Rights Steering Group, CEO Ops in 
February 2017 and the Clinical Governance Working Group on the 16th March 2017. 
  

 
10. RECOMMENDATION(S) FOR DECISION 

 
The Forth Valley NHS Board is asked to:  

• Approve the new CHP and Unacceptable Actions Policy and Guidance for 
Dealing with Problem Behaviour.  

 
 
11.  AUTHOR OF PAPER/REPORT: 

Name: Designation: 
Karen Maclure Person Centred and Patient Relations 

Manager 
 
Approved by: 
Name: Designation: 
Angela Wallace Director of Nursing 
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1. PURPOSE OF THE REPORT  
 
This report offers an update on the implementation of the new Complaints Handling 
Procedure (CHP) for NHS Forth Valley and replaces our current complaints policy.   
 

2. BACKGROUND & CONTEXT 

The Scottish Health Council’s report, Listening and Learning – How Feedback, 
Comments, Concerns and Complaints can improve services in Scotland was 
commissioned by the Scottish Government and reported in April 2014. The report 
made a number of recommendations relating to complaints, including, that as 
experts in this area, the Scottish Public Services Ombudsman Complaints 
Standards Authority (CSA) should lead on developing a more succinctly modelled, 
standardised and person centred complaints process for NHS Scotland, in 
collaboration with the public, NHS Boards and the Scottish Health Council.  

 
NHS Forth Valley has made listening to patients, relatives and carer’s one of our 
highest priorities. Our new CHP due to be launched on 1st April 2017, reinforces 
NHS Forth Valley’s commitment to welcoming all forms of feedback, including 
complaints, and using them to improve services, to address complaints in a person-
centred way and to respect the rights of everyone involved. It will support our staff to 
resolve complaints as close as possible to the point of service delivery and to 
respond thoroughly, impartially and fairly by providing evidence based decisions 
based on the facts of the case.  
 
This procedure will offer a standard approach to managing complaints which 
complies with the SPSO guidance on a model CHP which meets all the 
requirements of the Patient Rights (Scotland) Act 2011. 
 

3. KEY ISSUES  

The key issues for NHS Forth Valley and the implementation of the new CHP are: 
 

• That we have adopted the new model CHP for NHS Forth Valley. 
• Staff are trained in the new CHP and given the tools and support in which to 

manage and resolve complaints at a local level. 
• The new CHP is publicised and accessible to anyone wishing to make a complaint. 
• We have a robust recording system in place to record and monitor all complaints. 
• To report compliance of the new CHP, complaints statistics will be gathered and 

submitted to Information Services Division (ISD) on a quarterly basis. 
• Primary Care service providers are required to record and report on complaints. 
• Compliance with the revised complaints procedure will be monitored by the Scottish 

Government with the support of the SPSO.  
• The development of a suite of complaints Key Performance Indicators (KPI’s) by the 

NHS Complaints Review Steering Group.  The indicators provide the minimum 
requirement to self assess and report on performance. 

• The adaptations to the Safeguard Customer Services module to allow the recording 
and monitoring of complaints and reporting of the KPI’s. 

• As part of the new CHP, boards should develop a separate Unacceptable Actions 
Policy.  
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4. IMPLEMENTATION & MONITORING ARRANGEMENTS 
 

4.1 We have adopted the new model CHP template for NHS Forth Valley which will 
be   implemented across the organisation on 1st April 2017.  

 
4.2 A public facing document has also been developed to provide standardised 

information on the complaints procedure to people who wish to complain. This 
has been adopted by all NHS Boards to ensure that everyone receives the same 
information on complaints regardless of where they live or the NHS provider they 
are involved with. This also ensures compliance with the Patient Rights 
(Scotland) Act 2011. 

 
4.3 As part of the new CHP we will ensure that patients, families or carers wishing to 

make a complaint are aware of how to do so. This will be widely publicised and 
available across all service areas. The public facing document will be clearly 
visible on the website and information for prisoners on how to complain will be 
displayed across all three prisons located within the Forth Valley area. There are 
a range of leaflets being developed to support the new procedure. 

 
4.4 The Safeguard Customer Services module has been adapted for the new CHP. 

This includes the reporting of new Key Performance Indicators (KPI’s).  
 
The new complaints KPI’s are: 

1. Learning from Complaints 
2. Complaint process experience 
3. Staff awareness and training 
4. The total number of complaints received 
5. Complaints closed at stage one and stage two as a percentage of all 

complaints closed 
6. Complaints upheld, partially upheld and not upheld at each stage as a 

percentage of complaints closed in full at each stage 
7. Average times 
8. The number and percentage of complaints at each stage which were closed 

in full within the set timescales of 5 and 20 working days 
9. Number of cases where an extension is authorised 

  
These new KPI’s will be included within the complaints Clinical Governance reports 
in the future.  
 
4.5 The new complaints handling procedure places a strong emphasis on early 

resolution of complaints, effective recording of complaints and staff being trained 
appropriately and empowered to deal with complaints. An ongoing training 
programme is in place across the organisation and to date this has included the 
directorate management teams, Senior Charge Nurses, Consultants, trainee 
medical staff and prison healthcare staff. However, it is recognised that this 
training will be ongoing to reach all staff members and the role of the Patient 
Relations Team will be to provide support and advice to all staff across the 
organisation. NHS Education for Scotland (NES) and the CSA have jointly 
developed a programme of training and national events.  NHS Forth Valley staff 
have presented and attended these events. There are also new learning e-
modules available for all staff to support the new CHP.   

 



   6 
 

4.6 An Unacceptable Actions Policy and Guidance for Dealing with Problem 
Behaviours has been developed as a separate document. The policy/guidance 
has been produced to help NHS Forth Valley staff deal effectively with the most 
common problems that can occur when managing feedback, comments, 
concerns and complaints. 

 
5.  CONCLUSION 

 
NHS Forth Valley has adopted the new model CHP to ensure that we have a 
consistently person centred approach to the management of complaints which is 
aligned to the complaints procedures adopted across the wider public sector in 
Scotland. The implementation of the new CHP will be managed and supported by 
the Patient Relations Team with an ongoing staff training programme. The new CHP 
will be monitored and reported through our governance arrangements. 
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Foreword from the Chief Executive 
 
NHS Forth Valley has made listening to patients, relatives and carer’s one of our highest 
priorities. 
  
Our new Complaints Handling Procedure (CHP) reinforces NHS Forth Valley’s  
commitment to welcoming all forms of feedback, including complaints, and using them to 
improve services, to address complaints in a person-centred way and to respect the rights 
of everyone involved. It will support our staff to resolve complaints as close as possible to 
the point of service delivery and to respond thoroughly, impartially and fairly by providing 
evidence based decisions based on the facts of the case.  
 
This procedure will offer a standard approach to managing complaints which complies with 
the Scottish Public Services Ombudsman (SPSO) guidance on a model Complaints 
Handling Procedure (CHP) which meets all the requirements of the Patient Rights 
(Scotland) Act 2011. 
 
We aim to provide the highest quality services possible to people in our communities 
through the delivery of safe, effective and person-centred care. Whenever the care we 
provide can be improved, we must listen and act. Complaints give us valuable information 
we can use to continuously improve our services. They provide first-hand accounts of 
people’s experiences of care that help us to identify areas of concern, achieve resolution 
wherever possible and take action so that the same problems do not happen again.  
 
Our complaints handling procedure helps us to build positive relationships with people who 
use our service and rebuild trust when things go wrong. It has the person making the 
complaint, their families and carers, at the heart of the process. We will address complaints 
effectively, resolve them as early as we can, and learn from them so that we can improve 
services for everyone.  
 
Whilst the Health Board is responsible for the delivery of health services, the Health and 
Social Care Partnership has responsibility for the planning and direction of services in their 
area which have been delegated to them. The integration of health and social care requires 
staff from the health board, local authority and third sector organisations to work together in 
order to provide joined up, person-centred services.  
 
Under Health and Social Care Integration, there will remain two separate complaints 
handling procedures for health and social care. The alignment of these complaints handling 
procedures from 1 April 2017 will provide consistency and clarity around the handling of 
integrated complaints. 
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NHS Forth Valley Complaints Handling Procedure 
 
The Patient Rights (Scotland) Act 2011, together with supporting legislation, introduced the 
right to give feedback, make comments, raise concerns and to make complaints about 
NHS services. It also places a duty on NHS Boards to actively encourage, monitor, take 
action and share learning from the views they receive. The Scottish Health Council's 2014 
report Listening and Learning - How Feedback, Comments, Concerns and Complaints Can 
Improve NHS Services in Scotland recommended that a revised, standardised complaints 
process for NHS Scotland should be developed, building on the requirements of the 
legislation, and ‘Can I Help You?’ guidance for handling and learning from feedback, 
comments, concerns or complaints about NHS health care services. This document 
delivers on that recommendation by explaining how our staff will handle NHS complaints. 
Another document, the public facing Complaints Handling Procedure, provides information 
for the person making the complaint about our complaints procedure. 
 
This procedure, which is based on the NHS Model Complaints Handling Procedure (CHP), 
explains the processes that we will follow in responding to complaints. It contains 
references and links to more detail on parts of the procedure, such as how to record 
complaints, and the criteria for signing off and agreeing time extensions. The procedure 
also explains how to process, manage and reach decisions on different types of 
complaints.  
 
The procedure supports us to meet the requirements of the Patient Rights (Scotland) Act 
2011, and associated Regulations and Directions. It has been developed to take account of 
the SPSO Statement of Complaints Handling Principles and best practice guidance on 
complaints handling from the Complaints Standards Authority (CSA) at the SPSO.  
http://www.valuingcomplaints.org.uk  
 
In accordance with the legislation, we will take steps to ensure that the people using our 
services, their families and carers are aware of how they can give feedback or make a 
complaint, and the support that is available for them to do so. We will ensure that our own 
staff and service providers are aware of this procedure, and that our staff know how to 
handle and record complaints at the early resolution stage.  
 
Where apologies are made under the procedure, the Apologies (Scotland) Act 2016 
applies to those apologies. The procedure is intended to operate alongside the Duty of 
Candour in the Health (Tobacco, Nicotine etc. and Care) (Scotland) Act 2016 and related 
Regulations, once this is in force. 
 
The Complaints Handling Procedure is based on the human rights principles of:  
 
• Participation: everyone has the right to participate in decisions which affect them, 

including issues of accessibility and the provision of information that people can 
understand.  

• Accountability: service providers have a duty to the public, patients and staff to 
investigate complaints and seek effective remedies.  

• Non-discrimination and equality: the complaints process is available to everyone and 
vulnerable or marginalised groups are supported to participate in the process.  

• Empowerment: everyone should be aware of their rights, the complaints process and 
be involved in the process to reach an effective remedy.  

• Legality: the complaints process identifies and upholds the human rights of staff, 
patients and others, and is in accordance with the requirements of all relevant 

http://www.valuingcomplaints.org.uk/
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legislation. It aims to provide a quick, simple and streamlined process for resolving 
complaints early and locally by capable, well-trained staff.  

What is a complaint? 
 
‘An expression of dissatisfaction by one or more members of the public about the 
organisation's action or lack of action, or about the standard of service provided by or on 
behalf of the organisation.’  
 
A complaint may relate to:  
 
 care and/or treatment;  
 delays;  
 failure to provide a service;  
 inadequate standard of service;  
 dissatisfaction with the organisation’s policy;  
 treatment by or attitude of a member of staff;  
 scheduled or unscheduled ambulance care;  
 environmental or domestic issues;  
 operational and procedural issues;  
 transport concerns, either to, from or within the healthcare environment;  
 the organisation’s failure to follow the appropriate process;  
 lack of information and clarity about appointments; and  
 difficulty in making contact with departments for appointments or queries.  

 
This list does not cover everything.  
 
Appendix 1 provides a range of examples of complaints  
 
Not all issues may be for NHS bodies to resolve. In cases where an individual is unsatisfied 
with standards of conduct, ethics or performance by an individual health professional, it 
may be for the respective professional body to investigate. These include, for example the 
Nursing and Midwifery Council, the General Medical Council, the General Dental Council, 
the Royal Pharmaceutical Society, and the General Optical Society. Where serious 
concerns about a registered healthcare worker are identified, a referral to the appropriate 
professional regulator should be made.  
 
Members of the public, including patients, the general public and those acting on behalf of 
patients and others may raise issues with relevant NHS bodies or their health service 
providers, which need to be addressed, but which are not appropriate for an investigation 
under this Complaints Handling Procedure. Further guidance is provided in the section 
covering feedback, comments and concerns below.  
 
This complaints procedure does not apply to the following complaints, as set out in 
Regulations:  
 
 a complaint raised by one NHS body about the functions of another NHS body;  
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 a complaint raised by a service provider about any matter connected with the 
contract or arrangements under which that service provider provides health 
services;  

 a complaint raised by an employee of an NHS body about any matter relating to that 
employee’s contract of employment;  

 a complaint which is being or has already been investigated by the Scottish Public 
Services Ombudsman (SPSO);  

 a complaint arising out of an alleged failure to comply with a request for information 
under the Freedom of Information (Scotland) Act 2002(a);  

 a complaint about which the person making the complaint has commenced legal 
proceedings (whether or not these have concluded), or where the feedback and 
complaints officer considers that legal proceedings are so likely that it would not be 
appropriate to investigate the complaint under this procedure;  

 a complaint about which an NHS body is taking or proposing to take disciplinary 
proceedings against the person who is the subject of the complaint; and  

 a complaint, the subject matter of which has previously been investigated and 
responded to.  

 
In these cases, there is a separate procedure available which is better placed to carry out 
the investigation; indeed in many cases a separate investigation may already be underway. 
If a complaint is raised which is within one of these categories, you must write to the 
individual, explaining the reason that this complaints procedure does not apply and the 
procedure the individual should use to raise the matter with the appropriate person or body. 
You may send this explanation electronically, provided that the person making the 
complaint has consented to this in writing, and has not withdrawn their consent. 
 
This complaints procedure offers a person-centred and effective way of ensuring that 
complaints are thoroughly investigated and that areas for learning and improvement are 
identified and actioned. You should offer to resolve someone’s complaint using the NHS 
complaints procedure, even where the person has stated (in writing or otherwise) that they 
intend to take legal proceedings. If, however, you are satisfied that the person has 
considered the NHS complaints procedure but nonetheless clearly intends to take legal 
action, then you may decide not to apply this complaints procedure to that complaint. 
 
Additionally, this complaints procedure should not be used in the following circumstances:  
 
 to consider a routine first-time request for a service;  
 a request for a second opinion in respect of care or treatment;  
 matters relating to private health care or treatment;  
 matters relating to services not provided by or funded by the NHS.  

 
You must not treat these issues as complaints, rather you should explain how the matter 
will be handled, and where appropriate direct the person raising the issue to use the 
applicable procedure where there is one. You must always consider how best to 
investigate, respond to and, where appropriate, resolve the issue. 
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We value all forms of feedback  
We encourage all forms of feedback, positive and negative, and use it to continuously 
improve our services. The Patient Rights (Scotland) Act 2011 introduces a right for people 
to give feedback or comments to, or raise concerns or complaints with, NHS Boards and 
service providers. Feedback, comments and concerns are not complaints. They should be 
handled in line with the Patient Rights (Scotland) Act 2011, and the associated Regulations 
and Directions. Further guidance on handling and learning from feedback, comments and 
concerns is available in the ‘Can I Help You’ good practice guidance document. 
 
It is necessary for staff to be able to distinguish between feedback, comments, concerns 
and complaints to ensure that any issues raised are handled through the appropriate 
procedures. Where an issue raised is clearly not a complaint, staff should make 
arrangements to have the issue handled through the appropriate process and feed this  
back to the person raising the issue. The following paragraphs provide more information on 
feedback, comments and concerns.  

Feedback  
Feedback may be in the form of views expressed orally or in writing as part of a survey, 
patient questionnaires, through the Patient Advice and Support Service (PASS), or 
initiatives such as patient experience surveys or via stakeholder electronic portals. The 
feedback may describe the person or carer's individual experience of using NHS services 
and may include suggestions on things that could have been done better or identify areas 
of good practice.  

Comments  
Comments may be comments, compliments, feedback or observations offered orally or in 
writing for example on ward or hospital suggestion cards or through PASS, which reflect 
how someone felt about the service.  

Concerns  
Concerns may be expressed in relation to proposed treatment or about any aspect of the 
service, from timing of appointments to getting to hospital for the proposed treatment or the 
actual treatment received. An example may be where someone has been referred to a 
consultant and is concerned about what this means. Concerns of this nature fall short of a 
complaint as the person is not expressing dissatisfaction, but wishes to be fully informed 
about what is to happen.  
 
People may need reassurance or further explanation and information to help them 
understand why the healthcare provider is suggesting a particular course of action. Staff 
should be alert to this and ensure that explanations are given and advice on additional 
support services is available and accessible to everyone.  
 
It is particularly important for staff to use their discretion and judgement in supporting 
people to decide whether a matter is a concern or a complaint. The best way to do this is 
by talking to the person raising the issue to explain how concerns and complaints are 
handled and responded to. There may be circumstances where the nature of the concern 
is sufficiently serious to warrant full investigation under this complaints procedure. Even 
where the person states that they do not want to complain, if you are satisfied that the 
matter is clearly a complaint you should record it as such. If staff members are in any doubt 
they should seek advice from the Patient Relations Officer (PRO). 
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The manner in which the matter is communicated to NHS Forth Valley will often help you to 
decide if it is a concern or a complaint. A matter may be communicated in a matter of fact 
way, for example ‘I am a little surprised at being in a mixed sex ward. I think you should put 
me in an all-female ward’. This is likely to be recorded as a concern. However, the same 
matter may be reported as ‘I am very angry that you have put me in a ward with all these 
men. I feel humiliated and I refuse to accept this. Get me into an all-female ward now or I 
will call my son to come and take me home’. Given the way this matter is reported, you 
may decide that it is a complaint.  Appendix 3 includes a ‘Feedback, Comments, Concerns 
or Complaints Assessment Matrix’ which can be used where necessary to help you 
differentiate between these and decide how to proceed.  
 
A concern should be responded to within five working days. It is important that, where you 
determine that a matter is a concern (rather than a complaint) and the person raising the 
issue remains unhappy with your response to that concern, you handle any subsequent 
action as a complaint. As you will already have attempted to resolve the person’s concern, 
the early resolution stage of the complaints procedure is not an appropriate stage to 
consider the matter further. The matter should, therefore, be handled directly at the 
investigation stage of the complaints procedure.  
 
Appendix 2 provides examples of matters that may be considered as concerns. 

Publication  
In accordance with the Complaints Directions, NHS bodies must publish annual summaries 
of the action which has been or is to be taken to improve services as a result of feedback, 
comments and concerns received in the year. 

Primary Care service providers 
Primary Care service providers should take every opportunity to resolve complaints quickly 
and locally, and at the point of contact wherever possible. Early resolution is the most 
effective way of resolving the majority of complaints and should be attempted where the 
issues involved are straightforward and potentially easily resolved, requiring little or no 
investigation. Resolving complaints early and locally helps to minimise costs as well as 
resolving a person’s dissatisfaction. The fewer people involved in responding to a 
complaint, and the quicker a response is given, the lower the cost of that complaint to the 
Primary Care service provider in terms of resources and potential redress.  
 
However, where the person making the complaint feels unable to make direct contact with 
the Primary Care service provider the complaint can, in exceptional circumstances, be 
made to NHS Forth Valley Board. NHS Forth Valley Board should then pass the complaint 
to the Patient Relations Manager to carefully consider the reasons for asking the Board to 
handle the complaint.  
 
Where the Board considers it appropriate, the person making the complaint should be 
encouraged to contact the Primary Care service provider by explaining the value of early 
and local resolution. Where the NHS Board recognises that it would not be appropriate, or 
possible, for the person making the complaint to complain directly to the Primary Care 
service provider (for example there has been an irreconcilable breakdown in the 
relationship between the respective parties), contact should be made with the Primary Care 
service provider to agree the way in which the complaint will be managed, and the person 
making the complaint should be advised accordingly. At this point, consideration may be 
given to mediation, if both parties agree. Where agreement cannot be reached it will be for 
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the Board to determine how the complaint should be managed. The person making the 
complaint must be advised of the arrangements that are made.  
 
In handling complaints we will have regard to the General Medical Council (GMC)’s 
standards to help to protect patients and improve medical education and practice in the 
UK. Specifically that ‘patients who complain about the care or treatment they have received 
have a right to expect a prompt, open, constructive and honest response including an 
explanation and, if appropriate, an apology’. Therefore, the person making the complaint 
can expect an apology to include what happened, what action we will take to resolve the 
matter and what will be done to prevent a similar occurrence happening in the future. 

Complaints from prisoners  
As with all complaints, we aim to resolve prisoner complaints quickly, and close to the point 
of service delivery. Healthcare teams within prisons will, therefore, be trained and 
empowered to respond to complaints at each stage of this procedure, wherever possible.  
 
We will ensure that healthcare staff working with their local prisons are fully aware of this 
complaints procedure, and that appropriate information on how to complain is freely 
available to ensure that prisoners have the same access to the NHS complaints procedure 
as other people. When a prisoner expresses dissatisfaction about the service they have or 
have not received, or about the standard or quality of that service, we will ensure quick and 
easy access to the complaints procedure is available to them.  

Financial compensation  
The NHS complaints procedure does not provide for financial compensation. The 
independent Patient Advice and Support Service may be able to advise anyone who is 
seeking compensation where to get information about specialist solicitors who handle 
medical negligence claims.  
 
It may also be appropriate to advise those who seek financial compensation that they may 
contact Action against Medical Accidents (AvMA), or the Law Society of Scotland. AvMA 
provides free independent advice and support to people affected by medical accidents 
while the Law Society of Scotland can provide contact details of law firms throughout 
Scotland that may specialise in claims for medical compensation. 

Handling anonymous complaints  
We value all complaints. This means we treat all complaints including anonymous 
complaints seriously and will take action to consider them further, wherever this is 
appropriate. All anonymous complaints are subject to this procedure. A senior manager 
should make a decision on appropriate action to take based on the nature of information 
provided about the anonymous complaint and any other relevant factors, for example 
consent issues. If, however, an anonymous complaint does not provide enough information 
to enable us to take further action, or to contact the complainant, we may decide that we 
are unable to complete the investigation. Any decision not to investigate an anonymous 
complaint must be authorised by a senior manager.  
 
Information about, and decisions made regarding all anonymous complaints will be 
recorded on the complaints recording system (to the extent that the information is 
available) to allow consideration of any action necessary. If we pursue an anonymous 
complaint further, we will record the issues (to the extent that the information is available), 
actions taken and outcome. This will help to ensure the completeness of the complaints 
data we record and allow us to take corrective action where appropriate. 
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Whistleblowing  
The NHS Scotland Staff Governance Standard places a specific obligation upon NHS 
employers to ensure that it is safe and acceptable for staff to speak up about wrongdoing 
or malpractice within their organisation, particularly in relation to patient safety. The 
Implementing & Reviewing Whistleblowing Arrangements in NHS Scotland Partnership 
Information Network (PIN) Policy, sets out the rights of staff in relation to whistleblowing.  
NHS Forth Valley have in place local whistleblowing arrangements based on the National 
PIN and staff should raise any concerns they have about patient safety or malpractice 
through this and not through the complaints handling procedure. 

Significant Adverse Events Review  (SAER) 
Healthcare Improvement Scotland (HIS) defines an adverse event as an event that could 
have caused (a near miss), or did result in, harm to people or groups of people. The 
response to each adverse event should be proportionate to its scale, scope, complexity 
and opportunity for learning. Our organisation has its own procedures to manage adverse 
events, and in the case of ‘multi board’ adverse events HIS has developed a guidance tool 
to sit within the national adverse events framework toolkit. 
 
A complaint handled at the investigation stage of the complaints handling procedure may 
clearly meet the organisation’s criteria for managing significant adverse events. For 
example, where the complaint is about the safety of care, and the organisation has a duty 
to proceed with an adverse event review, irrespective of whether a complaint has been 
made. Where, based on a complaint, it is deemed appropriate to undertake a Significant 
Adverse Events Review (SAER), we will advise the person making the complaint of this 
decision. It is for [the appropriate manager] to decide whether the complaint investigation 
should continue in parallel with the SAER, or whether it is appropriate to allow the SAER to 
take account of the complaint(s) as part of the review. It is important to note that the SAER 
does not replace the complaints investigation, although the investigation timeline may have 
to be extended. We will explain the basis for making the decision, and advise the patient of 
the revised timescales. We will also tell them they will have the right to ask SPSO to 
consider their complaint further if they remain dissatisfied at the conclusion of the adverse 
event review process. We will let the person know the outcome of the review, taking 
account of the best practice guidance for closing a complaint at the investigation stage and 
record all the details on the system for recording complaints. 

Care Opinion  
Care Opinion, previously known as Patient Opinion, provides an independent online 
service which allows patients, their families and carers to provide feedback, good or bad, 
on their experiences of health care provision. The service enables people to post their 
experience online, and to engage in a dialogue with health care providers that is focussed 
on service improvement.  
 
Feedback from Care Opinion will include general feedback, comments, concerns and 
complaints. Where the feedback clearly meets the organisation’s definition of a complaint, 
and there is sufficient information provided to handle the matter through the complaints 
procedure, the complaint should be recorded and handled as a complaint. 

Who can make a complaint?  
Anyone who is or is likely to be affected by an act or omission of an NHS body or health 
service provider can make a complaint. Sometimes a person making the complaint may be 
unable or reluctant to do so on their own. We will accept complaints brought by third parties 
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as long as the person making the complaint has authorised the person to act on their 
behalf.  
 
Where a complaint is made on behalf of another person, in accordance with the common 
law duty of confidentiality and data protection legislation, we must ensure that, in addition 
to authorising another person to act on their behalf, the person has also consented to their 
personal information being shared as part of the complaints handling process. In 
circumstances where no such consent has been given, the body would have to take that 
into account when handling and responding to the complaint (and is likely to be constrained 
in what it can do in terms of investigating any such complaint). 

What if the person raising the issue does not want to complain?  
If a person expresses dissatisfaction in line with our definition of a complaint but does not 
want to complain, tell them that we do consider all expressions of dissatisfaction, and that 
complaints offer us the opportunity to improve services where things have gone wrong. 
Encourage the person raising the issue to submit a complaint and allow us to deal with it 
through the complaints handling procedure. This will ensure that they are updated on the 
action taken and get a response to their complaint. 
  
If, however, the person insists they do not wish to complain, you should record the 
complaint as being resolved at the early resolution stage of this procedure. This will ensure 
the completeness of the complaints data recorded and will still allow us to fully consider the 
matter and take corrective action where appropriate. Doing so will also ensure that the 
person has the opportunity to pursue the complaint at the investigation stage of the 
procedure should they subsequently raise the matter again. 

Complaints involving more than one NHS service or organisation  
If someone complains about the service of another NHS Board or Primary Care service 
provider, and our organisation has no involvement in the issue, the person should be 
advised to contact the relevant Board or service provider directly.  
 
Where the complaint spans two (or more) NHS bodies, for example one Board using the 
services of another to provide care and treatment, you must tell the person making the 
complaint who will take the lead in dealing with the complaint, and explain that they will get 
only one response covering all issues raised. The NHS bodies involved should be mindful 
of the timescale within which the response should be issued and work jointly to achieve 
this.  
 
There may be occasions where a complaint relates to two (or more) NHS bodies, however, 
each aspect of the complaint relates specifically to one, or other of the organisations. This 
could be, for example a complaint about pre-hospital care and a complaint about a delay in 
being seen in the accident and emergency department. Where this occurs it is important to 
communicate clearly with the person making the complaint to explain, and agree how the 
complaint will be handled. Where this applies each organisation should record, handle and 
respond to the complaint about the service they provided and let the complainant know that 
they will receive two separate responses. 
 
A complaint may relate to the actions of two or more of the organisation’s services. Where 
this is the case, you must tell the person making the complaint who will take the lead in 
dealing with the complaint, and explain that they will get only one response from the 
organisation covering all of the issues they have raised. 
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Overlap with other duties on NHS bodies  
NHS bodies are subject to a range of other duties in respect of honesty and openness 
about the services and care they provide. The Apologies (Scotland) Act 2016 is intended to 
encourage apologies being made by making it clear that apologising is not the same as 
admitting liability. An apology means any statement made indicating that the person is 
sorry about or regrets an act or omission or outcome. It also covers an undertaking to look 
into what happened with a view to preventing it happening again. In meeting the 
requirements of this complaints procedure we will apologise where appropriate and make 
sure that we are open and honest with people when an unintended or unexpected incident 
resulting in death or harm has happened. Most apologies made in the course of provision 
of NHS services, or in the course of resolving or investigating a complaint about an NHS 
service, will be subject to the provisions of the Apologies (Scotland Act) 2016. 
 
The Duty of Candour procedure may also be applied in circumstances which give rise to a 
complaint. This procedure will ensure that people will be told what happened, receive an 
apology, be told what will be done in response and how actions will be taken to stop a 
future reoccurrence.  
 
Apologies which are made in accordance with the Duty of Candour procedure will, by virtue 
of section 23 of the Health (Tobacco, Nicotine etc. and Care) (Scotland) Act 2016, also not 
amount to an admission of negligence or breach of duty. 

Complaints that span Health and Social Care services  
From 1 April 2017, the health and social work complaints handling procedures will be 
aligned and will therefore have the same stages and timescales, with the exception of 
timescale extensions.  
 
If a person raises a complaint about a health service and a social care or social work 
service the response will depend on whether these services are being delivered through a 
single, integrated health and social care partnership.  
 
Where these services are integrated, you must work together with the health and social 
care partnership staff to resolve the complaint. A decision must be taken, by following the 
procedure that the health and social care partnership has in place, as to whether the NHS 
or local authority will lead on the response. You must ensure that all parties are clear about 
this decision. It is important, wherever possible; to give a single response from the lead 
organisation, though ensure both organisations contribute to this. However, in complex 
cases where a single response is not feasible, you should explain to the person making the 
complaint the reasons why they will receive two separate responses, and who they can get 
in contact with about the social work aspects of their complaint.  
 
Where health and social work or social care services are not integrated, for example the 
relevant local authority provides a social work or social care service, independent of any 
health service provision, the person will need to direct their communications about social 
care or social work separately to the local authority. You must tell the person making the 
complaint which issues you will respond to, and direct them to the appropriate person to 
handle those relating to social work and care. 
 
 
 
In either case, it is important to bear in mind that: 
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 the Care Inspectorate can investigate complaints about social care services 
provided by registered care providers, even if they have not yet gone through the 
local complaints handling procedure, and customers should be informed of this 
option; and  

 social work services must handle complaints according to the social work complaints 
handling procedure, which is largely in line with this complaints handling procedure.  
 

Integration Joint Boards must have a separate complaints handling procedure for handling 
complaints about their functions. This will be broadly in line with this complaints handling 
procedure. 
 

The complaints handling process  
Our complaints handling procedure aims to provide a quick, simple and streamlined 
process for resolving complaints early and locally by capable, well-trained staff.  
 
Our complaints process provides two opportunities to resolve complaints internally:  
 early resolution; and  
 investigation.  

 
For clarity, the term ‘early resolution’ refers to the first stage of the complaints process. It 
does not reflect any job description or role within NHS Forth Valley but means seeking to 
resolve complaints at the initial point of contact where possible. 

What to do when you receive a complaint  
1. On receiving a complaint, you must first decide whether the issue can indeed be 

defined as a complaint. The person making the complaint may express 
dissatisfaction about more than one issue. This may mean you treat one element as 
a complaint, while directing the person to pursue another element through an 
alternative route (see Appendix 2). 



   16 
 

2. If you have received and identified a complaint, record the details on our complaints 
system.  

3. Next, decide whether or not the complaint is suitable for early resolution. Some 
complaints will need to be fully investigated before you can give a suitable response. 
You must handle these complaints immediately at the investigation stage.  

4. Where you think early resolution is appropriate, you must consider four key 
questions:  
 what exactly is the person's complaint (or complaints);  
 what do they want to achieve by complaining;  
 can I achieve this, or explain why not; and  
 if I cannot resolve this, who can help with early resolution?  

 
 
What exactly is the person’s complaint (or complaints)?  
Find out the facts. It is important to be clear about exactly what the person is 
complaining of. You may need to ask for more information and probe further to get 
a full picture. 
  
 
What do they want to achieve by complaining?  
At the outset, clarify the outcome the person wants. Of course, they may not be 
clear about this, and you may need to probe further to find out what they want, and 
whether the expected outcome can be achieved. It may also be helpful to signpost 
people who complain to PASS at this point as advisers can often help clients think 
about their expectations and what is a realistic/reasonable outcome to expect.  
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Can I achieve this, or explain why not?  
If you can achieve the expected outcome by providing an on-the-spot apology or 
explain why you cannot achieve it, you should do so.  
 
The person making the complaint may expect more than we can provide, or a form 
of resolution that is not at all proportionate to the matter complained about. If so, 
you must tell them as soon as possible. An example would be where someone is 
so dissatisfied with their experience in ‘Accident and Emergency’ that they want the 
Chief Executive to be sacked.  
 
You are likely to have to convey the decision face to face or on the telephone. If 
you do this, you are not required to write to the person as well, although you may 
choose to do so. It is important, however, to record full and accurate details of the 
decision reached and passed to the person, and to ensure that they understand the 
outcome. You must also advise them of their right to have the complaint escalated 
to stage 2 of the complaints procedure if they are not satisfied with the outcome at 
the early resolution stage.  

 
If I cannot resolve this, who can help with early resolution? 
If you cannot deal with the complaint because, for example, you are unfamiliar with 
the issues or area of service involved, tell the person this and pass details of the 
complaint to someone who can attempt to resolve it.  Keep the person making the 
complaint informed about what has happened to their complaint and who is 
responsible for taking it forward. 

Stage One: Early Resolution  
Early resolution aims to resolve straightforward complaints that require little or no 
investigation at the earliest opportunity. This should be as close to the point of service 
delivery as possible. Any member of staff may deal with complaints at this stage. In 
practice, early resolution means resolving the complaint at the first point of contact with the 
person making the complaint. This could mean a face-to-face discussion with the person, 
or it could mean asking an appropriate member of staff to deal directly with the complaint. 
In either case, you may settle the complaint by providing an on-the-spot apology where 
appropriate, or explaining why the issue occurred and, where possible, what will be done to 
stop this happening again. You may also explain that, as an organisation that values 
complaints, we may use the information given when we review service standards in the 
future. 
 
Anyone can make a complaint. They may do so in writing, in person, by telephone, by 
email or online, or by having someone complain on their behalf. You must always consider 
early resolution, regardless of how you have received the complaint. 
 
Appendix 1 gives examples of the types of complaint we may consider at this stage, with 
suggestions on how to resolve them. 

Timelines  
Early resolution must usually be completed within five working days, although in practice 
we would often expect to resolve the complaint much sooner.  
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Extension to the timeline  
In exceptional circumstances, where there are clear and justifiable reasons for doing so, 
you may agree an extension of no more than five additional working days with the person 
making the complaint. This must only happen when an extension will make it more likely 
that the complaint will be resolved at the early resolution stage.  
 
For example, you may need to get more information from other services to resolve the 
complaint at this stage. However, it is important to respond within the applicable time to the 
person making the complaint, either resolving the matter and agreeing with the person that 
this has been achieved, or explaining that their complaint is to be investigated.  
 
When you ask for an extension, you must get authorisation from the appropriate senior 
manager, who will decide whether you need an extension to effectively resolve the 
complaint. Examples of when this may be appropriate include staff or contractors being 
temporarily unavailable. You must tell the person making the complaint about the reasons 
for the delay, and when they can expect your response.  
 
Where, however, the issues are so complex, and it is clear that they cannot be resolved 
within an extended five day period, you should escalate the complaint directly at the 
investigation stage. It is important that extensions to the timeline do not become the norm. 
Rather, the timeline at the early resolution stage should be extended only rarely. All 
attempts to resolve the complaint at this stage must take no longer than ten working days 
from the date you receive the complaint. 
 
The proportion of complaints that exceed the five working days timeline at the early 
resolution will be reported in our complaints performance data.  
 
Appendix 5 provides further information on timelines. 

Closing the complaint at the early resolution stage  
When you have informed the person making the complaint of the outcome at early 
resolution, you are not obliged to write to them, although you may choose to do so. You 
must ensure that our response to the complaint addresses all areas that we are 
responsible for and explains the reasons for our decision. It is also important to keep a full 
and accurate record of the decision reached and given to the person. The complaint should 
then be closed and the complaints system updated accordingly. In closing the complaint, 
the date of closure is the date that the outcome of the complaint at the early resolution 
stage is communicated to the person making the complaint.  

When to escalate to the investigation stage  
A complaint must be handled at the investigation stage when:  
 early resolution was tried but the person making the complaint remains dissatisfied 

and requests an investigation into the complaint. This may be immediately on 
communicating the decision at the early resolution stage or could be some time 
later; or  

 satisfactory early resolution will not be possible as the complainant has clearly 
insisted that an investigation be conducted.  

 
Complaints should be handled directly at the investigation stage, without first attempting 
early resolution, when:  
 the issues raised are complex and require detailed investigation; or  
 the complaint relates to serious, high-risk or high-profile issues.  
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When a complaint is closed at the early resolution stage, but is subsequently escalated to 
the investigation stage of the procedure, it is important that the complaint outcome is 
updated on the complaints system, and the complaint moved to stage 2. A new complaint 
should not be recorded.  
 
It is also important to take account of the time limit for making complaints when a person 
asks for an investigation after early resolution has been attempted. The timescale for 
accepting a complaint as set out in the Regulations is within six months from the date on 
which the matter of the complaint comes to the person’s notice. 
 
While attempting early resolution always take particular care to identify complaints that on 
fuller examination might be considered serious, high risk or high profile, as these may 
require particular action or raise critical issues that need senior management's direct input. 

Stage Two: Investigation  
Not all complaints are suitable for early resolution and not all complaints will be 
satisfactorily resolved at that stage. Complaints handled at the investigation stage of the 
complaints handling procedure are typically serious or complex, and require a detailed 
examination before we can state our position. These complaints may already have been 
considered at the early resolution stage, or they may have been identified from the start as 
needing immediate investigation. 
 
An investigation aims to establish all the facts relevant to the points made in the complaint 
and to give the person making the complaint a full, objective and proportionate response 
that represents our final position.  

What to do when you receive a complaint for investigation  
It is important to be clear from the start of the investigation stage exactly what you are 
investigating and to ensure that both the person making the complaint and the service 
understand the investigation’s scope. 
 
If this has not been considered at the early resolution stage, you should discuss and 
confirm these points with the person making the complaint at the outset, to establish why 
they are dissatisfied and whether the outcome they are looking for sounds realistic. In 
discussing the complaint with the person, consider three key questions:  
 
1. What specifically is the person’s complaint or complaints?  
2. What outcome are they looking for by complaining?  
3. Are the person's expectations realistic and achievable?  
 
It may be that the person making the complaint expects more than we can provide. If so, 
you must make this clear to them as soon as possible.  
 
Where possible you should also clarify what additional information you will need to 
investigate the complaint. The person making the complaint may need to provide more 
evidence to help us reach a decision.  
 
You should find out what the person’s preferred method of communication is, and where 
reasonably practicable communicate by this means. 
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Details of the complaint must be recorded on the system for recording complaints. Where 
applicable, this will be done as a continuation of the record created at early resolution. The 
details must be updated when the investigation ends. 
 
If the investigation stage follows attempted early resolution, you must ensure you have all 
case notes and associated information considered at the early resolution stage. You must 
also record that this information has been obtained.  

Contact with the person making the complaint at the start of the 
investigation  
To effectively investigate a complaint, it is often necessary to have a discussion with the 
person making the complaint to be clear about exactly what the complaint or complaints 
relate to, understand what outcome the person making the complaint is looking for by 
complaining, and assess if these expectations are realistic and achievable. This may be by 
a telephone discussion or it may be appropriate to arrange a meeting between appropriate 
NHS staff and the person making the complaint. This will provide the opportunity to explain 
how the investigation will be conducted, and to manage the person’s expectations in regard 
to the outcomes they are looking for.  

Timelines  
The following deadlines are set out in the Regulations for cases at the investigation stage:  
 complaints must be acknowledged within three working days; and  
 you should provide a full response to the complaint as soon as possible but not later 

than 20 working days, unless an extension is required.  

Acknowledgements  
The Complaints Directions set out what must be included in a written acknowledgement of 
a complaint, which is as follows:  
 contact details of the feedback and complaints officer;  
 details of the advice and support available including the PASS;  
 information on the role and contact details for the SPSO;  
 a statement confirming that the complaint will normally be investigated, and the 

report of the investigation sent to the complainant, within 20 working days or as 
soon as reasonably practicable; and  

 a statement advising that, should it not be possible to send a report within 20 
working days, the person making the complaint will be provided with an explanation 
as to why there is a delay and, where possible, provided with a revised timetable for 
the investigation.  

 
When advising the person making the complaint about the role and contact details of the 
SPSO, it should also be explained that if they remain dissatisfied at the end of the 
complaints process, they can ask the SPSO to look at their complaint, and that further 
information about this will be provided with the final decision on the complaint.  
 
When issuing the acknowledgement letter you should issue it in a format which is 
accessible to the person making the complaint. You should also consider including the 
following points, where relevant to the complaint: 
 
 thank the person making the complaint for raising the matter;  
 summarise your understanding of the complaint made and what the person making 

the complaint wants as an outcome (this information will be available to you from 
your actions at ‘What to do when you receive a complaint’ as documented above);  
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 where appropriate the initial response should express empathy and acknowledge 
the distress caused by the circumstances leading to the complaint;  

 outline the proposed course of action to be taken or indicate the investigations 
currently being conducted, stressing the rigour and impartiality of the process;  

 offer the opportunity to discuss issues either with the investigating officer, the 
Patient Relations Team or, if appropriate, with a senior member of staff;  

 request that a consent form is completed where necessary;  
 provide information on alternative dispute resolution services and other support 

service such as advocacy; and  
 provide a copy of the ‘Public Facing Complaints Handling Procedure’ if this has not 

already been issued. 
 
You may send the letter electronically, provided that the person making the complaint has 
consented to this in writing, and has not withdrawn their consent.  
 
During the course of the investigation, you should, where possible ensure that the person 
making the complaint, and anyone involved in the matter which is the subject of the 
complaint, is informed of progress and given the opportunity to comment. 

Meeting with the person making the complaint during the investigation  
To effectively investigate the complaint, it may be necessary to arrange a meeting with the 
person making the complaint. Where a meeting takes place, we will always be mindful of 
the requirement to investigate complaints within 20 working days wherever possible. There 
is no flexibility within the Patient Rights (Scotland) Act 2011 to ‘stop the clock’ in the 
complaints handling process. This means that where required, meetings should always be 
held within 20 working days of receiving the complaint wherever possible. As a matter of 
good practice, where meetings between NHS staff and the person making the complaint do 
take place, a written record of the meeting should be completed and provided to the person 
making the complaint. Alternatively, and by agreement with the person making the 
complaint, you may provide a record of the meeting in another format, to suit their 
communications needs and preferences. You should discuss and agree with the person 
making the complaint, the timescale within which the record of the meeting will be 
provided. 

Extension to the timeline  
It is important that every effort is made to meet the timescales as failure to do so may have 
a detrimental effect on the person making the complaint. Not all investigations will be able 
to meet this deadline, however, and the Regulations allow an extension where it is 
necessary in order to complete the investigation. For example, some complaints are so 
complex that they require careful consideration and detailed investigation beyond the 20 
working day limit. However, these would be the exception and you must always try to 
deliver a final response to a complaint within 20 working days. 
 
If there are clear and justifiable reasons for extending the timescale, the Patient Relations 
Officer in discussion with the Directorate General Manager will set time limits on any 
extended investigation, as long as the person making the complaint agrees. You must keep 
them updated on the reason for the delay and give them a revised timescale for 
completion. If the person making the complaint does not agree to an extension but it is 
necessary and unavoidable, then senior management must consider and confirm the 
extension. 
 
 
The reasons for an extension might include the following:  
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 essential accounts or statements, crucial to establishing the circumstances of the 
case, are needed from staff, patients or others but they cannot help because of 
long-term sickness or leave;  

 you cannot obtain further essential information within normal timescales;  
 operations are disrupted by unforeseen or unavoidable operational circumstances, 

for example industrial action or severe weather conditions; or  
 the person making the complaint has agreed to mediation as a potential route for 

resolution.  
 
These are only a few examples, and you must judge the matter in relation to each 
complaint.  
 
As with complaints considered at the early resolution stage, the proportion of complaints 
that exceed the 20-day limit will be evident from reported statistics. These statistics will be 
reported via our clinical governance arrangements.  
 
If you are handling a complaint spanning health and social care services and the health 
aspects have been resolved but the social care aspects require an extension to continue 
investigation, you must tell the person that you are not yet in a position to respond to all 
aspects of the complaint and tell them when you will do so.  
 
Appendix 5 provides further information on timelines.  

Mediation  
Some complex complaints, or complaints where the person making the complaint and 
other interested parties have become entrenched in their position, may require a different 
approach to resolution. Where appropriate, you may consider using services such as 
mediation or conciliation, using suitably trained and qualified mediators to try to resolve the 
matter and to reduce the risk of the complaint escalating further. 
 
Mediation will help both parties to understand what has caused the complaint, and so is 
more likely to lead to mutually satisfactory solutions. It can be particularly helpful in the 
context of complaints about primary care providers, and the Complaints Directions set out 
that Boards must provide alternative dispute resolution services in these circumstances, if 
both the person making a complaint about a primary care provider, and the person subject 
to the complaint, agree that it should be provided. 
 
If you and the person making the complaint agree to mediation an extension to the 
investigation period is likely to be necessary and, revised timescales should be agreed. 

Closing the complaint at the investigation stage  
In terms of best practice, for relevant NHS bodies, the complaints process should always 
be completed by the Patient Relations Complaints Manager (or someone authorised to act 
on his or her behalf) reviewing the case. They must ensure that all necessary 
investigations and actions have been taken. For other health service providers this will be 
the Feedback and Complaints Officer or a senior officer nominated to perform this review. 
Where the complaint involves clinical issues, the draft findings and response should be 
shared with the relevant clinicians to ensure the factual accuracy of any clinical references. 
Where this is appropriate the relevant clinicians should always have regard to the 
timescales within which the decision should be issued. 
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You must let the person making the complaint know the outcome of the investigation, in 
writing, and also, if applicable, by their preferred alternative method of contact. Our 
response to the complaint must address all areas that we are responsible for and explain 
the reasons for our decision. You must record the decision, and details of how it was 
communicated to the person making the complaint, on the Customer Services component 
Safeguard system for recording complaints. In accordance with the Complaints Directions, 
the report must include the conclusions of the investigation and information about any 
remedial action taken or proposed as a consequence of the complaint. The report must be 
signed by NHS Forth Valley Executive Nurse Director. You may send this report 
electronically, provided that the person making the complaint has consented to this in 
writing, and has not withdrawn their consent. 
 
The quality of the report is very important and in terms of best practice should:  
 be clear and easy to understand, written in a way that is person-centred and non-

confrontational;  
 avoid technical terms, but where these must be used to describe a situation, events 

or condition, an explanation of the term should be provided;  
 address all the issues raised and demonstrate that each element has been fully and 

fairly investigated;  
 include an apology where things have gone wrong;  
 highlight any area of disagreement and explain why no further action can be taken;  
 indicate that a named member of staff is available to clarify any aspect of the letter; 

and  
 indicate that if they are not satisfied with the outcome of the local process, they may 

seek a review by the Scottish Public Services Ombudsman. Details of how to 
contact the Ombudsman’s office should be included in the response.  

 

Meetings and post decision correspondence with the person making the 
complaint  
As previously noted, it is often appropriate to meet with the person making the complaint at 
the outset of the investigation in order to fully understand the complaint, what the person 
making the complaint wants to achieve by complaining, and to explain how the complaint 
will be handled. 
 
A request for a meeting may also be received once the person has received their complaint 
response. The circumstances in which a meeting may be requested after the decision letter 
has been received include:  
1. The person requests further explanation or clarification of the decision or suggests a 
misunderstanding of the complaint in terms of the response.  
2. The person does not agree with some, or all of the response in terms of the 
investigation’s findings or conclusions or with the decision on the complaint.  
3. A combination of points 1 and 2 above, where for example the person suggests the 
complaint has not been fully understood, and the decision is erroneous even in the aspects 
that have been properly considered.  
 
It should be made clear that such a meeting is for explanation only and not a 
reinvestigation or reopening of the complaint. 

Independent external review  
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Once the investigation stage has been completed, the person making the complaint has 
the right to approach the SPSO if they remain dissatisfied. 
 
The SPSO considers complaints from people who remain dissatisfied at the conclusion of 
our complaints procedure. The SPSO looks at issues such as service failures and 
maladministration (administrative fault), clinical decisions and the way we have handled the 
complaint. 
 
The SPSO recommends that you use the wording below to inform people of their right to 
ask SPSO to consider the complaint. 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Governance of the Complaints Handling Procedure  
 
Roles and responsibilities  
Our staff are trained and empowered to make decisions on complaints at the early 
resolution stage of this procedure. Our final position on a complaint, following a stage 2 
investigation, must be signed off by an appropriate senior officer and we will confirm that 
this is our final response. This ensures that our senior management own and are 
accountable for the decision. It also reassures the person making the complaint that their 
concerns have been taken seriously.  
 
Chief Executive  

Information about the SPSO  
The Scottish Public Services Ombudsman (SPSO) is the final stage for complaints about 
public services in Scotland. This includes complaints about the NHS in Scotland. If you 
remain dissatisfied with an NHS board or service provider after its complaints process 
has concluded, you can ask the SPSO to look at your complaint. The SPSO cannot 
normally look at complaints:  
 where you have not gone all the way through the complaints handling procedure  
 more than 12 months after you became aware of the matter you want to complain 

about, or  
 that have been or are being considered in court.  

 
The SPSO's contact details are:  
SPSO  
4 Melville Street  
Edinburgh  
EH3 7NS 
  
Freepost SPSO  
(You don’t need to use a stamp)  
 
Freephone: 0800 377 7330  
Online contact www.spso.org.uk/contact-us  
Website: www.spso.org.uk  
Mobile site: http://m.spso.org.uk  
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The Chief Executive provides leadership and direction in ways that guide and enable us to 
perform effectively across all services. This includes ensuring that there is an effective 
complaints handling procedure, with a robust investigation process that demonstrates how 
we learn from the complaints we receive. Regular Complaints performance reports assure 
the Chief Executive of the quality of complaints performance. Board complaints response 
letters and SPSO correspondence are signed by the Chief Executive. In the absence of the 
Chief Executive the Director of Finance will deputise in this role. 
 
Executive Nurse Director  
On the Chief Executive's behalf, the Executive Nurse Directive has designated 
responsibility for the management of complaints across NHS Forth Valley. This includes 
the signing of all complaints which are received out with the board. 
 
Person Centred & Patient Relations Manager 
In accordance with the 2012 regulations NHS Forth Valley has a Patient Relations 
Manager in post that is responsible for ensuring compliance with the requirements of this 
procedure. In particular they are responsible for ensuring that feedback, comments, 
concerns and complaints are monitored with a view to improving performance, and that 
action is taken as necessary following the outcome of any feedback, comment, concern or 
complaint. Providing Board and Directorate governance committees with robust reports to 
inform service improvements.   
 
The Patient Relations Manager will also provide teaching and advice to all levels of staff 
across the organisation in relation to the management of Feedback, Concerns, Comments 
and Complaints. As the SPSO liaison officer the Patient Relations Manager’s role includes 
providing the SPSO complaints information in an orderly, structured way within requested 
timescales, providing comments on factual accuracy on our behalf in response to SPSO 
reports, and confirming and verifying that recommendations have been implemented. 
 
Patient Relations Officers  
In accordance with the 2012 Regulations, NHS Forth Valley has in place Patient Relations 
Officers to manage the arrangements. The Patient Relations Officer is responsible for the 
operational management and handling of feedback, comments, concerns and complaints. 
These post holders are of sufficient seniority to be able to deal with any feedback, 
comments, concerns and complaints quickly and effectively without needing to refer, in all 
but the most exceptional circumstances, to the Patient Relations Manager. The Patient 
Relations Officers are based within Forth Valley Royal Hospital and are readily accessible 
to patients, the public and staff. Arrangements are in place to ensure that individual 
caseloads are managed during periods of leave.  
 
The key duties of the Patient Relations Officer include:  
 
 Being the named contact for the complainant 
 Agree with the complainant the areas for investigation 
 Explain the complaints process to the complainant whilst managing expectations 
 Operationally manage the administration of this guidance and supporting local 

policies and procedures ensuring that:  
• feedback and complaints recording systems are in place and records kept up 

to date; and  
• organisational learning from the operation of the feedback and complaints 

process is captured and reported.  
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 Determine whether a complaint is one which should not be investigated under the 
procedure because of the likelihood that legal action will be raised in respect of the 
same issue.  

 Provide specialist advice and support to patients and staff and others on the 
management of this process, including delivery of local training and awareness 
raising; have access to advice and support on associated issues, for example 
patient consent, confidentiality, the operation of related legislation such as the Data 
Protection Act, access to medical records, Freedom of Information, etc; and  

 Have an understanding of partner organisations and how to work with them on 
managing feedback, comments, concerns and complaints.  
 

 Signposting patients and staff to appropriate support services such as Spiritual 
Care, Bereavement Services 

 
The Patient Relations Administration Staff  
Within the Patient Relations Team are administration staff who are responsible for ensuring 
the administration function of a complaint which include: 
 
 Processing the complaint 
 Resolving stage 1 complaints 
 Administering those complaints that require stage 2 investigation 
 Preparing folders for the SPSO 
 Managing the Safeguard recording system 
 Supporting the Patient Relations Officers 
 Extracting data for KPI’s 
 Extracting data to inform governance reports 

 
All Staff in NHS Forth Valley  
A complaint may be made to any member of staff in the organisation. Therefore all staff 
must be aware of the complaints handling procedure and how to handle and record 
complaints at the early resolution stage. They should also be aware of who to refer a 
complaint to, in case they are not able to personally handle the matter. We encourage all 
staff to try to resolve complaints early, as close to the point of service delivery as possible. 
Any support can be sought through the Patient Relations Team at Forth Valley Royal 
Hospital, contact details below: 
 
 
 
 

 
 
 
 

 
 
 
 
 
 
 
 

NHS Forth Valley Patient Relations and Complaints Service 
 
Forth Valley Royal Hospital 
Stirling Road 
Larbert 
FK5 4WR 
 
Telephone 01324 566660 (answer machine facility available) 
Email: fv-uhb.complaints@nhs.net 
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Clinical Directorates 
The clinical directorates will have in place managers with designated  
responsibility for carrying out robust investigations to any complaints received. Ensuring 
that this is done within the agreed timescales and any learning reported to the Patient 
Relation Officer managing the individual case. 

  
This designated person will ensure that staff statements contain the relevant information to 
allow an accurate response to the complainant. On receipt of the complaint draft response, 
they are responsible for checking accuracy of the content and seeking approval from the 
appropriate person within their clinical directorate. Also to ensure any identified learning is 
actioned within the clinical directorate. 

 
The general manager has responsibility for approving complex (red) complaint responses 
and those complaints which require Chief Executive approval. 

Recording, monitoring, reporting, learning from and publicising 
complaints  
Complaints provide valuable feedback. One of the aims of the complaints handling 
procedure is to identify opportunities to improve services across NHS Forth Valley. We 
must record all complaints in a systematic way so that we can use the complaints data for 
analysis and management reporting. By recording and using complaints information in this 
way, we can identify and address the causes of complaints and, where appropriate, identify 
training opportunities and introduce service improvements. 
 
Recording complaints  
Certain information must be recorded by virtue of the 2012 Regulations and the Complaints 
Directions, and to comply with SPSO guidance on minimum requirements. Staff should 
ensure that all complaints are recorded even those resolved at the early resolution stage 
within five working days (although these do not require an acknowledgement or a written 
report of the investigation to be sent to the person making the complaint). To collect 
suitable data, it is essential to record all complaints information as follows: 
 
 the person’s name, address and email address, where that is their preferred method 

of communication  
 the patient’s name and Community Health Index (CHI) number where relevant  
 in the event that the complainant is making the complaint on behalf of another 

person, whether that other person has given consent for the complaint to be made 
on his or her behalf  

 the date when the complaint was received  
 the subject matter of the complaint and the date on which it occurred  
 how the complaint was received  
 the service the complaint refers to  
 the date the complaint was closed at the early resolution stage (where appropriate)  
 the date the complaint was escalated to the investigation stage (where appropriate)  
 action taken at the investigation stage (where appropriate)  
 the date the complaint was closed at the investigation stage (where appropriate)  
 the outcome of the complaint at each stage  
 the underlying cause of the complaint and any remedial action taken.  
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The Safeguard Customer Services system is the electronic system for recording 
complaints, their outcomes and any resulting action. 
 
If, subsequently, the complaint is referred to the SPSO, this may result in a request for all 
relevant papers and other information to be provided, in good time, to the Ombudsman's 
office. Complaints records should be kept separate from health records, due to the need to 
only record information which is strictly relevant to the patient’s health in their health 
record. These documents should be managed with regard to the current Scottish 
Government Records Management Code of Practice. 
 
Monitoring complaints  
We have arrangements in place to monitor how we deal with the complaints we receive.  
We recognise that an increase in the number of complaints should not in itself be a reason 
for thinking a service is deteriorating. It could mean that our arrangements for handling 
feedback, comments, concerns and complaints are becoming more responsive. The 
important point is to ensure that complaints (and feedback, comments and concerns) are 
handled sympathetically, effectively and quickly and that lessons are learned and result in 
service improvement. 
 
Reporting complaints  
In accordance with the Complaints Directions, relevant NHS bodies have a responsibility to 
gather and review information from their own services and their service providers on a 
quarterly basis in relation to complaints. Service providers also have a duty to supply this 
information to their relevant NHS body as soon as is reasonably practicable after the end of 
the three month period to which it relates. Data required for these quarterly reports is 
outlined in the NHS Complaints Key Performance Indicators; this includes:  
 A statement outlining changes or improvements to services or procedures as a 

result of consideration of complaints.  
 A statement to report the person making the complaint’s experience in relation to the 

complaints service provided.  
 A statement to report on levels of staff awareness and training.  
 The total number of complaints received (other than complaints to which this 

procedure does not apply).  
 Complaints closed at stage one and stage two of this procedure as a percentage of 

all complaints closed.  
 Complaints upheld, partially upheld and not upheld at each stage of this procedure 

as a percentage of complaints closed in full at each stage  
 The average time in working days for a full response to complaints at each stage of 

this procedure.  
 The number and percentage of complaints at each stage which were closed in full 

within the set timescales of 5 and 20 working days.  
 The number of complaints at stage 1 where an extension was authorised as a 

percentage of all complaints at stage 1.  
 The number of complaints at stage 2 where an extension was authorised as a 

percentage of all complaints at stage 2.  
 

Appendix 7 provides further information on these Complaints Key Performance Indicators. 
 
Complaints details are analysed for trend information to ensure we identify service failures 
and take appropriate action. Regularly reporting the analysis of complaints information 
helps to inform management of where services need to improve.  
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Our regular reporting demonstrates the improvements resulting from complaints and shows 
that complaints can influence our services. It also helps ensure transparency in our 
complaints handling service and will help show people using our services that we value 
their complaints.  
 
We should also  
 report on a bi-monthly basis about the trends that are evident in complaints and the 

actions taken as a result; and  
 use case studies and examples to demonstrate how complaints have helped 

improve services.  
 
This information should be reported regularly, and bi-monthly, to our corporate 
management team. Detailed directorate complaints reports will be provided by the Patient 
Relation Team on a monthly basis which include complaint performance, themes, areas, 
learning from complaints and SPSO information. 
  
Review by Senior Management  
Senior Management will review the information gathered from complaints regularly and 
consider how our services could be improved or internal policies and procedures updated. 
The Patient Relations Manager is involved in a review of each of the bi-monthly  reports 
with a view to identifying areas of concern, agreeing remedial action and improving 
performance. Where appropriate, the review must also consider any recommendations 
made by the SPSO in relation to the investigation of NHS complaints. The outcomes of 
these reviews should be reported via the Board's governance structure. 
  
Learning from complaints  
At the earliest opportunity after the closure of the complaint, the complaint handler should 
always make sure that the person making the complaint and staff of the service involved 
are given feedback and, where applicable, understand the findings of the investigation and 
any recommendations made.  
As a minimum, we must:  
 use complaints data to identify the contributory factors to complaints;  
 take action to reduce the risk of recurrence;  
 record the details of corrective action in the complaints file; and  
 systematically review complaints performance reports to improve service delivery.  

 
Where we have identified the need for service improvement:  
 an action plan should be developed where appropriate;  
 the action needed to improve services must be prioritised for implementation;  
 an officer (or team) should be designated the ‘owner’ of the issue, with responsibility 

for ensuring the action is taken;  
 a target date must be set for the action to be taken;  
 the designated individual must follow up to ensure that the action is taken within the 

agreed timescale;  
 where appropriate, performance in the service area should be monitored to ensure 

that the issue has been resolved; and  
 we must ensure that our staff learn from complaints.  

 
The General Medical Council’s education standards set out the requirements of NHS 
bodies and primary care providers, in terms of the organisation and provision of medical 
education and training. It places a particular emphasis on the need for the learning 
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environment and organisational culture to value and support education and training, so that 
learners are able to demonstrate the responsibilities, values, behaviours and learning 
outcomes required. Where appropriate we will ensure appraisers place emphasis on the 
role of learning from complaints in individual appraisals to identify where we can develop or 
change our approach to improve patient care. 
 
Publishing complaints performance information  
Each year we must publish a report setting out our performance in handling complaints, 
concerns, comments and feedback. This summarises and builds on the quarterly reports 
we have produced about our own services and received from service providers in our area. 
It includes details of the numbers and types of complaints and information about the stage 
at which complaints were resolved, the time taken to do so, and about the actions that have 
been or will be taken to improve services as a result of complaints, concerns, comments 
and feedback. 
 
These reports must be easily accessible to members of the public and available in 
alternative formats as requested.  
 
The Complaints Directions require this publication to be sent to Scottish Ministers, PASS, 
Healthcare Improvement Scotland, SPSO and where appropriate, the Scottish Prison 
Service. 
 
National monitoring  
In accordance with the Complaints Directions, complaints statistics gathered through the 
quarterly reporting of complaints must be submitted by relevant NHS bodies to the 
Information Services Division at National Services Scotland, within three months of the 
year end. This information should include the performance information of Primary Care 
providers which has been submitted to the Board. The information must be in an 
appropriate format to allow collation and publication of national complaints statistics. 
 
Performance reporting by Primary Care service providers  
The requirement to record and report on complaints applies equally to all Primary Care 
service providers. NHS Boards should ensure that arrangements are in place for all 
contractors to comply with this requirement so that they can include this information in their 
own reporting of complaints handling performance. This reporting should clearly 
differentiate between the Board and its contractors.  
 
Maintaining confidentiality  
Confidentiality is important in complaints handling. This includes maintaining the person’s 
confidentiality and explaining to them the importance of confidentiality generally. We must 
always bear in mind legal requirements, for example, data protection legislation, as well as 
internal policies on confidentiality and the use of personal information.  
 
Data Protection Act 1998  
The NHS complaints procedure may be used for complaints arising from rights given by the 
Data Protection Act (1998). If this route is chosen, complaints staff should take the matter 
forward in conjunction with the Information Governance Manager/Caldicott Guardian (or 
other nominated person) who takes decisions on what information is stored and how it is 
processed by the NHS body or health service provider. Where a person NHS Complaints 
Handling Procedure remains unhappy with the outcome of local resolution they should be 
advised to contact the UK Information Commissioner. 
 
Dealing with problem behaviour  
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People may act out of character in times of trouble or distress. The circumstances leading 
to a complaint may result in the person acting in an unacceptable way. People who have a 
history of challenging or inappropriate behaviour, or have difficulty expressing themselves, 
may still have a legitimate complaint. Behaviour should not be viewed as unacceptable just 
because the person making the complaint is forceful or determined. In fact, being 
persistent can be a positive advantage when pursuing a complaint. However, the actions of 
people who are angry, demanding or persistent may result in unreasonable demands on 
time and resources or unacceptable behaviour towards staff.  
 
NHS Scotland seeks to protect their staff and alongside the national Partnership 
Information Network (PIN) guidance on Preventing and Dealing with Bullying and 
Harassment in NHS Scotland, NHS Forth Valley have an Unacceptable Actions Policy in 
place for managing persistent or unreasonably demanding people. (Please refer to 
appendix 10). 
 
We will apply our policies and procedures to protect staff from unacceptable behaviour 
such as unreasonable persistence, threats or offensive behaviour from people. Where we 
decide to restrict access to a person under the terms of an unacceptable actions policy, we 
have a procedure in place to communicate that decision, notify the person of a right of 
appeal, and review any decision to restrict contact with us. This will allow the person to 
demonstrate a more reasonable approach later. 
 
Supporting the person making the complaint  
All members of the community have the right to equal access to our complaints handling 
procedure. People who do not have English as a first language may need help with 
interpretation and translation services, and others may have specific needs that we will 
seek to address to ensure easy access to the complaints handling procedure.  
 
We must always respect human rights and take into account our commitment and 
responsibilities to equality as defined within the Equality Act (2010). This includes making 
reasonable adjustments to our services where appropriate. 
 
Several support and advocacy groups are available to support people to pursue a 
complaint and they should be signposted to these as appropriate. 
 
Patient Advice and Support Service (PASS)  

i. The Patient Rights (Scotland) Act 2011 provided for the establishment of the Patient 
Advice and Support Service (PASS). PASS operates independently of the NHS, and 
provides free, confidential information, advice and support to anyone who uses the 
NHS in Scotland. The service promotes an awareness and understanding of the 
rights and responsibilities of patients and can advise and support people who wish 
to give feedback, make comments, raise concerns or make complaints about 
treatment and care provided. Further information can be found on the PASS web 
site: www.patientadvicescotland.org.uk 

 
 
 
 
 
Local Forth Valley PASS details: 
 
PASS  
47 Drysdale Street 

http://www.patientadvicescotland.org.uk/
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Alloa 
FK10 1JA 
 
Tel: 01259 219404 
Fax:  01259 724326 
 
Time limit for making complaints  
It is recognised that it is not always possible to make a complaint immediately. In clinical 
complaints, for example, a complication or other issue may not become apparent for some 
time after the procedure. Similarly the grief associated with the death of someone may 
make it difficult for their representatives or family members to deal with a complaint in the 
period immediately after the death.  
 
Given the difficulties that the passage of time can make to the resolution of a complaint the 
timescale for accepting a complaint as set out in the regulations is within six months from 
the date on which the matter of the complaint comes to the person's notice, provided that 
this is also no later than 12 months after the date on which the matter of the complaint 
occurred.  
 
The timescale for acceptance of a complaint may be extended if the Patient Relations 
Manager considers it would be reasonable in the circumstances. Where a decision is taken 
not to extend the timescales a clear explanation of the basis for the decision should be 
provided to the person making the complaint, and the person should be advised that they 
may ask the Scottish Public Services Ombudsman to consider the decision. 
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Appendix 1: Complaints  
The following tables give examples of complaints that may be considered at the early 
resolution stage, and suggest possible actions to achieve resolution. 
 
Complaint Possible actions to achieve resolution 
The complaint relates to clinical treatment.  
The person is unhappy that several 
attempts to draw blood were not 
successfully completed, and that there was 
a lack of pain management to address her 
discomfort.  

Apologise for the pain and discomfort caused. 
Explain the appropriate procedure for taking 
blood and agree with the person making the 
complaint how this will be approached in the 
future. Perhaps ensure that an experienced 
person draws the blood, and ensure suitable 
pain management is available if needed.  

The complaint relates to clinical treatment.  
The person disagrees with their care plan 
and wants it evaluated by an independent 
clinician.  

Thank the person for bringing this matter to 
your attention. Confirm with them their reasons 
for disagreeing with the care plan. Explain the 
process for developing a care plan and the fact 
that you will check how this was applied in this 
case.  
Check with appropriate staff to ensure the care 
plan accurately reflects the agreed care needs, 
and addresses any issues raised by the 
person. Explain to the person the action you 
have taken, and the basis for the care plan.  
If the person continues to disagree with your 
response, advise them that the complaint will 
be escalated to stage 2 of the complaints 
procedure for further investigation.  

The complaint relates to a lack of privacy 
during visiting hours.  
The person complained that visitors to the 
patient in the bed next to her could 
overhear medical staff discussing her 
condition and treatment. She felt 
humiliated by this.  

Apologise for the distress felt by the person. 
Advise her of the normal procedure for 
discussing her medical condition with her. 
Explain the action you will take to ensure that 
this situation is not repeated, and any 
discussions in regard to diagnosis, care or 
treatment are conducted in private.  

The complaint relates to clinical treatment. 
A person was receiving anti-clotting 
medication injected into her stomach. Each 
treatment required two painful injections as 
the ward’s drug trolley only had small 
doses in the pre-prepared syringes. 

The person complained to the nurse 
administering the injection, who then ordered a 
supply of larger doses from the hospital 
pharmacy. Next day the person (and others on 
the ward) received the correct dose with only 
one injection required. 
 

The complaint relates to being in a mixed 
male/female ward.  
The person is unhappy at being in a mixed 
sex ward and wants moved to a single sex 
ward.  
 
 
 
 
 

Thank the person for bringing this matter to 
your attention, acknowledge their discomfort 
and apologise for the impact this has had on 
them.  
Explain the basis for mixed sex wards and ask 
what you can do to resolve the issue 
satisfactorily. Where possible consider if the 
person can be located in a room, or be moved 
to a single sex ward.  

Complaint Possible actions to achieve resolution 
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The complaint relates to staff attitude.  
It is alleged that when asked to explain 
why surgery had been delayed, the nurse 
was rude, insensitive to the person’s needs 
and did not explain the reason for the 
delay.  
 
 
 
 
 
 
 
 

Thank the person for bringing the complaint to 
your attention. Apologise, recognising that they 
feel the nurse did not respond appropriately to 
the enquiry. Make sure that you provide a full 
response to the person's request for 
information about the surgery and any reasons 
for delay. Explain that you will record the 
complaint and ensure that staff are made 
aware of the need to respond fully and 
appropriately to all enquiries.  
Discuss the complaint with appropriate staff, to 
understand the issue from their perspective. If 
and where appropriate, provide support to staff 
to respond appropriately to enquiries.  

The complaint relates to communication 
with the person.  
The letter sent by the Board to explain the 
next course of treatment used jargon that 
the person did not understand and said 
that details of the next appointment were 
enclosed, when in fact they were not.  
 
 
 
 

Thank the person for bringing the complaint to 
your attention. Advise that the use of jargon in 
letters is inappropriate and should not be used. 
Tell the person that you will bring this matter to 
the attention of the appropriate unit, who will 
contact her urgently to provide details of the 
next appointment. Tell them that you are sorry 
that this has happened, and that her complaint 
should help to ensure that this does not occur 
again.  

The complaint relates to waiting times.  
Having waited for 12 weeks to be seen by 
a physiotherapist, the appointment was 
cancelled with only one day’s notice.  

Thank the person for bringing this to your 
attention, and apologise for the inconvenience 
that this cancellation has caused. Advise them 
of the process for making physiotherapy 
appointments and the associated timescales. 
Explain the reason that the appointment was 
cancelled at such short notice. Where possible 
arrange an alternative appointment at a date 
and time which is convenient for the person.  

The complaint relates to a delay at the out 
patients clinic.  
The person complained that she had to 
wait too long in the reception area before 
being seen and she was not provided with 
a reason for the delay.  
 
 
 
 
 
 
 
 
 

Thank the person for bringing the complaint to 
your attention. Explain the process for seeing 
people at an outpatient appointment, together 
with the reasons that something went wrong 
on this occasion. Apologise, and explain the 
actions you will take to ensure that this 
situation does not reoccur. This may be by 
reminding all staff on duty to ensure that 
people are kept updated where there is a 
delay in appointment times. It may also be by 
ensuring notices are placed in the reception 
areas advising people to approach reception if 
their appointment is delayed by more than 20 
minutes.  
 
 

Complaint Possible actions to achieve resolution 
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The complaint relates to a lack of facilities 
within the hospital’s waiting area.  
The person complained that she had no 
direct access to drinking water and when 
she asked at reception for a glass of water 
she was advised to purchase a bottle of 
water from the shop within the hospital 
complex.  
 
 

Thank the person for bringing this matter to 
your attention. Apologise, recognising how the 
situation must have been for her. Explain the 
reason that drinking water may not have been 
immediately available, and what the options 
will be to access drinking water in the future.  
Where appropriate, signpost within the  
waiting areas, to explain how people may get 
access to drinking water.  

The complaint relates to car parking within 
the hospital grounds.  
The person is unhappy with the parking 
fees charged by the hospital.  
 
 
 
 
 

Thank the person for bringing this matter to 
your attention. Explain the Board, or hospital 
policy on car parking, and where appropriate 
advise on alternative areas for parking or how 
people may use public transport in appropriate 
cases. Finally explain that the Board takes all 
complaints seriously and that information from 
complaints is analysed and used to inform 
policies and procedures moving forward. 
 

The complaint relates to the catering 
services for patients.  
The person is unhappy that, despite 
notifying nurses that she is a vegetarian, 
no vegetarian meal was provided at dinner 
time. When she asked for a vegetarian 
meal she was advised that the kitchen was 
unable to provide one, and she was offered 
a salad sandwich as an alternative.  

Thank the person for bringing the complaint to 
you. Apologise, acknowledging that there has 
been a failing and expressing empathy for the 
situation the person was in. Explain the normal 
protocol for ensuring all dietary requirements 
are met, and the action that you will now take 
to ensure that a vegetarian meal is always 
provided for her. Thereafter, follow up with her 
to ensure that the situation has been 
satisfactorily resolved and her dietary needs 
are being properly met.  
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Appendix 2: Concerns 
The following tables give examples of matters that may be considered as concerns 
 
Concerns Suggested Action 
A person was worried about his forthcoming 
cataract surgery. He did not fully understand 
the procedure that would be followed and 
the implications in relation to his future eye 
care requirements.  

Arrange an appointment for him to see the 
ophthalmologist to have a full explanation of 
the surgery, and long term eye care 
requirements provided.  
 

The café uses plastic cups. An elderly 
person raised concerns that she and others 
have difficulty in holding these plastic cups. 

Where mugs are available they should be 
used in the café. Alternatively, cardboard 
cup holders/sleeves with a handle may be 
considered. 

A person raised a concern about when they 
would be seen in the clinic as the last clinic 
had overrun resulting in the her not being 
seen for her appointment.  
 

The service should contact the person to 
apologise for the earlier missed appointment 
and to inform her that action has been taken 
to ensure the clinic is not overbooked. The 
person should be reassured that their 
concerns have been noted, and that 
arrangements are in place to ensure that 
they are seen at the stated appointment 
time next time.  

A person said that his appointment letter 
was sent in an unsealed envelope, and he 
just wanted the board to be aware of this.  

Apologise to the man, and explain that staff 
will now be reminded to ensure that all 
letters are properly sealed before postage. 

A concern is raised about the provision of 
maternity (or other service) services and the 
impact that service re-provision would have 
in the future. 

Provide information about the reasons for 
the re provision of services and explain the 
actions that will be taken to ensure no 
adverse effects on service delivery.  

A person had had part of one of his fingers 
amputated. He wrote to the NHS asking for 
more information, as he felt the operation 
was unnecessary and that the complications 
were never fully explained to him. In his 
letter he states that he does not want to 
complain, but he is unhappy about his 
treatment.  
 

The circumstances described here would 
normally be handled as a complaint. Where 
the person is adamant that they do not wish 
to complain, the matter should be recorded 
as being resolved at the early resolution 
stage.  
Provide a full detailed response advising 
why a decision to amputate was taken  
following what was considered to have been 
simple routine surgery.  
If the person comes back to say that they 
remain unhappy with this response, the 
matter should then be handled at stage 2 of 
the complaints procedure, with the person 
being signposted to SPSO if they remain 
dissatisfied with the subsequent response.  
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Appendix 3: Feedback, Comments, Concerns or Complaints 
Assessment Matrix  
The person bringing the issue to your attention may be very clear from the outset that they 
do not want to complain. If however, the matter meets the definition of a complaint, the 
person should be offered an explanation that complaints provide valuable information that 
allow organisations to learn and improve services. Where it is not clear, after discussion 
with the person bringing the matter, whether it should be recorded as feedback, a 
comment, a complaint, or a concern, the matrix below may help you to arrive at the 
appropriate decision. 

 
It is expected that you will use professional judgement in deciding whether an issue can be 
looked at as a 'Concern' or whether it is appropriate to handle the matter through the 
complaints handling procedure. Where an issue is looked at as a ‘Concern’ and the person 
raising the matter remains dissatisfied with your response, you must then investigate the 
matter as a complaint, at stage 2 of the complaints handling procedure 

 
 
 

 
Insignificant or 
None 

 
Minor 

 
Moderate 

 
Significant or 
Certain 

Your 
assessment of 
the rigour  

Feedback or 
Comment 

 
Concern 

 
Concern 

 
Complaint 

The way in 
which the 
person raising 
the issue 
expresses 
their level of 
dissatisfaction  

 
 
Feedback or 
Comment 
 

 
 
 
Concern 

 
 
 
Complaint 

 
 
 
Complaint 

Your 
assessment of 
the likely 
impact on 
patient care 

 
 
Feedback or 
Comment 

 
 
 
Concern or 
Complaint 

 
 
 
Complaint 

 
 
 
Complaint 

Your 
assessment of 
the risks to 
the patient, 
patients or 
others  

 
Feedback or 
Comment 

 
Concern 

 
Complaint 

 
Complaint 

Your 
assessment of 
the risks to 
the NHS body  

 
Feedback or 
Comment 

 
Concern 

 
Complaint 

 
Complaint 

The learning 
opportunities 
that may arise 
as a result of 
looking at the 
matter raised  

 
Feedback or 
Comment 

 
Concern 

 
Complaint 

 
Complaint 
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Appendix 4: Timelines  
 
General  
References to timelines throughout the complaints handling procedure relate to working 
days. When measuring performance against the required timelines, we do not count non-
working days, for example weekends, public holidays and days of industrial action where 
our service has been interrupted.  
 
Timelines at the early resolution stage  
You must aim to achieve early resolution within five working days. The day you receive the 
complaint is day 1. Where you receive it on a non-working day, for example at the weekend 
or on a public holiday, day 1 will be the next working day. 
 
Day 1  Day 2  Day 3  Day 4  Day 5  
 
 
Day 1:         Day 5: 
Day complaint              Early resolution 
received by the                        achieved or complaint 
organisation,              escalated to the investigation 
or next working              stage. 
day if day of receipt 
 is a non-working day.  
 
Extension to the five-day timeline  
If you have extended the timeline at the early resolution stage in line with the procedure, 
the revised timetable for the response must take no longer than 10 working days from the 
date of receiving the complaint. 
 
Day 1  Day 2  Day 3  Day 4  Day 5  Day 6  Day 7  Day 8  Day 9  Day 10  

 
 
Day 1:  
Day complaint received by 
the organisation, or next 
working day if date of 
receipt is a non-working 
day.  

In a few cases where it is 
clearly essential to achieve 
early resolution, you may 
authorise an extension 
within five working days 
from when the complaint 
was received. You must 
conclude the early 
resolution stage within 10 
working days from the date 
of receipt, either by 
resolving the complaint or 
by escalating it to the 
investigation stage.  

Day 10:  
Early resolution achieved or 
complaint escalated to the 
investigation stage.  
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Transferring cases from early resolution to investigation  
If it is clear that early resolution has not resolved the matter, and the person wants to 
escalate the complaint to the investigation stage, the case must be passed for investigation 
without delay. In practice this will mean on the same day that the person is told this will 
happen.  
 
Timelines at investigation  
You may consider a complaint at the investigation stage either:  
 After attempted early resolution, or  
 Immediately on receipt if you believe the matter to be sufficiently complex, serious or 

appropriate to merit a full investigation from the outset.  
 
Acknowledgement  
All complaints considered at the investigation stage must be acknowledged within three 
working days of receipt. The date of receipt is:  
 the day the case is transferred from the early stage to the investigation stage, where 

it is clear that the case requires investigation, or  
 the day the person asks for an investigation after a decision at the early resolution 

stage. You should note that a person may not ask for an investigation immediately 
after attempts at early resolution, or  

 the date you receive the complaint, if you think it sufficiently complex, serious or 
appropriate to merit a full investigation from the outset.  

 
Investigation  
You should respond in full to the complaint within 20 working days of receiving it at the 
investigation stage.  
 
The 20-working day limit allows time for a thorough, proportionate and consistent 
investigation to arrive at a decision that is objective, evidence-based and fair. This means 
you have 20 working days to investigate the complaint, regardless of any time taken to 
consider it at the early resolution stage. 
 
Day 1  Day 5  Day 10  Day 15  Day 20  
 
Day 1:          Day 20: 
Day complaint received      Organisation’s decision 
 at investigation stage,      issued to the person  
or next working day       making the complaint 
if date of receipt is      or agreement reached  with 
 a non-working day.      person to extend the 
Acknowledgement issued     deadline. 
within three working days 
 
In exceptional circumstances you may need longer than the 20-day limit for a full response. 
If so, you must explain the reasons to the person, and agree with them a revised timescale. 
This should also be raised with the Directorate General Manager and the Patient Relations 
Manager. 
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Day 1  Day 3  Day 8                         Day 20+  

 
Day 1:        By day 20:  By agreed 
Day complaint received      In agreement with  date: 
at investigation stage,       the complainant where Issue our  
or next working day        possible, decide a  final decision 
if date of receipt is a       revised timescale  on the 
non-working day.                           for bringing the  complaint 
Acknowledgement issued      investigation to a 
within three working days.      Conclusion. 
 
Timeline examples  
The following illustration provides examples of the point at which we conclude our 
consideration of a complaint. It is intended to show the different stages and times at which 
a complaint may be resolved. 
 
 
Day 1  Day 3  Day 8  Day 20+ 
         
            
 
 
Complaint 

1 
Complaint 

2 
Complaint 

3 
Complaint 

4 
Complaint 

5 
Complaint 

6 
 
The circumstances of each complaint are explained below: 
 
Complaint 1  
Complaint 1 is a straightforward issue that may be resolved by an on-the-spot explanation 
and, where appropriate, an apology. Such a complaint can be resolved on day one 
 
Complaint 2  
Complaint 2 is also a straightforward matter requiring little or no investigation. In this 
example, resolution is reached at day three of the early resolution stage.  
 
Complaint 3  
Complaint 3 refers to a complaint that we considered appropriate for early resolution. We 
did not resolve it in the required timeline of five working days. However, we authorised an 
extension on a clear and demonstrable expectation that the complaint would be 
satisfactorily resolved within a further five days. We resolved the complaint at the early 
resolution stage in a total of eight days.  
 
Complaint 4  
Complaint 4 was suitably complex or serious enough to pass to the investigation stage 
from the outset. We did not try early resolution; rather we investigated the case 
immediately. We issued a final decision to the person within the 20-day limit.  
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Complaint 5  
We considered complaint 5 at the early resolution stage, where an extension of five days 
was authorised. At the end of the early resolution stage the person was still dissatisfied. At 
their request, we conducted an investigation and issued our final response within 20 
working days. Although the end-to-end timeline was 30 working days we still met the time 
targets for investigation.  
 
Complaint 6  
Complaint 6 was considered at both the early resolution stage and the investigation stage. 
We did not complete the investigation within the 20-day limit, so we agreed a revised 
timescale with the person for concluding the investigation beyond the 20-day limit. 
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Indicator One: Learning from complaints  
A statement outlining changes or improvements to services or procedures as a result of 
consideration of complaints including matters arising under the duty of candour. This 
should be reported quarterly to senior management and the appropriate sub-committees, 
and include:  
 
 Trends and actions should be published externally, quarterly together with a 

summary of information communicated to patients/customers/service users and 
signposting to Care Opinion. Further to this, reporting can consider the complaints 
where an explanatory meeting was offered, and if this was accepted, the outcome of 
such meetings in terms of lessons learned, as well as the percentage of persons 
making the complaints who wished to have an explanatory meeting after the 
complaint was resolved.  

 Qualitative data on complaints should be reported internally quarterly and externally 
annually. Trends should be highlighted and explained.  

 Any services changed, improved or withdrawn should be highlighted with an 
explanation of any change.  

 Actions taken to reduce the risk of reoccurrence should also be highlighted, as well 
as details of how this has been communicated across the Board.  

 A section on feedback, concerns and comments (including compliments) should be 
included.  

Indicator Two: Complaint Process Experience  
NHS Forth Valley should seek feedback from the complainant asking them of their 
experience of the process. Understandably, sometimes the person making the complaint 
will not wish to engage in such a process of feedback. However a brief survey delivered in 
easy response formats, which take account of any reasonable adjustments, may elicit 
some response. Information should be sought on:  
 
 Ease of access to the process, including how easy it is to find on websites and via 

search engines.  
 How the person making the complaint was treated by staff (for example were they 

professional, friendly, polite, courteous etc).  
 Whether empathy was shown or an apology offered.  
 Timescale in terms of responses being issued or updates as the case may be.  
 Clarity of decision and clarity of reasoning.  

Indicator Three: Staff Awareness and Training  
A statement to report on levels of staff awareness and training. This may also cover those 
staff who have been trained in mediation (for example) and how many times mediation is 
used across the organisation in any given year. Training on adverse events and duty of 
candour may also be included under this heading, as well as training on root cause 
analysis and human factors. Suggested headings for providing information under this 
indicator are:  
 
 How often internal communications are issued on complaints and training and the 

take up of training after such communications.  
 The number of staff, including managers, senior managers and Board members to 

complete mandatory or bespoke training.  
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 The number of staff who are undertaking or have completed a recognised 
professional qualification in this field.  

 Details of the Senior Reporting Officer and Board Lead.  
 NHS Forth Valley should consider adding complaints and specifically, learning from 

complaints, into senior manager objectives.  

Indicator Four: The total number of complaints received  
The key point is to get a consistent benchmark and therefore it is suggested that a core 
measure is used which would measure complaints against the number of staff employed by 
NHS Forth Valley.  
 
For example:  
 Acute Hospital Services – per episode of patient care  
 Prisons – per average population  
 GPs – percentage of patients registered with practice  
 Pharmacy – per script dispensed per annum  
 Dental – percentage patients registered with the practice  
 Ophthalmic – per episode of care  
 Mental Health – per episode of care  
 NHS24 – per call demand in 000s  

Indicator Five: Complaints closed at each stage  
The term “closed” refers to a complaint that has had a response sent to the customer and 
at the time no further action is required (regardless at which stage it is processed and 
whether any further escalation takes place). This indicator will report:  
 
 the number of complaints closed at stage one as % all complaints  
 the number of complaints closed at stage two as % all complaints  
 the number of complaints closed at stage two after escalation as % all complaints.  

Indicator Six: Complaints upheld, partially upheld and not upheld  
There is a requirement for a formal outcome (upheld, partially upheld or not upheld) to be 
recorded for each complaint. This indicator will report: 
 
 the number of complaints upheld at stage one as % of all complaints closed at stage 

one  
 the number of complaints not upheld at stage one as % of all complaints closed at 

stage one  
 the number of complaints partially upheld at stage one as % of all complaints closed 

at stage one  
 the number of complaints upheld at stage two as % of all complaints closed at stage 

two  
 the number of complaints not upheld at stage two as % of all complaints closed at 

stage two  
 the number of complaints partially upheld at stage two as % of all complaints closed 

at stage two  
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 the number of escalated complaints upheld at stage two as % of all escalated 
complaints closed at stage two  

 the number of escalated complaints not upheld at stage two as % of all escalated 
complaints closed at stage two 
 

 the number of escalated complaints partially upheld at stage two as % of all  
escalated complaints closed at stage two. 

Indicator Seven: Average times  
This indicator represents the average time in working days to close complaints at stage 
one and complaints stage two of the model CHP. This indicator will report:  
 
 the average time in working days to respond to complaints at stage one  
 the average time in working days to respond to complaints at stage two  
 the average time in working days to respond to complaints after escalation  

Indicator Eight: Complaints closed in full within the timescales  
The model CHP requires complaints to be closed within 5 working stays at stage one and 
20 working days at stage two. This indicator will report:  
 
 the number of complaints closed at stage one within 5 working days as % of total 

number of stage one complaints  
 the number of complaints closed at stage two within 20 working days as % of total 

number of stage two complaints  
 the number of escalated complaints closed within 20 working days as a % of total 

number of escalated stage two complaints  

Indicator Nine: Number of cases where an extension is authorised The 
model CHP allows for an extension to the timescales to be authorised in certain 
circumstances. This indicator will report: 
 
 the number of complaints closed at stage one where extension was authorised, as 

% all complaints at stage one 
 number of complaints closed at stage two where extension was authorised, as % all 

complaints at stage 2 

 

 

 

Appendix 7: Who submitted the complaint?  
 
The table below shows the definition of who may submit a complaint as developed by 
Information Services Division. 
 
 
Code Description 
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Patient Patient or former patient 
Kin Next of Kin 
Partner Partner 
Parent Parent 
Child Child 
Sibling Sibling 
Relative Other Relations 
Carer Carer 
Friend Friend 
Neighbour Neighbour 
Minister Minister 
GP General Practitioner 
Media Media 
Councillor Local Councillor 
Parliament MP/MSP 
Solicitor Solicitor 
CAB Member of CAB (PASS worker) 
Advocate Advocate 
Visitor Visitor to the NHS 
Public Member of the public 
Veteran  Person who has worked in the Armed Forces 
Other Other 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Appendix 8: Consent  
Where someone other than the person to whom the complaint relates, or their authorised 
agent, (including MPs, MSPs and local Councillors), wishes to make a complaint on behalf 
of a person, we will ensure that any such complaint is handled in accordance with the 
common law duty of confidentiality and data protection legislation.  
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In such circumstances we will, for example, check whether consent has been received 
from the person for the complaint to be made on their behalf. In the event that consent has 
not been received, we will take this into account when handling and responding to the 
complaint. In such circumstances we are likely to be constrained as to what we can do in 
terms of investigating a complaint, or in terms of the information which can be included in 
the report of such an investigation. 
  
In circumstances where the person does not have the capacity to consent to the complaint 
being made on their behalf, it is likely to be relevant (for example) to check that the person 
making the complaint on the person’s behalf has a legitimate interest in the person’s 
welfare and that there is no conflict of interest. It would also be good practice to keep the 
patient on whose behalf the complaint is being made, informed of the progress of any 
investigation into the complaint, in so far as that is possible and appropriate.  
 
The Scottish Government's guidance Handling Requests for Access to Personal Health 
Data provides information to assist NHS organisations (Boards, GP practices, etc) through 
the process of handling data access requests to personal health data in accordance with 
the relevant law and subsequent considerations. It also details, for example, helpful 
guidance in relation to parental responsibilities and rights. It can be accessed here:  
http://www.ehealth.nhs.scot/wp-content/uploads/sites/7/documents/Access-to-Health-Data-
Guidance-Note-November-2011.pdf  
 

Children and Young People  
All NHS bodies and their health service providers should have and operate clear policies in 
relation to obtaining consent. These should include where the person who is the subject of 
a complaint is a child. These procedures should reflect any guidance or advice that may be 
issued by the Commissioner for Children and Young People in Scotland. The principles in 
that guidance will be equally relevant to the local operation of the NHS Complaints 
Procedure. A number of information leaflets for young people are available on NHS inform 
including Confidentiality – Your Rights.  
 
Generally, a person with parental responsibility can pursue a complaint on behalf of a child 
where the NHS body or health service provider judges that the child does not have 
sufficient understanding of what is involved. While in these circumstances, the child's 
consent is not required (nor is the consent of the other parent), it is considered good 
practice to explain the process to the child and inform them that information from their 
health records may need to be disclosed to those investigating the complaint.  
 
Where an NHS body or health service provider judges that a child has sufficient maturity 
and understanding, the child can either pursue the complaint themselves or consent to it 
being pursued on their behalf by a parent or third party of their choice. It is also good 
practice to obtain the child’s written consent to allow information from their health records 
being released.  
 
 

Adults who cannot give consent  
Where a person is unable to give consent the NHS body or health service provider can 
agree to investigate a complaint made on their behalf by a third party. However, before 
doing so they should satisfy themselves that the third party has:  
 no conflict of interest; and  

http://www.ehealth.nhs.scot/wp-content/uploads/sites/7/documents/Access-to-Health-Data-Guidance-Note-November-2011.pdf
http://www.ehealth.nhs.scot/wp-content/uploads/sites/7/documents/Access-to-Health-Data-Guidance-Note-November-2011.pdf
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 a legitimate interest in the person’s welfare, for example if they are a welfare 
attorney acting on behalf of an individual covered by the Adults with Incapacity Act 
(2000).  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Appendix 9: Consent form  
  
NHS Forth Valley Patient Relations and Complaints Service 
Forth Valley Royal Hospital 
Stirling Road 
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Larbert 
FK5 4WR 
 
Consent to release patient information to a third party  
 
I hereby authorise NHS Forth Valley to disclose personal information relating to my 
healthcare to the person named below for the purposes of replying to a complaint.  
 
 
Name and address of person to whom disclosure is to be made: 
 
Name  
Address  

 
 
 
 
 

 
Patient’s details: 
 
Name  
Address  

 
 
 
 

Date of Birth  
 
I understand that to ensure a comprehensive response to my complaint, staff who 
are bound by a code of confidentiality, may have to refer to my medical record, and I 
have no objection to this. 
 
Signature  

 
 
 
 

Date  
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Section 1 - Aim 
 
NHS Forth Valley Complaint’s Handling Procedure reflects the organisations commitment 
to welcoming all forms of feedback, including complaints and using them to improve 
services, to address complaints in a person centred way and to respect the rights of 
everyone involved.  
 
A separate Unacceptable Actions Policy and Guidance for Dealing with Problem Behaviour 
has been developed to support the management of complaints and sets out expectations 
and stages.  This policy is intended for use with a complainant whose behaviour we 
consider unacceptable.  The term complainant refers to a person utilising NHS Forth 
Valley’s complaints procedure and includes anyone acting on behalf of a complainant.  
 
Introduction 
NHS Forth Valley is committed to maintaining the highest possible standards of care and 
wishes to actively encourage all people who use our services to provide feedback on their 
experience. Most patients are satisfied with the care and treatment they receive.  However, 
there are occasions when things do not go as well as they might or when we fail to meet 
expectations.  Patients should feel able to raise issues with staff and should receive a 
conciliatory response, including an explanation and details of any actions taken.  At all 
times, the aim is to be fair to both parties. 
 
In this guidance the word “patient” is used to cover patients, people acting on behalf of 
patients with their consent, the next of kin (or other appropriate person) where the patient 
has died, and visitors. 
 
This policy/guidance has been produced to help NHS Forth Valley staff deal effectively with 
the most common problems that can occur when managing feedback, comments, concerns 
and complaints. The examples contained in this guide are based on the Scottish Public 
Services Ombudsman’s (SPSO) “Complaints Handling Practice Guide - Dealing with 
problem behaviour” and their own experience of managing difficult behaviours.  This 
guidance could not be and is not exhaustive and none of the tools suggested to manage 
unacceptable behaviours are prescriptive.  Each situation is different and it is not possible 
to say definitively what the correct response should be.  Careful judgement is always 
required. The aim of this guide is simply to provide a starting point to help exercise this 
judgement.  
 
The intention throughout is to ensure that complaints can be dealt with in the best way 
possible. This guide has not been developed to avoid answering or dealing with 
complaints; rather to provide strategies which help de-escalate problems and to ensure 
where action is needed to manage a patient’s behaviour that the complaint can still be 
dealt with.  
 
Governance  
The model Complaints Handling Procedure (CHP) published by the SPSO requires NHS 
organisations to have in place a policy to deal with unacceptable actions.  
 
Recording and Monitoring  
It is vital that any decisions made in respect of managing unreasonable behaviour are 
based on accurate, reliable and appropriate information. Maintaining good quality records 
is essential, and a clear audit trail will prove vital in the event that any decisions are 
challenged or further information is requested. 
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Staff should ensure that any conversations which are abusive, offensive, obscene or 
threatening are recorded. This helps to inform the decision making process should any 
action to be taken. If a written note is kept, the note should document the discussion, using, 
as far as it is possible in the exact words used by the caller. If calls are electronically 
recorded, provision should be made to ensure that any abusive calls can be accessed and 
stored. Staff should be made aware that without this sort of detailed record-keeping it may 
not be possible to take effective action to manage the unacceptable behaviour. The record 
of the problem behaviour should always be factual and unemotional.  
 
Staff and organisations should be aware that this information may be released, for 
example, under data protection legislation or to SPSO in our examination of a customer 
complaint. Policies should be in place to ensure that there is clarity about how and where 
these records are kept and also to allow for the review of decisions to limit contact. 
Records should be kept in a way that staff will not come across abusive or upsetting 
language without warning.  
 
Best Practice  
NHS Forth Valley have in place as an organisation:  
 

• Ownership at a senior level so that staff feel confident and empowered in using the 
policy. This is used as part of complaints training and communicated to staff, how 
the policy has been used appropriately.  

• Support and training for individual staff who may face difficult situations whether 
covered by the unacceptable actions policy or not.  

• Providing clear information not only to staff but to the public to allow them to 
understand what behaviour may be unacceptable and also allowing them to raise 
any concerns, particularly around any requirements they may have for reasonable 
adjustments.  

• Proactively considering the impact of technology such as social media in terms of 
how this can be used inappropriately and working closely with Information 
Governance colleagues.  

 
Reasonable Adjustments  
All members of the community have the right of equal access to the Complaints Handling 
Procedure. It is important, therefore, to be clear that any policy on unacceptable actions 
does not preclude the need to ensure that any service provided is accessible to all on an 
equal basis. There is a requirement to consider whether you need to make reasonable 
adjustments to your service to enable a person to make a complaint. This may mean it is 
necessary to respond differently to individuals who have genuine access requirements.  
 
Organisations are often concerned about how to approach behaviour which they think may 
be occurring as a result of a mental health problem. Staff who are not clinically qualified 
should never attempt to make a diagnosis of a mental health problem or to make 
assumptions about what the impact of a particular condition may be on an individual. It is 
also not appropriate to consider behaviour related to underlying mental health as a 
category to be explicitly dealt with in a general, unacceptable actions policy. Each case will 
be different and the organisation has a responsibility to the individual. In the resources 
section we include reference to some specific materials on mental health which may help 
provide some assistance.  
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Freedom of information and Data Protection  
This guide looks at behaviour in the complaints process. It is important to note that a 
patient who is restricted in contacting the organisation about a complaint is still entitled to 
make Freedom of Information, Environmental Information or Subject Access requests. It is 
important that staff understand and are able to identify when other legal obligations need to 
be considered when responding to a complaint. 
 
What do we mean by problem behaviour?  
This is a broad term; it simply means behaviour that staff find problematic. It may include 
behaviours which some staff find difficult, unreasonable, aggressive, threatening or 
abusive. 
 
Language which labels people as 'vexatious' or 'difficult' is not helpful. The focus should 
always be on the behaviour and what you need to do in response. Neither is it helpful to 
make judgements about the cause of the behaviour. People do not always act at their best, 
particularly when they are unhappy and stressed. Concentrating on the behaviour rather 
than the cause of the behaviour, can allow you to consider whether you need to actively 
respond to the behaviour at all but can also allow you to have open discussions with the 
individual who may not fully appreciate or understand the impact of their behaviour on you 
and may be happy to change when this is explained.  
 
The behaviour we deal with in this guide  
Behaviour can be very varied and may never neatly fit into categories. We have used the 
following headings to help structure the advice and support in this guide.  
 
Difficult for you  
This is behaviour which an individual may find difficult to manage, while for a variety of 
reasons, another member of staff may be able to deal with effectively.  
 
Unacceptable actions  
This is behaviour which affects the ability of the member of staff or the organisation to do 
their job. It can most easily be identified by considering the impact that the behaviour has. 
When the impact of the behaviour means an unfair or disproportionate amount of resource 
is required, it may be unacceptable and should be addressed. Impact on resources is not 
only about the use of physical resources or time but can include the emotional impact on 
staff and behaviour which is abusive or threatening should be viewed as unacceptable. At 
times it is so extreme that the behaviour needs to be stopped immediately. We deal with 
situations when action needs to be taken to stop the behaviour immediately in the Zero 
Tolerance section of this guide. It should be noted these behaviours are simply another 
form of unacceptable action but the risks and challenges are very specific and that is why 
they are dealt with separately. 
 
Persistence  
This is the behaviour most commonly cited as a problem by staff and organisations. This 
will be covered separately from Unacceptable Actions in this guide.  
 
Zero Tolerance  
Zero tolerance is used to refer to situations where either an immediate response is needed 
or to define behaviour that is always unacceptable and, therefore, always requires action. It 
is really a sub-category of unacceptable actions but the potential impact means we have 
given this a section on its own. 
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Section 2 –Difficult for You  
 
This section is aimed at individual staff and helping them to deal with behaviour that they 
find personally difficult.  
 
There are many reasons why a person may find behaviour difficult. We can all experience 
difficulties when we do not know how to respond to behaviour which is unexpected or 
challenging. Sometimes we can be unsure about how to respond to behaviour which 
confuses us or seems odd or disproportionate. We may find behaviour difficult when it does 
not conform with the standards we expect or when it does not meet our values.  
 
It is important to remember that there is a strong subjective element to this. Behaviour that 
you may find particularly challenging may not present the same difficulties to some of your 
colleagues.  
 
Please remember that if you are in a situation where you are finding behaviour or your 
response to that behaviour difficult to manage, it is possible that you will be reacting in a 
way that may make the situation worse. In these circumstances, you may still need to end 
the contact and seek support even if the behaviour is one you would normally expect to 
manage.  
 
 
Identifying behaviour you can manage with training or support  
This category refers to behaviour which you can manage using interpersonal skills. By 
manage we mean deal with appropriately. In this context, difficult refers to anything which 
is making communication a problem. This could include behaviour which you may readily 
identify as difficult, such as anger or distress, but there may be other factors that can make 
communication difficult but which are less easy to identify.  
 
The types of behaviour you may encounter when dealing with complaints and could 
manage with support include:  
 

• anger  
• distress and upset  
• confused, illogical communication  
• someone raising concerns they may be a harm to themselves  
• repetitive and circular communication  
• unpleasant language which is below the level of abusive  

 
The aim is to make your communication more effective and work better for both you and 
the patient, family or carer.  
 
This is about the ability to be professional and to be able to deal with the public in difficult, 
but not threatening or dangerous situations. These are situations which may escalate and 
you should bear in mind that if at any point the situation becomes threatening or 
dangerous, you will need to move to a zero tolerance position and end the contact.  
 
This section looks at three topics which can help. It concentrates on spoken 
communication but there is a specific section on dealing with written communication. The 
three topics ('basic assertiveness skills', 'know your trigger points' and 'have strategies') all 
work together.  
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In order to build confidence in this area you should be able to use basic assertiveness 
skills.  That you would have spent time working out what you find stressful and difficult and 
that you know your trigger points - that you have developed some ideas about how you 
might deal with different situations, and therefore you have strategies. 
 
You may have colleagues who have particularly good interpersonal skills and you can learn 
a great deal from observing how they deal with difficult situations. After dealing with a 
difficult situation, it is important to debrief. Share experiences which have worked well or 
badly. If it is possible to do so, try to take a break and discuss difficult experiences with a 
colleague before your next contact. This will help to make sure you do not carry one bad 
experience into your next contact with other patients. The Spiritual Care Team in NHS 
Forth Valley are available to support any debriefs or reflective conversations. 
 
Basic Assertiveness Skills  
Many people who deal regularly with the public already have skills that enable them to 
manage some difficult conversations. They may not have had training or formally recognise 
these as assertiveness techniques. Training and techniques are not a substitute for good 
people skills. However, they do allow you to consider what is already working for you and 
what techniques may help in areas you may have trouble with.  
 
The SPSO e-training models www.spsotraining.org.uk provide specific training to support 
staff in handling complaints through your organisation's Complaints Handling Procedure. 
The Patient Relations Team are available to provide support and advice to staff.  
 
Below are some basic descriptions of the most common techniques and when these may 
be useful. These are all used in an interactive way in the SPSO e-learning modules.  
 
Basic Assertion  
A straightforward (unemotional) statement expressing your wants, needs, opinions, beliefs 
or feelings. For example:  
 
'I need to discuss your complaint with you.'  
'I feel you are not being fair with me, as I am trying to help you.'  
'I will be able to do that later today.'  
 
Use this technique at the beginning of a conversation or whenever you need to raise an 
issue:  
 
'Mr Jones, I am not happy that you are shouting at me.'  
If at first you don't succeed … you can repeat a basic assertion to re-emphasise a point or 
where you feel you are being ignored.  
 
One tip is that if you are finding it hard to do this, it may be because you are unclear what 
your role is or what you can or cannot do for the person. 'I don't know' is basic, and 
important assertion. You can say 'I'm sorry I don't have the answer to that right now. I will 
find out and call you back, or arrange for someone else to call you'. If the true answer is 'I 
don't know', then do not try to be helpful by guessing at the answer as this will almost 
always be counterproductive.  
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Broken Record  
Calmly repeating what you want or what the position is again. This is a very useful way of 
keeping your cool and can be helpful if someone is struggling to keep to the point or is not 
hearing something which it is important, about something you don't know the answer to or 
where you have already given an answer. The aim is to refocus the individual on the key 
points by your persistence. Normally three repetitions are enough. Try decreasing the 
volume of your voice each time in face-to-face conversations. 
 
If after three repetitions this has not worked, you will need to move on to another technique 
as the repetition to remain focused on the point can begin to sound aggressive and may 
escalate the situation. 
 
Empathetic Assertion  
A statement that contains an element of empathy but at the same time still expresses your 
own needs or wants. Use this technique when the other person holds a different view to 
you and feels very strongly about his/her view. You are letting them know that you 
understand their position. 
 
'I appreciate this is a very difficult situation for you Mr Thompson and I am trying to help 
you by arranging a visit as soon as possible.'  
'I can hear you are frustrated. In your position I would be frustrated too. I will try to get you 
the answer as soon as I can.'  
 
Avoid the use of 'but' in the middle of the sentence, it sounds too negative. Break in into 
two sentences if necessary:  
 
'I realise you feel you have been let down, Mr Brown. You had previously agreed to let us 
know as soon as you had a problem.'  
 
Discrepancy Assertion  
A statement that points out an inconsistency in someone's position or actions but without 
blame or criticism. It is important to be as factual as possible and not express an opinion on 
which version of events etc is correct. This technique is useful when you are getting 
contradictory information and are trying to work out a solution or compromise. It can be 
helpful if you take the burden of the confusion on yourself. For example, 'I'm sorry I think 
I've got myself confused. I've noted down your appointment should have been on Tuesday 
and I think you just said Monday can I check when you were expecting to attend?’  
 
It is also useful if you want to check whether someone has deliberately ignored a previous 
agreement or advice or has just misunderstood what was agreed or said. Either way the 
original agreement or advice still stands 'I'm sorry I thought we agreed you would not call 
me again until next week; has something changed?'  
 
Negative Feelings Assertion 
This technique is a way of expressing your own concerns or apprehensions about the 
situation/conversation without becoming judgemental or blaming the other party. You must:  

• state your case clearly  
• state how you feel  
• state what you want to happen.  

 
'Mr Smith, please do not use abusive language. It makes me feel uncomfortable and is 
preventing us coming to a solution. I need you to stop now.'  
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Consequence Assertion  
This technique can be used in conjunction with other techniques to explain what will 
happen if the undesired behaviour continues. WARNING: this can come over as very 
aggressive or threatening. Make this a positive statement to begin with rather than a 
negative one, for example: 
 
Positive: 'If you stop swearing at me, I can help you and we can resolve this calmly and 
quickly.'  
 
Negative: 'If you don't stop swearing then I will put the phone down'  
 
In starting out with the positive consequence you are letting the other party know you would 
prefer to cooperate. Ultimately though, you may need to make it a negative statement and 
carry out the action you have warned about. 
 
 
Know your trigger points  
Everyone reacts differently to different situations and by a trigger point we mean situations 
which will lead to a heightened reaction from you. This is perfectly normal.  
 
There is a subjective element to what we find difficult. You should be very honest with 
yourself about what you personally find difficult. This may surprise you as it may not be the 
same as your colleagues. In this context, by difficult, we mean a situation where you are 
more likely to react emotionally, or which is more likely to worry or concern you later.  
If you think about conversations where you have later thought 'I wish I had said' or ones 
where you felt you needed a break before the next conversation, you may find a common 
factor.  
 
A trigger point, then, is behaviour/language that consistently irritates or annoys you, or that 
you find offensive or makes you feel vulnerable and unsure what to do. You will have an 
emotional reaction. You may feel flustered or angry. You may also find you tend to 
prejudge the person behaving in the way you find difficult.  
 
When this happens, you are more likely to say or do something that later you will feel was 
unhelpful or made matters worse. Even if you do handle the situation well, you may find the 
contact has been stressful and/or draining and you have less energy for the next contact.  
 
The SPSO have advised during training sessions they are aware that some people find it 
particularly difficult to deal with (i.e. they react emotionally to):  
 

• patronising or sarcastic language  
• someone being rude about colleagues  
• certain phrases that have been repeated to them too often, for example, 'I am a 

council tax payer', or 'you are a public servant and are supposed to serve me'  
• someone who is very distressed and crying or threatening to self-harm  
• someone they think may be telling deliberate mistruths or is being manipulative.  

 
It is unlikely that the person who pressed your trigger point knows this is a particular issue 
for you. They might not even be aware they are acting in a way that someone may find 
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difficult. There could be reasons a person is behaving in this way and you do not know 
enough about their context to judge this.  
 
The first thing you need to do is to make sure you are not labelling the person. If you find 
you are defining the person as difficult; or obnoxious; or condescending; or weak; or needy; 
or over acting in your head that is likely to inform your reaction to them and make that 
interaction more emotional. You should also be wary of becoming overly involved with 
someone who you genuinely feel sorry for. This can lead to you feeling overwhelmed by 
the difficulties the other person is facing.  
 
Empathy is very powerful and letting someone know you would feel the same way or 
accept the feelings they are having may be appropriate, but if you want to help you need to 
be able to remain calm and clear-headed.  
 
Positively, this can help the other person by creating a sense that there is a safe place for 
them within which they are being listened to. In some circumstances, people can feel 
frightened by feeling out of control. Staying calm for those people can help them to calm 
down.  
 
In less emotionally charged situations, and when it comes to particular phrases that may 
annoy or irritate you, remember that this may well be the first time they have said this and it 
may be something they are only saying because they have reached the end of their tether.  
 
Once you have identified your trigger points, you need to make active efforts to relax and 
stay calm in those situations. You may also need to debrief. For example, you can share 
with colleagues that you find something upsetting or annoying. This may help you to 
release and manage the emotions. For your colleagues, if they do this, you should 
empathise with but not reinforce the emotional reaction.  
 
In dealing with trigger points it can be useful to have a strategy or approach in mind, we 
look at these in more detail below. 
 
Strategies for dealing with difficult conversations  
We have used the SPSO examples below with some possible approaches to a set of 
different scenarios. These are artificial. Conversations need to be personal to be effective 
and standard or clichéd phrases will likely have the opposite effect to the one you intend. 
These are not meant to be used word for word but it can be helpful to have some prompts 
or to be aware of language to avoid.  
 
Staff in the Patient Relations Team have access to prompt cards suggesting strategies and 
approaches that they can use when on a difficult telephone call. This can help to build 
confidence particularly for new staff who may worry they will forget what to do or what 
information they need to provide to the patient. The strategies below draw on that 
experience. 
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Basic tips for all situations you find difficult 
 
 
 
 
 
 
 
 
 

Make sure you stay calm. You can 
use some basic body awareness 
techniques – these apply to all 
strategies below.  
 e ns ure  your bre a thing s ta ys  
steady  
 pus hing your fe e t into the  ground 
can make you feel more in control  
 ke e p your voice  low; the higher 
the pitch the more distressed you 
sound.  
 try to ke e p the  pa ce  of your voice  
steady do not speed up or increase 
tone. 

The person is shouting Let the person know the problems 
they are causing and that if they 
stop you will be able to help.  
'Can I please ask you not to shout 
so that we can deal with this and I 
can try to offer you some help?'  
'I appreciate you are upset. It's 
difficult for me to follow what you 
are saying when you are shouting, if 
you can calm down we can talk this 
through'  
'I'm sorry you feel that way … we 
can't solve the problem if you 
continue to shout.' 

The person is distressed and upset Make it clear you can hear the 
distress and upset. Check if they 
need time out to deal with this.  
'I appreciate this is very difficult for 
you/ I can hear you are becoming 
very upset. Would you like to take a 
break and I can call you back in five 
minutes?'  
or  
'I can hear that you are upset, 
would you like to take a few minutes 
until you feel able to talk more 
calmly? I can call you back if that 
helps?'. 

The person is angry Reflect back that you can feel the 
anger; 'I can hear you are very 
angry'. You can empathise if 
appropriate, this is not the same as 
agreeing with their point of view.  
'I understand why that would be 
upsetting'.  
'I agree that would be frustrating.'  
You may feel able to respect both 
views 'I understand your position 
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and why you feel strongly about 
this'. We have looked at this 
carefully and we have come to a 
different view. 

The person is going round in circles Reflect this:  
'We are now going round in circles 
and this is not taking things 
forward'.  
'Can I ask you some questions'  
or  
'Can I ask you to put this in writing'  
or  
'Can I ask you to [what you need to 
do next to progress this]?'  
'I want to focus now on what steps 
you now need to take to progress 
your complaint'.  
Or when you need to move to end 
the conversation.  
'I am sorry; we are now repeating 
ourselves which is not helpful. I 
have explained what I will do next. I 
need to now …' 

The person will not stop talking Going silent will often prompt the 
other person to go silent too, when 
this occurs you need to be ready 
with a statement which takes the 
conversation forward.  
'I now need to ask you some 
questions.'  
'I need to let you know what I am 
going to do next.'  
'I have noted the main points can I 
check those with you?'  
'I need to take the information you 
have given me and go away to 
check this. I will get back to you 
by...'  
'I have explained why I am unable 
to help. Can I give you details of the 
organisation who may be able to 
assist' [if this is a case where there 
is another organisation who can 
help that you can signpost to]. 

The person is making accusations or 
allegations 

Probing these sorts of questions 
means the person is not able to 
make allegations without 
justification. It can also help you to 
work out what is going on if you are 
unsure why someone is reacting 
this way. Avoid why questions 
which can be confrontational - you 
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might consider 
what/where/how/when questions:  

• What makes you think that?  
• What has happened that 

makes you feel that way?  
• When did you start thinking 

we weren't listening to you?. 
The person has said or indicated in some 
way they intend to hurt themselves 
 
 
 
 

You should not attempt to hide from 
this. Check what you heard, this 
shows you have listened. You can 
show empathy where appropriate 
Then signpost to appropriate 
support.  
'Let me just check what I've heard. 
Did you say that you are thinking 
about taking your own life? …'  
'I can't imagine how you are feeling 
just now and I can hear that you are 
very distressed …'  
You should signpost to appropriate 
support, for example, we may use 
this phrase  
'We have a good partnership with 
the Samaritans, they are an 
organisation who are particularly 
skilled in offering support for people 
who are experiencing difficult / 
stressful times. I'd like to offer you 
their telephone number'.  
If it is not clear you can still raise 
this:  
'When someone is saying there is 
no point going on, feeling hopeless 
and withdrawing from family and 
friends, they are sometimes thinking 
about suicide? There are a number 
of organisations that can support 
you at this difficult time, would you 
like more information about them?'. 

Other tips 'We' messages can be helpful.  
'We could look at it this way'  
'How can we resolve this?' 'How can 
we move forward?'  
Try to keep the pace of your voice 
steady do not speed up or increase 
tone. 

 
After the contact always: 
 

• note and record the contact  
• discuss with your manager if the situation escalated.  
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Section 3 –Unacceptable Actions  
In this section, we consider situations where the impact of the behaviour means an unfair 
or disproportionate amount of resource is being used and also where the behaviour will 
need to be addressed as it may be becoming unacceptable.  
 
We concentrate on behaviour which is about the impact on the key resource of staff or 
NHS Forth Valley. Managing the behaviour of patients who are unacceptably using too 
much of your time, can free up time to deal with other patients who also need your support. 
This section also considers the behaviours that the SPSO find difficult and how they as an 
organisation respond to them.  
 
The general approach to managing unacceptable actions is very simple and can be used to 
create policies, respond to an individual and deal with a broad range of behaviours.  
 
The DESC Model  
The DESC model is the most simple and effective one to use and all the ideas and 
suggestions below build around or on this.  
 
D - Describe the behaviour  
E - Explain the impact of the behaviour  
S - Suggest how the behaviour should change  
C - Confirm what will happen if the behaviour changes and, what will happen if it does not. 
  
The first two steps are very important. In particular, they may help the person to 
understand their behaviour is having an impact they do not intend. It also provides the 
opportunity to explain the reason for their behaviour. This could allow you to work together 
to put in place a suggested approach which is acceptable to both of you.  
We will firstly look at some general guidance and then set out how this works in practice by 
using the SPSO's own policy as an example.  
 
Identifying and describing behaviour  
You should always be able to Describe the specific behaviour and Explain why that is a 
problem. You should also think about the individual and why they may require more of your 
time. Remember not all disability is visible; the majority is hidden. Someone may genuinely 
simply need more time and, as referred to in the governance section of this guidance and 
we have responsibilities to equality. 
 
The benefits of pre-emptive action  
It is possible to take steps to reduce the likelihood of difficult behaviour occurring. Ensuring 
patients receive timely and good information about what they can expect from the process 
can lessen the number of people who are contacting you because they are confused about 
what is happening or are unsure about what to do next.  
 
When and how you provide this information will depend on your patients. The information 
you give has to be useful for them. The complaints you have already received and your 
experiences of situations which became difficult are a good resource for this. You can use 
this information to communicate your expectations of your complainant. Additionally, if 
people are coming to you with the same questions then you can pre-empty these by 
providing answers upfront.  
 
It will not work in all cases but you can help reduce some problems by letting people know:  
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• the timescales you work to  
• what you expect from people who approach you  
• what you can and cannot do.  

 
The Model Complaints Handling Procedure requires as NHS Forth Valley as an 
organisation to clearly identify what exactly is the patient’s complaint or complaints, and 
what they want to achieve by complaining. This helps to focus the process on the 
complainant, which in turn, often makes the whole experience easier for them. Difficult 
processes or defensive responses, however, can help drive frustration which for some 
complainants may be the trigger that leads to them behaving in ways that the organisation 
then needs to manage.  
 
The person handling the complaint may feel that, while normally the resource being used is 
unreasonable, in this case it may not be because of a number of reasons. It is helpful to 
note this on file so that anyone else dealing with the complaint does not take action to limit 
the level of contact without considering those reasons.  
 
Identify what would be a problem  
Once you know what you generally would expect you can also set out more clearly what 
contact in excess of that will cause you problems. Again this can reflect your role and the 
organisation's capacity. Generally, while you would not have particular difficulties with 
someone whose contact is a level above what you normally have you will be able to 
identify what would be excessive. The key point is to consider what behaviour affects your 
resources. 
 
As part of this process, the organisation should ensure staff can share or identify problems 
early. For example: Can you quickly identify if someone is raising the same concern 
through multiple entry points? Or, can you quickly identify if someone is using up a lot of 
time of two or more colleagues, and the cumulative effect.  
 
An example that could be used by the Patient Relations Team: 
Sometimes the volume and duration of contact made to the Patient Relation Team by an 
individual causes problems. This can occur over a short period, for example, a number of 
calls in one day or one hour. It may occur over the life-span of a complaint when a 
complainant repeatedly makes long telephone calls to us or inundates us with copies of 
information that has been sent already or that is irrelevant to the complaint.  
We consider that the level of contact has become unacceptable when the amount of time 
spent talking to a complainant on the telephone, or responding to, reviewing and filing 
emails or written correspondence impacts on our ability to deal with that complaint, or with 
other people's complaints.  
 
Do not delay  
It is important that behaviour does not become established. It can feel very unfair to an 
individual who has been allowed to act in a way for some time to be told that the way they 
have been behaving is unacceptable and contact will be controlled. They can quite rightly 
feel aggrieved that this was not raised with them sooner or that no one explained this to 
them and may feel that the reason you are now labelling the behaviour unacceptable is not 
the behaviour but some other reason. It becomes very difficult at this point to find any way 
to rebuild the relationship.  
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Putting it into practice - Acting before it becomes a real problem  
Once you are clear what will be unacceptable, you can spot early signs of this developing. 
This allows you to address the behaviour with the person before it becomes unacceptable. 
The advantage of raising the issue early is that you can do so in a more exploratory, 
neutral fashion. You can ask why the behaviour is occurring and that may well help you to 
solve the problem together with the patient. You should record that you have raised the 
issue. Any agreement you have come to with the patient, should be confirmed in writing by 
you to let the patient know you will honour this or to record any undertakings they have 
made. There are examples of how to do this in the putting it in writing section below.  
 
Putting into practice - When the behaviour has become unacceptable  
If this early contact does not work or is inappropriate because the specific behaviour has 
already become unacceptable, you need to make it clear why the behaviour is a problem 
and make a specific request that it change.  
 
This can be done by telephone, in person or in writing. If you speak with the patient, you 
should though follow this up in writing to make sure they understand the next steps. While 
you can rely on the general terms of any policy held by the organisation, you need to 
specifically identify the particular behaviour and its impact.  
 
It is important that you do not deliver the message that behaviour needs to change more 
than twice before acting on any of the consequences you have set out. If you do, this 
simply means that the patient will consider you are not telling the truth and that their 
behaviour is not having an unacceptable impact. This means they are likely to feel you are 
acting unfairly and for reasons of personal preference if you do need to put restrictions in 
place.  
 
Dealing with unacceptable actions - suggested phrases and techniques:  
As always, these will need adapted to suit your communication style and the needs of the 
patient in a real conversation. These strategies can be used in one conversation or used in 
stages across a number of contacts but remember it is important to stop negative patterns 
of behaviour becoming established. 
 
You are receiving short but very frequent 
contact, with no additional significant 
information being provided  

Clarify why they are contacting you so 
often. There are a number of ways to do 
this:  
'Since we last spoke what has changed? 
Do you have any new information?'  
or  
'Can you let me know why you are 
contacting me so often? …'  
Dealing with the response:  
'I appreciate you would like an early 
resolution. The timescales we have are to 
allow us to look at this thoroughly and 
contacting me more often will delay rather 
than speed this up.'  
'I will be in contact when I promised. Can 
we agree you will only contact me before 
then if something significant happens?'  
If you think there is a genuine need for 
additional contact you can put an 
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agreement in place for this:  
'I know this process is making you anxious 
would it help if I arranged to call you at a 
specific time each week while I am looking 
at your complaint?' You can also commit to 
a time limit.  
If the above does not work restate the 
position:  
'We have spoken a number of times 
today/over the last few days. I have 
explained I won't be able to respond in 
detail until the end of next week.'  
Explain the impact.  
'Every time you contact me I have to take 
time away from dealing with your and other 
people's complaints.'  
If you are not receiving agreement you 
should add:  
'We have a policy which says if someone is 
contacting us too often, we can restrict 
contact. I don't want to do this so I would 
like to reach an agreement with you about 
contact.'  
If this does not achieve the desired 
outcome:  
'I am sorry we are unable to agree today 
about this. I would like to give you some 
time to think about this a bit more and I will 
write to you explaining why I am concerned 
about your contact with a leaflet/copy of 
policy explaining what steps we can take.'  

 
The person keeps visiting the office  The process is similar to the above. You 

could also advise them they have to book 
an appointment or what policy you have on 
meeting customers. You may need to put 
this in writing if an initial verbal explanation 
does not work.  

 
The person is providing too much irrelevant 
information  

'I am calling about the documents you sent 
me today. I am not sure how these relate 
to the matters I am looking at and would be 
grateful if you could explain this to me.'  
'I appreciate you are concerned to make 
sure I have all the information I need to 
make a decision. However, you have sent 
a large amount of information. I have 
reviewed this and it appears most of it is 
relevant. Each time you send me more 
paperwork that is not relevant it prevents 
me spending time on your and other 
patients complaints. Can we agree that I 
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will ask you if I need any additional 
information?....... 
 
“When we receive my response you will 
see what information I used to consider 
your complaint and we can discuss if I’ve 
missed anything at that point.” 

 
Each call is very lengthy and detailed  Let the person know at the start of the call 

that you only have a limited amount of 
time. You may also reflect back if each 
contact is not progressing the matter.  
'Last time we spoke, we talked about 
similar issues and I think we are spending 
a lot of time talking around the issue 
without this moving forward. The longer I 
spend talking to you on the same points 
the less time I have to investigate your and 
other complaints. I will contact you when 
our response is ready. Can we agree we 
will wait to discuss your complaint again 
then when you have seen our response?'  
If you are not receiving agreement you 
should add:  
'We have a policy which says if someone is 
contacting us too often, we can restrict 
contact. I don't want to do this so I would 
like to reach an agreement with you about 
contact.' If not achieved: 'I am sorry we are 
unable to agree today about this. I would 
like to give you some time to think about 
this a bit more and I will write to you 
explaining why I am concerned about your 
contact with a leaflet/copy of policy 
explaining what steps we can take'.  
Some people do need more time. If this is 
the case you can manage this by agreeing 
times for calls in advance. This means you 
can give the person the attention they need 
without worrying that you need to end soon 
to deal with another issue.  

 
The person has been contacting lots of 
different colleagues  

'I know you have spoken to my colleague 
today/this week on the same point. I have 
explained I am looking at your complaint 
and have explained the timescales for 
response. Can I ask why you have been in 
contact with my colleagues? …'  
'My colleagues know I am dealing with 
your complaint and will refer to me to 
answer your questions. Can we agree if 
you have concerns you will contact me 
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direct? If I am not here you can leave a 
message for me.'  
If you are not receiving agreement you 
should add:  
'We have a policy which says if someone is 
contacting us too often, we can restrict 
contact. I don't want to do this so I would 
like to reach an agreement with you about 
contact.'  
If not achieved:  
'I am sorry we are unable to agree today 
about this. I would like to give you some 
time to think about this a bit more and I will 
write to you explaining why I am concerned 
about your contact with a leaflet/copy of 
policy explaining what steps we can take.'  

 
The decision to issue a warning is made by Patient Relations Manager in discussion with 
the appropriate Directorate General Manager and this should be clearly documented and 
flagged within the Safeguard Customer Services module.  
 
Putting it in writing  
The same model applies to putting this in writing, when doing so, you should explain what 
they can do if they disagree with your decision. It is also appropriate to include a leaflet 
explaining the organisation's policy at this point. The sample letters below are to give you 
some ideas about what this might look like in practice. 
 
Dear Mr Smith,  
I am writing because you have emailed me on several occasions this week.  
As I have explained previously the amount of contact you are having with this office is 
causing concern.  
I am writing to explain that I am having problems with the volume of material you are 
sending me.  
You have contacted me every day since we agreed I would look at your complaint. I 
appreciate this complaint is important to you but contacting me so often is preventing me 
from looking at your and other people's complaints. This means it has the opposite effect of 
the one you intend as it delays my consideration of your complaint and is unfair to other 
people. I need to ask you to stop contacting me in this way.  
If you continue to contact me daily, I may need to restrict your contact to this office by 
refusing to answer your calls. This is not something we like to do but we have a policy in 
place that ensures we deal with everyone fairly. I enclose a leaflet about this.  
I hope this letter and leaflet together explain why I need to ask you to change your 
behaviour.  
 
Consequences in action  
If the initial attempt does not result in changed behaviour you will need to move to formal 
restrictions.  
 
When deciding what restriction is needed you should link this closely to the problem. For 
example, if someone is contacting you through lots of routes and that is causing you 
problems, you could restrict their contact to one point of contact. If someone is calling or 
emailing too often, you may restrict a method of contact. In some cases, you may combine 
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these by insisting on one point of contact and only in writing, for example. Or one point of 
contact and by telephone.  
 
You should always aim to put on the least possible restriction to manage the behaviour.  
 
Here is an example letter for escalating the process: 
 
Dear Mr Smith, 
  
I wrote to you previously and explained that your behaviour was causing problems. I asked 
you to stop calling me continually, unless you had new and relevant information about your 
complaint.  
Since then, your behaviour has not changed. I previously explained that this behaviour was 
preventing us from doing our work and was unfair to other people. I said that if this 
continued we may have to use our policy to restrict your contact.  
Unfortunately, I have to tell you we have decided we have to restrict your contact. From 
today, staff will be told not to engage in conversation but end any call made by you.  
[If they need emergency access you may add something like: You will still be able to 
contact our repair line. However, staff will be told they will not be able to talk to you about 
your complaint/this matter and will end any call if you raise that issue.]  
Once again I enclose a copy of our leaflet which explains why we sometimes have to act in 
this way. If you are unhappy with this decision you can ask for it to be reviewed by my 
manager. The decision will remain in force until the end of that review.  
[We will continue to provide care services and will review this decision to restrict contact 
every three months. If we consider that it no longer is required we will write to let you know 
we have decided to lift this restriction.]  
 
Making unreasonable demands  
There are times when you will need to say no to a request or a demand.  
 
Pre-emptive action  
For an organisation, there are usually common requests and it can be helpful for staff to 
know before being asked by a patient when and how their organisation would:  
 

• agree to a meeting  
• escalate to a manager or other senior staff.  

 
For example, staff dealing with complaints should be able to answer: 
  

• that we always allow meetings on request unless there is a good reason not to  
• we would consider visiting someone at home and only not do so if there were good 

reasons  
• the Patient Relations Team are there to advise and use discretion  

 
Remember, it is unlikely that a specific request will always be unreasonable and there will 
be a need to consider whether an exception should be made.  
 
A demand becomes unacceptable when it starts to (or when complying with the 
demand would) impact substantially on the work of the office.  
Examples of actions grouped under this heading include:  
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• repeatedly demanding responses within an unreasonable timescale  
• insisting on seeing or speaking to a particular member of staff when that is not 

possible  
• repeatedly changing the substance of a complaint or raising unrelated concerns.  

 
Here are some examples of such cases: 
 
The person wants you to respond to their 
timescale  

'Can you tell me why it is important we 
respond by that date? …' There may be 
some circumstances where the request is 
reasonable, for example where there 
would be significant repercussions if not 'I 
am sorry I know you would like a response 
sooner. It is important that we take our 
time to make sure we investigate your 
concern properly.' If needed you could 
add: 'I am afraid we would need a very 
good reason to cut the process short and 
you have not given me one'.  

The person insists you conduct your 
investigation the way they would like you 
to do this  

'I will look at your concerns carefully and 
consider what information I need.' 'At 
present I do not consider I need to take 
those steps. This is because I have 
enough information from you about the 
location, I do not need to check that 
information' or say whatever reason this is 
not possible, for example, it may be 
disproportionate. 'I will let you know in my 
decision the steps I have taken to obtain 
evidence and consider your complaint 
properly.'  

The request continues to be made after 
you have explained this is unreasonable  

Your approach will be similar to those in 
terms of too much contact.  
'I have explained why I am unable to do 
this. It is not helpful for us to continue to 
have the same conversation. If you are 
unhappy with this decision you can put 
your concerns in writing … Meanwhile, I 
will continue to consider your complaint 
and respond by the end of next week.'  
At this point you may find the problem is 
the amount of contact and you should 
combine this with the strategies set out 
above.  

The person wants you to look at a specific 
issue which is unreasonable/has a list of 
detailed complaints running to several 
pages and is unwilling to have them linked 
into fewer more manageable number  

'I am sorry. I know you would like us to 
look into all your concerns. We are not 
able to do that because some of these 
occurred more than five years ago. What 
we can do is look at the more recent 
issues.'  
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A written example might be: 
 
Dear Mr Smith,  
I am writing in response to your letter.  
You have said you would like me to respond to you by the end of this week. I have 
explained why this is not possible. Our complaints procedure allows twenty working days 
for me to respond to your concerns and I will respond to you within that timescale.  
I will continue to look at your complaint. I would ask you to wait until you receive the 
decision which should be with you by [date]. If, at that point, you are unhappy, you will be 
able to take your concerns about the way we have dealt with your complaint to an 
independent body.  
 
Remember these strategies relate to the complaints process. It is not helpful to keep the 
person in the complaints loop by asking them to make a formal complaint about the way 
you are considering a complaint. However, if the request was made in another area of 
decision-making, the planning process for example, you can and should refer their 
dissatisfaction with that to the complaints process  
 
Refusal to cooperate  
This situation is usually fairly straightforward to identify. On receipt of a complaint, we then 
contact the person. During this discussion whether it is verbal, written or email, we agree 
with the complainant what we will look at; providing us with further information, evidence or 
comments on request; or helping us by summarising their concerns or completing a form 
for us.  
Sometimes, an individual repeatedly refuses to cooperate and this makes it difficult for us 
to proceed. We will always seek to assist someone if they have a specific, genuine difficulty 
complying with a request. However, we consider it unreasonable for a patient to bring a 
complaint to us and then not respond to reasonable requests.  
 
You should also consider the ability of the person to co-operate. For example:  
 

• if someone is capable of producing several pages of detailed analysis, it is 
reasonable to ask them to complete a summary or a complaint form which sets this 
out more succinctly  

• it would be unreasonable to insist that someone with limited literacy skills puts 
everything in writing  

• if a person makes allegations and claims to have evidence it is unreasonable to 
expect you to look at those allegations without providing you with that evidence  

• it is likely to be unreasonable for someone to say they have more issues and then 
not provide further detail.  

 
Deciding that someone is refusing to cooperate will be on a case by case basis, however, 
you can also let people know, what level of cooperation you will ask for.  
 
Please see examples below: 
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The person is refusing to cooperate  'Can you tell me why you would be unable 
to … provide a summary, provide 
evidence.'  
This is to make sure you have checked 
there is not a good reason for the 
customer's action.  
'I know you do not want too but I:  
 a m una ble  to proce e d without this ,  
 will not be  a ble  to cons ide r this  unle s s  I 
have a good understanding of your 
complaint;  
 will not cons ide r the s e  a lle ga tions  unle s s  
you provide the evidence you tell me you 
hold.  
… I am sorry you do not want to provide 
me with help. This means I will not be able 
to take this further. I will put this in writing 
to you. 

  
 
A written example might be: 
 
Dear Mr Smith,  
Thank you for your telephone call.  
As I explained, I need you to provide me with the information we discussed in order to 
complete my investigation. I would like to give you the opportunity to do this now. I will not 
proceed with your complaint until you provide this. If I do not hear from you by next week, I 
will assume you do not wish to proceed and will close your complaint.  
I look forward to hearing from you soon with this information.  
 
Unreasonable use of the complaints procedure  
The SPSO, have identified rare situations where the way the complaints process was being 
used was, in effect, a way of harassing a public organisation or seeking to prevent them 
carrying out a legitimate decision. While this behaviour must be addressed, preventing 
someone accessing a complaint process is a significant step. Any such decision must 
carefully balance the impact of such a decision with the needs of the individual.  
 
Describe and explain  
Patients have the right to pursue their concerns through a range of means. They also have 
the right to complain more than once about NHS Forth Valley whilst they are receiving 
ongoing care.  
 
However, this contact becomes unreasonable when the effect of the repeated complaints is 
to harass, or to prevent the organisation from pursuing a legitimate aim or implementing a 
legitimate decision. We consider access to a complaints system to be important and it will 
only be in exceptional circumstances that we would consider such repeated use is 
unacceptable - but we reserve the right to do so in those exceptional cases.  
 
Describing exceptional  
This again has to be linked back to the specific resources available. An example of when 
we may consider this is where an individual uses the complaints procedure in response to 
every contact and while these are new, they are trivial complaints.  
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It is important to identify whether the complaints look new or are simply an attempt to 
reopen a decision that has been made by either reframing or by seeking to prevent the 
work needed to implement the decision. For example, every social work contact leads to a 
complaint about the way that person was treated but this is effectively about the decision 
that has been made that they should be involved. If the person is repeatedly trying to re-
raise the same issue by reframing the case then they are persistent and so we would not 
use this strategy because that problem can be dealt with more simply by another method.  
 
Putting it in practice  
Before considering using this very strong strategy, a report should be prepared by the 
Patient Relations Team that itemises all the complaints received over a reasonable period 
and include the topics and outcomes. This is to ensure you are taking an objective view of 
the position. The aim should be to give the person a clear chance to manage these 
themselves by letting them know about the consequences of continuing to complain about 
certain issues. Only if the behaviour continues should you consider this restriction. You do 
need to communicate appropriately with your decision always being confirmed in writing to 
ensure the person has a record.  
 
The complaints process is an important safeguard, therefore, any decision to restricts 
access to it requires the sign-off of the Chief Executive Officer.  
 
A written example might be: 
 
Dear Mr Smith  
I am writing to you to set out the problems we are experiencing with the way you are 
communicating with our organisation.  
Since last August, you have complained to us 27 times. I set out below, a list which shows 
when you complained, about what and the outcome of each complaint. We have either not 
upheld your complaints or only upheld on minor points.  
I appreciate the complaints you have raised are important to you. However, this 
organisation has a responsibility to use the resources we have fairly and I consider that 
responding to all of your regular complaints is now becoming disproportionate and means 
you are receiving an unfair amount of our resources.  
Your complaint about your care which is the main reason you are unhappy with this 
organisation was considered last August and you were told of your right to approach the 
Ombudsman.  
 
While the complaints you have raised are technically different from the original complaint, 
they are closely related and I consider they are attempts by you to reopen that original 
issue.  
 
I need to ask you to carefully consider your use of the complaints process. I enclose a 
leaflet which explains that in some very rare cases, we can limit access to this process. I 
do not wish to do this. However, it is not a fair use of our resources to continue to provide 
you with a full response to each contact. If you continue to contact us about this issue, we 
will review each complaint but only respond to those which we consider are in the wider 
interest for us to consider or which have a significant, new impact on you.  
 
 
 
 



   27 
 

Consequences in action 
 
Dear Mr Jones,  
You have submitted a new complaint.  
 
I wrote to you previously and explained the problems we had with the way you were using 
the complaints procedure. I consider that this new complaint is continuing the pattern of 
behaviour we asked you to change.  
 
I have now decided to restrict your access to the complaints procedure. This means that 
while you will still be able to submit a complaint, each complaint will be assessed to decide 
whether there is a public interest or a new significant impact on you. If there is, we will write 
to tell you we will consider your complaint. If we consider that there is not, we will not 
consider your complaint and you will only receive an acknowledgement noting the 
correspondence.  
 
I am sorry to have to take this step. I enclose again a copy of our leaflet which explains 
why we sometimes have to act in this way. If you are unhappy with this decision you can 
refer to the Ombudsman.  
 
[While we are restricting access to the complaints procedure, we will continue to provide 
you with services and will review this decision to restrict contact every three months. If we 
consider that it no longer is required we will write to let you know we have decided to lift 
this restriction.]  

Section 4 - Persistence  
 
The problem of persistence  
Persistence should not be a skill that someone who has been let down by a public service 
needs to exercise in order to be heard. That said, there are well documented instances 
where significant public injustices were only finally highlighted and understood as a result 
of the persistence of a small group of individuals.  
 
Yet persistence is often seen as a significant problem in the complaints process. The 
SPSO have reported that organisations are unsure what to do when someone who has 
completed the complaints process continues to:  
 

• correspond on the same point  
• repeatedly try to raise the same issue using new arguments or claims they have 

new information and is supplying copious documents  
• pursue completed complaints by approaching elected representatives  
• use more than one route to raise the same issue.  

 
The SPSO have shared that some organisations are unsure of the process to handle a 
person who constantly questions the action and decisions of the body but, refuses to enter 
the formal complaints process and insists they are simply seeking clarification.  
 
On discussion with the organisations the SPSO have found that is usually a problem 
created by the individual. However: 
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The decision of an individual to disagree with you is legitimate as is their decision to refer 
matters to elected representatives, or to pursue their disagreement by approaching 
external organisations and agencies. The use of their own energy and resource to continue 
to pursue an issue important to them is a matter purely for that individual.  
 
This means it is not appropriate to use an unacceptable actions policy when the only issue 
is that an individual is persistent. However it is important to consider that: 
 

• you are responsible for the resource and time your organisation puts into dealing 
with the individual; and  

• if you have reached a final decision, you do not need to continue to explain that 
decision and it may be unhelpful both to the organisation and to the individual to 
continue to try to do so.  

 
We cannot prevent people disagreeing with you. We can and should prevent situations 
where unhelpful, circular correspondence occurs and you both restate the position in 
different ways meaning both you and the complainant get stuck in a correspondence loop.  
 
Preventing the problem in the first place  
There are steps which can be taken to help prevent people getting stuck in loops of contact 
and response which do not take the matter forward. You will see that most of these are 
also simply good complaints handling techniques.  
The first of these is keeping the complaints process simple and ensuring it operates well. 
 
If someone finds it difficult to access a process or make a complaint, you have already 
used their resources without any benefit to them. If the answer to the complaint is no, it 
does not help to say this to someone three times at three different levels of management 
before they can ask an external organisation to look at the complaint  
 
The model Complaints Handling Procedure limits the amount of times an individual needs 
to raise concerns before they can take those concerns to an independent external body. 
This helps them to move their complaint forward. Make sure you have a clear 
understanding of the complaint at the start of the process. A conversation where you talk 
through the complaint and agree what is important to that person and what you are looking 
at will help to avoid the situation where someone has to repeatedly complain because they 
don't feel you are getting the point.  
 
It is also important at this early stage to make it clear what you can and cannot achieve for 
that person. If they have unrealistic expectations or are unsure themselves what outcome 
they want, they are unlikely to be happy with any outcome.  
 
Clarity in the decision  
A clear, direct and personalised answer can either help someone accept your decision or 
help them to identify where to focus their energy next if they remain unhappy. Clarity in the 
decision means that it is easier for both the organisation and the person to understand 
where any outstanding disagreement exists. This should include letting people know what 
evidence you have used, and what you have done to investigate their complaint. This may 
allow them to disagree with your decision while accepting the process was fair. This is 
particularly important if you need to have an on-going relationship with the individual.  
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How to say no!  
Organisations who are aware the person may be disappointed with a 'no' often avoid being 
clear and this, in turn, can lead to confusion and generate further confused contact. If the 
answer is 'no' being clear and letting the complainant know sooner rather than later that the 
outcome is negative can help. It is good practice to call someone before they receive the 
written response. You can defer detailed questions until they have had a time to absorb the 
decision letter but this forewarning can help them to actually absorb the information better. 
This means subsequent questions from the customer may be better framed and you can 
provide a better response. This can help you to focus on any genuine outstanding issues 
rather than getting stuck in a loop. 
 
If you feel nervous about this consider using language like:  
I wanted to call to let you know I have reached my decision. Having spoken to you at the 
start of the process, I know you will find it disappointing.  
 
I know you will have a lot of questions, I can give you a general idea of the reasons behind 
the decision but to be fair to you I would ask you to take your time to read through the letter 
and I will be happy to answer any more detailed questions then.  
 
It is not possible to ensure that everyone who complains will agree with your decision. If 
you communicate well and are transparent they are more likely to accept they have been 
treated fairly even if they still disagree with your decision and wish to pursue that with an 
external organisation. 
 
What to do if you are dealing with someone who is being persistent  
If someone disagrees with the organisation at the end of the process, there is no need to 
continue interaction unless there is some clearly, defined benefit.  
 
It is appropriate to provide additional explanation or answer questions but be sure that it is 
clarification that is being sought. If clarification is sought more than once consider whether 
it is actually an attempt to reopen the complaints process.  
 
It is appropriate to reopen the process if the person has new evidence or a clear indication 
you have made an error. Providing clarity in your decision will help you and the 
complainant to focus on this. However, if you are in contact more than three times after the 
process has concluded, and no change has been made to the decision, it is probably time 
to end the contact on that point.  
 
The disagreement is not unacceptable and you do not need to label the behaviour as an 
unacceptable action. You simply need to clearly refer the individual to the next stage in the 
process if there is one (most organisations have an independent body they can refer the 
complaint too) and let the person know you will not respond on the complaint again. At this 
point, if you have said you will not respond, then you should ensure that this happens.  
 
Make sure that you have identified the correct problem  
The decision to engage once a process is concluded is completely within the discretion of 
the organisation and the decision can be made to continue or not continue contact.  
 
Often persistence is confused with other issues, for example, an individual who is 
contacting a body too often or in an aggressive way. It is important to make sure you have 
identified what the problem is and respond to the specific behaviour that is causing the 
problem. It is important to remember it is the behaviour and the impact on your resource 



   30 
 

you need to deal with. It is preferable if people can agree with you but everyone has the 
right to their own views, disagreement in itself is not a problem. 
 
A person is repeatedly asking questions or 
for more information but is refusing to enter 
the complaints process  

You can use variations on the strategy for 
someone who is contacting you too much. 
You may need to make it clear you have 
done all you can and if they will not engage 
with the complaints process, you will no 
longer respond to questions about this. 
Remember they do still have their right to 
make FOI/ Data access requests, 
therefore, this can only apply to requests 
for comment or further clarification.  

 
The person has asked an elected 
representative to make the same complaint 
on their behalf  

You simply restate the decision you have 
already made to the elected representative 
and let them know you have informed the 
person of their rights to take this further. It 
is appropriate for a representative to 
support a person in making a complaint. 
However, once the decision has been 
made and unless the representative has 
new evidence or information, there is no 
reason to change your decision simply 
because someone is writing on their 
behalf; indeed it would be inappropriate to 
do so.  

 
The person has been contacting lots of 
different colleagues  

‘I know you have spoken to my colleague 
today/this week on the same point. I have 
explained I am looking at your complaint 
and the timescales for response. Can I ask 
why you have been in contact with my 
colleagues? …’  
‘My colleagues know I am dealing with 
your complaint and will refer to me to 
answer your questions. Can we agree if 
you have concerns you will contact me 
direct? If I am not here you can leave a 
message for me.’  
 
If you are not receiving agreement you 
should add: 
“ We have a policy which says if someone 
is contacting us too often, we can restrict 
contact. I don’t want to do this so I would 
like to reach an agreement with you about 
contact.” 
If not achieved: 
I am sorry we are unable to agree today 
about this. I would like to give you some 
time to think about this a bit more and I will 
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write to you explaining why I am concerned 
about your contact with a leaflet/copy of 
policy explaining what steps we can take.” 

 
 
The person has completed the process but 
is now contacting different agencies to 
pursue their concerns about you. This may 
lead to multiple contacts from those 
agencies  

It is appropriate to discuss the outcome 
with someone or to provide some 
clarification. You should not normally 
expect to have to do so more than once or 
twice. If you have done this, you should 
remind the person that the letter has 
informed them of their right to approach an 
independent body. You may want to use 
variations of the following.  
‘I hope this additional clarification is helpful. 
Our consideration of your complaint is now 
at an end and will not be reviewed by us 
further. We have told you of your right to 
approach the SPSO and I include their 
contact details again.’  
‘Thank you for your letter. Your 
disagreement with our decision has been 
noted on file. Having done so, I have to 
explain that our consideration of your 
complaint is now at an end and this 
complaint will not be reviewed by us 
further.’ [referral to SPSO or other body]  
‘Thank you for your letter. I appreciate you 
remain disappointed with our decision. As 
you know, our consideration of your 
complaint is now at an end. We will be 
happy to consider any new complaints but 
will not consider this complaint again (in 
some cases it may help to detail exactly 
what that complaint is).’ ‘In line with our 
normal procedures, if you write to us again 
on this matter, we will file your 
correspondence but will not acknowledge 
nor respond [or will simply respond with an 
acknowledgement]. This is because it is 
not helpful to let you think we will review 
this again.’  

 
The person is sending you lots of detailed 
but irrelevant information  

‘I am calling about the documents you sent 
me today. I am not sure how these relate 
to the matters I am looking at. I am 
considering xxx.’  
‘I appreciate you are concerned to make 
sure I have all the information I need to 
make a decision. However, you have sent 
xxx amount of information. I have reviewed 
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this and most of it was not directly relevant. 
Each time you send me more paperwork 
that is not relevant it prevents me spending 
time on your and other people’s 
complaints. Can we agree that I will ask 
you for any information I need? …’  
‘When you receive my response you will 
see what information I used to consider 
your complaint and we can discuss if I’ve 
missed anything at that point.’  

 
The person has completed the complaints 
process but is unhappy and wants to raise 
the same issue with you again  

You may have to respond to a number of 
different agencies. You need to make sure 
that your response is co-ordinated and that 
whatever route is used, your response is 
consistent. This would include consistently 
changed, if you do identify a problem as a 
result of external contact.  

 
The person insists you need to consider 
new arguments or new evidence  

The first time or the second time this 
happens, you should have a look to see if 
this is new and significant. It is not enough 
that this is new, it needs to make you feel 
your original decision has been 
undermined by this.  
Remember the other strategies can be 
used at this stage too, and if someone 
insists they have new arguments or 
evidence, you can insist they present them 
in a way you can process them.  
‘I have reviewed the points you consider to 
be new evidence. Thank you for agreeing 
to set these out in summary form, that has 
been very helpful. I know you will be 
disappointed to learn that I do not consider 
the points you have made to be new, 
significant information which would lead us 
to review your complaint. As you know, you 
can ask the SPSO to consider your 
concerns and I repeat their details here’  
‘You have asked me again to consider new 
information. We have reached our decision 
on your complaint and have done so on the 
basis of the best evidence available to us. I 
have also reviewed the evidence you 
provided recently. I have explained your 
right to approach the SPSO and do not 
intend to consider this matter further.’  
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Related issues  
It can sometimes be difficult to manage situations where a person uses multiple agencies 
or representatives in order to pursue a complaint. Individuals do have the right to enlist the 
help of elected representatives.  
 
In itself, there is no need to change the decision or undertake a new investigation because 
a new representative or organisation is involved. Good complaints handling should mean 
you can provide evidence of the investigation you have already undertaken.  
 
The enquiry that is really a complaint  
If someone is choosing not to complain but clearly has a complaint in line with the definition 
of a complaint contained in our Complaints Handling Procedure, and is seeking simply to 
avoid the complaints process, the organisation should direct to the complaints process.  
 
Individuals can genuinely be concerned about the personal impact of complaining. 
Reassurance that there will be no negative impact may help. 
 
Ultimately if the individual does not wish to engage with the complaints process and advice 
and information has been given, the organisation will need to consider what additional 
benefit there may be from continuing to correspond. They should take into account the 
need to ensure fair and proportionate use of their own resources when they do so.  
 
In some cases, it may be appropriate to refuse to deal with the issue further if the 
organisation has already attempted to deal with it as an enquiry and this has not resolved 
the matter. It is important to inform people that if they do not engage with the complaints 
process they may be losing certain rights.  
 
Persistence and the special case of policy decisions  
This section has so far only addressed the issue of persistence in the context of a 
complaints process - this is a process with a clearly defined entry and exit point and the 
next stage would be to signpost the patient to the next, external stage, if they remain 
unhappy which is the Scottish Public Sector Ombudsman (SPSO).  
 
Individuals and groups who do not wish to complain about an individual decision or 
situation, but plan a campaign in order to change policy are in a different position. There is 
still a need to ensure fair and proportionate use of resource and so unacceptable actions 
policies can be used to manage levels of contact. However, the decision not to engage with 
campaigners (whether individuals or groups) is ultimately a matter of judgement.  
 
Staff in organisations need to be able to identify the difference between someone 
complaining and someone seeking to engage politically. It can be difficult to make the 
distinction as some people may wish to change a law or policy following an unsuccessful 
complaint because they discover the reason they could not have the decision changed was 
as a result of law and policy. It is important to keep complaints and the political process 
separate. Again, clarity in your letter with the decision can help individuals and groups be 
clearer themselves about the next steps they wish to take. It may also be helpful to check 
what they are trying to achieve in their contact.  
 
When it is clear that individuals and groups are seeking to influence law and policy and are 
now campaigning rather than complaining, it is appropriate to ensure campaigners are 
signposted to political routes. For example, you can inform them how to contact elected 
representatives who may be in a position to make the changes they require. It is for those 
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elected representatives alone to decide how much time they wish to put into engaging with 
such individuals and groups. 
 

Section 5 - Zero Tolerance  
Certain behaviours are never appropriate in a work, or in some cases, any setting. It is 
important to be able to identify this, and to be aware that it may happen unexpectedly when 
contact with someone has been going well. You should also note that while all the 
behaviour listed below is considered to be unacceptable, the response you choose may 
vary and you remain in control of deciding how to respond in each situation. 
 
The dangerous situation  
If you feel you, or others, are at immediate risk, you need to take quick and decisive action.  
 
There are skills which can help you de-escalate situations and may be helpful in 
emergencies when you feel someone's behaviour is becoming dangerous to you or others. 
One example is the three D's which encourage you to Divert, Deflect, Distract.  
 
This may allow you time and space to move to safety, to get help, or to help the person 
calm down. If you do have to do this, the incident should always be logged in case this is a 
pattern of behaviour you need to deal with. You should always de-brief with a manager or 
appropriate senior colleague after any significant incident.  
 
Identifying behaviour that could fall within the category of behaviour you should 
never tolerate  
There is a wide range of types of language and actions which you need to consider when 
deciding whether behaviour has fallen into the Zero tolerance category. NHS Forth Valley 
have in a place a Management of Violence and Aggression Policy which should be used in 
considering your decision.  
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APPENDIX 1 
 
GUIDANCE FOR DEALING WITH UNREASONABLY DEMANDING OR PERSISTENT 
COMPLAINTS  
 
People may act out of character in times of trouble or distress.  If there have been 
upsetting or distressing circumstances leading up to a complaint, in a small number of 
cases this can lead to a complainant acting in an unacceptable way.   
 
1.  Classifying a complainant as unreasonably demanding or persistent should only be 
required in exceptional cases and where it can be demonstrated that:- 
 

• The complaints procedure has been correctly implemented; 
• All reasonable measures have been taken to resolve the complaint; 
• No material element of the complaint has been overlooked or inadequately 

addressed; 
• A full written case has been submitted to and approved by the Chief Executive (or 

nominated deputy in his/her absence.) 
 
The definition of an unreasonably demanding or persistent complaint is attached at 
Appendix 2A. 
 
1.1 Before agreeing to classify a correspondent as unreasonably demanding or persistent, 
consideration should be given to dealing with future correspondence in one or more of the 
following ways:- 
 

• By drawing up a signed “agreement” with the complainant which sets out a code of 
behaviour for the parties involved if the complaint is to continue being processed; 

• Declining contact with the complainant either in person, by telephone, by email, by 
fax, by letter or any combination of these, provided one form of contact is 
maintained; 

• Temporarily suspending all contact with the complainant or investigation of a 
complaint whilst seeking legal advice or guidance from other agencies. 

 
1.2 Where a decision is taken to classify a complainant as an unreasonably demanding or 
persistent complainant, the Chief Executive (or nominated deputy in his/her absence) will 
notify the person in writing of the reasons why they have been so classified and the action 
which will be taken with future correspondence or calls.  The letter will provide a summary 
of NHS Forth Valley’s position on the complaint, indicating that:- 
 

• NHS Forth Valley has responded fully to the points raised and, as there is nothing 
more to add, continuing contact on the matter will serve no useful purpose; 

• That further correspondence will simply be acknowledged unless it raises a new 
matter of substance. 

 
This notification letter may be copied for the information of others involved in the process, 
e.g. conciliator, MP, MSP, etc.  A record must be kept of the reasons why a complainant 
has been classified as unreasonably demanding or persistent. 
 
1.3  It is important when considering classifying an individual from an equality group as an 
unreasonably demanding or persistent complainant to make appropriate checks to ensure 
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that the decision in no way based on institutional discrimination or on a lack of knowledge 
of the specific needs of that individual. 
 
 
1.4 If a complainant has been classified as unreasonably demanding or persistent, 
subsequently demonstrate a more reasonable approach or submits a further complaint for 
which normal complaints procedures would appear appropriate, the classification should be 
reviewed.  Staff who previously have used discretion in recommending ‘unreasonably 
demanding or persistent’ status should similarly be prepared to use in recommending that 
this status be withdrawn where appropriate.  Once again, the Chief Executive (or his/her 
deputy) should make any such decision.  Subject to their approval, normal contact 
arrangements under the NHS Forth Valley Complaints Handling Procedure should be 
resumed.  This change of status should be notified to anyone whom previously was 
informed of the decision to classify the complainant as unreasonable demanding or 
persistent. 
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APPENDIX 1A 
 
DEFINITION OF AN UNREASONABLY DEMANDING OR PERSISTENT COMPLAINT 
 
 
Complainants (and/or anyone acting on their behalf) may be deemed to be unreasonably 
demanding or persistent complainants where previous or current contact with them shows 
that they meet two or more of the following criteria: 
 
Where complainants –  
 

• Persist in pursuing a complaint where the NHS Forth Valley complaints procedure has 
been fully and properly implemented and exhausted. 

 
• Change the substance of a complaint or continually raise new issues or seek to 

prolong contact by continually raising further concerns or questions upon receipt of a 
response, whilst the complaint is being addressed.  (Care must be taken not to 
discard new issues which are significantly different from the original complaint.  These 
might need to be addressed as separate complaints.) 

 
• Are unwilling to accept documented evidence of treatment given as being factual, e.g. 

drug records, treatment records, or deny receipt of an adequate response in spite of 
correspondence specifically answering their questions or do not accept the facts can 
sometimes be difficult to verify when a long period of time has elapsed. 

 
• Do not clearly identify the precise issues which they wish to be investigated, despite 

reasonable efforts by the Patient Relations Team. 
 

• Focus on a trivial matter to an extent that is out of proportion to its significance and 
continue to focus on this point.  It is recognised that determining what a ‘trivial’ matter 
is can be subjective and careful judgement must be used in applying this criteria. 

 
• Have threatened or used actual physical violence towards staff at any time – this will 

in itself cause personal contact with the complainant and/or their representatives to be 
discontinued and the complaint will, thereafter, only be pursued through written 
communication.  All such incidences should be documented and recorded within 
Safeguard Incident Reporting System. 

 
• Have, in the course of addressing a registered complaint, had an excessive number 

of contacts with NHS Forth Valley, placing unreasonable demands on staff.  A contact 
may be in person or by telephone, email, letter or fax.  Discretion must be used in 
determining the precise number of ‘excessive contacts’ applicable under this section, 
using judgement based on specific circumstances of each individual case. 

 
• Have harassed or been personally abusive or verbally aggressive on more than one 

occasion towards staff dealing with their complaint.  (Staff must recognise that 
complainants may sometimes act out of character at times of stress, anxiety or 
distress and should make reasonable allowances for this.  Staff should document all 
incidents of harassment and record within Safeguard Incident Reporting System.) 

 
• Are known to have recorded meetings or face-to-face/telephone conversations 

without prior knowledge and consent of other parties involved.  
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SUMMARY 
1. NHS FORTH VALLEY DRAFT LOCAL DELIVERY PLAN 2017-18 
 
2. PURPOSE OF PAPER 

This paper presents the Draft NHS Forth Valley Local Delivery Plan (LDP) 
2017-18. The LDP is the performance contract between the Scottish 
Government and NHS Boards.  
 

3. KEY ISSUES 
The Scottish Government issued Local Delivery Plan guidance on 16 January 
2017 describing the requirements for NHS Board LDPs for 2017/18. The 
guidance highlighted that the LDP process will evolve as new arrangements 
for the regional planning and delivery of services are put in place and further 
LDP guidance is issued to Boards. Subsequent guidance on Scheduled Care 
Improvement Plans was received on 14 March 2017.   
 
In the LDP guidance, Boards are asked to set out the local actions being 
taken forward against the actions and milestones in the SGHD Health and 
Social Care Delivery Plan. In addition progress in relation to Health Visiting, 
the Universal Health Visitor Pathway and Family Nurse Partnerships is to be 
provided in LDPs, alongside improvement aims in relation to safety and 
person centred care. Boards are also required to set out the practical steps 
being taken to ensure that they are prepared to co-operate fully in regional 
planning and delivery of services during 2017/18.  
 
Board LDPs should include actions in respect of the 18 LDP targets which will 
remain in place in 2017/18.  However, in finalising LDPs, account should also 
be taken of the national review of targets and indicators due to be published in 
the spring of 2017. 
 
The Ministerial Strategic Group for Health and Community Care (MSG) wrote 
to Integration Authority Chief Officers on 19 January 2017 inviting submission 
of local objectives in respect of 6 key areas agreed by the MSG in support of 
measuring progress across integration. The areas are noted as (1) unplanned 
admissions; (2) occupied bed days for unscheduled care; (3) A&E 
performance; (4) delayed discharges; (5) end of life care; and (6) the balance 
of spend across institutional and community services. To ensure a consistent 
approach NHS Boards are required to engage with Health and Social Care 
Partnerships in the preparation of LDPs, with a relationship based on 
collaboration.  
 
NHS Boards have been asked to submit the draft LDP to by 31 March 2017. 
Feedback will be provided to NHS Boards in April. Further change and 
refinement will be made to the LDP as additional guidance is issued by SGHD 
and as work progresses to prepare regional delivery plans, ahead of the 
Scottish Government deadline for submitting the final version of the LDP in 
September 2017.  
 
The draft LDP was presented in detail to the Board on 17 March 2017 with 
Section 2.1 (Delayed Discharges), paragraph 2 amended, as requested. 
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4. FINANCIAL IMPLICATIONS 

The LDP 2017/18 will require to be delivered within the Board’s existing 
resources. The financial plan is submitted to the Scottish government 
alongside the LDP. The February meeting of the Performance & Resources 
Committee received a presentation in respect of the Financial Plan and Local 
Delivery Plan highlighting the financial planning factors that have been taken 
into account and the key issues that require to be addressed.  
 

5. WORKFORCE IMPLICATIONS 
Overarching workforce actions are outlined in the LDP.  
 

6. RISK ASSESSMENT AND IMPLICATIONS 
The risks associated with the LDP are referred to in relevant sections of the 
Plan. 
 

7. RELEVANCE TO STRATEGIC PRIORITIES 
The LDP is the performance contract between the Scottish Government and 
NHS Boards.  
 

8. EQUALITY DECLARATION 
The author can confirm that due regard has been given to the Equality Act 
2010 and compliance with the three aims of the Equality Duty in preparing the 
Local Delivery Plan. 
 

9. RECOMMENDATION(S) FOR DECISION 
The Forth Valley NHS Board is asked to: 
 

• Approve the Local Delivery Plan (LDP), for submission to the Scottish 
Government on 31 March 2017. 

 
10.  AUTHOR OF PAPER/REPORT: 

Name: Designation: 

Janette Fraser Head of Planning  

 
Approved by: 
Name: Designation: 

Graham Foster Director of Public Health and Planning  
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1 Background 
 
The Local Delivery Plan (LDP) remains the delivery contract between Scottish 
Government and NHS Boards in Scotland.  The LDP Guidance 2017/18 sets out the 
Government planning priorities for NHS Boards.  The LDP Guidance asks the NHS 
Boards to include the following in LDPs: 
 

• Set out their initial plans on the agreed local actions being taken forward to 
deliver the actions and milestones set out in the SGHD Health and Social 
Care Delivery Plan  

• Outline progress with increasing Health Visitor numbers and implementation 
of the Universal Health Visitor Pathway 

• Describe progress with expansion of the Family Nurse Partnership 
programme 

• Focus on prevention with specific links to Health Visiting and the Family Nurse 
Partnership expansion 

• Set out the practical early steps being taken to ensure Boards are prepared to 
co-operate fully in regional planning and delivery of services during 2017/18 

• Refer to LDP standards which will remain in place in their planning for 
2017/18 and ensure clinical priority is given to patients, including unscheduled 
care, cancer and other patients referred with acute status 

• Set improvement aims in relation to safety and person centred care 
 
 
The LDP guidance requires NHS Boards to engage with Health and Social Care 
Partnerships in the preparation of LDPs, with a relationship based on collaboration. 
 
It is acknowledged that the LDP process will evolve as new arrangements for 
regional planning and delivery of services are put in place.  Therefore a draft LDP is 
to be submitted by the end of March 2017.  Further change and refinement will be 
made to the plan as additional guidance is issued, ahead of the Scottish Government 
deadline for submitting the final version of the LDP in September 2017.  
 

1.1 Health and Social Care Delivery Plan  
 
 
The Delivery Plan sets out the Scottish Government’s programme to enhance health 
and social care services and recognises the need to prioritise these actions which 
have the greatest impact in delivery. The actions will be prioritised under three broad 
categories, referred to as the ‘triple aim’: 
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We will improve the quality of care for people by targeting investment at improving 
services, which will be organised and delivered to provide the best, most effective 
support for all (‘better care’) 

We will improve everyone’s health and wellbeing by promoting and supporting 
healthier lives from the earliest years, reducing health inequalities and adopting an 
approach based on anticipation, prevention and self management (‘better health’)  

We will increase the value from, and financial sustainability of care by making the 
most effective use of the resources available to us and the most efficient and 
consistent delivery, ensuring that the balance of resource is spent where it achieves 
the most and focusing on prevention and early intervention (‘better value’) 

The actions set out in the Health and Social Care Delivery Plan are in the following 
broad groupings: 
 

• Health and Social Care Integration 
• Primary and Community Care 
• Secondary and Acute Care 
• Realistic Medicine 
• Public Health Improvement 
• NHS Board Reform 

 
 

1.2 Integration Authority Improvement Objectives 
 
The Integration Authorities have been asked to submit local improvement objectives 
supported by detailed implementation and monitoring arrangements.  The key areas 
to be covered by the health and social care partnership improvement objectives are: 
 

• Unplanned admissions 
• Unscheduled hospital occupied bed days 
• A and E performance 
• Delayed discharges 
• End of life care 
• Balance of care spend 

 
The Clackmannanshire and Stirling Health and Social Care Partnership and the 
Falkirk Health and Social Care Partnership submitted their draft improvement 
objectives to Scottish Government in March 2017.  These objectives are consistent 
with the relevant sections of the NHS Forth Valley LDP.  
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1.3 NHS Forth Valley Strategic Priorities 
 
The vision outlined below is integral to the Board’s overall approach, as described in 
the Board’s Healthcare Strategy 2016-2021: Shaping the Future: 

 

• Prevention keeps people well whilst early treatment and support stops 
conditions from getting worse. 

• Health and social care services are Person Centred recognising that people 
have differing needs, circumstances and expectations of care. 

• Health Inequalities are reduced and people are encouraged and supported to 
take Personal Responsibility for managing their own health and health 
conditions. 

• Care is provided Closer to Home, and fewer people need to go to hospital. 
• Planning Ahead and working in Partnership with staff, patients, local 

councils and community organisations, avoids emergency hospital admissions 
and reduces A & E attendances. 

• Unnecessary Delays and Variations in services are minimised and our 
Workforce is fully supported to deliver high quality, safe and effective care. 
 

NHS Forth Valley’s future vision focuses on the following ten priorities:- 

 
Prevention 
 
Person-Centred 
 
Inequalities 
 
Personal Responsibility 
 
Closer To Home 
 
Partnership Working 
 
Planning Ahead 
 
Minimising Delays 
 
Reducing Variations 
 
Workforce 
 

 
 
NHS-Forth-Valley-Healthcare-Strategy-2016-2021.pdf 
 



 
 

8 
 

Prior to preparing the NHS Forth Valley Healthcare Strategy, a strategic Clinical 
Services Review was undertaken. The Forth Valley Clinical Service Review (CSR) 
began with a Case for Change document setting out the nature and scale of the 
challenges we face including the ageing population, increasing public expectations, 
technological advances and the rise in complex and multiple morbidity.  The Clinical 
Services Review has looked in depth at challenges and opportunities within eight 
complementary work streams:- 
 
• Cancer Care 
• Clinical Support and Infrastructure 
• Emergency Care and Out of Hours 
• Frail Older People and End of Life 

Care 

• Mental Health and Learning Disabilities 
• Long Term Conditions & Multiple 

Morbidity 
• Planned Care 
• Care of Women and Children 

 
The Healthcare Strategy will also ensure that NHS Forth Valley is ready to engage 
fully in the integration agenda and deliver the outcomes expected in local Community 
Planning Partnership Strategic Outcomes and Local Delivery Plans. During 2017-
2018 the continued implementation of Strategic Plans developed with Health and 
Social Care Partnerships, remains an important part of the local planning agenda. 
 
The Healthcare Strategy also describes how we will build the capacity of community 
based services, reflects the content of the Health and Social Care Partnership 
Strategic Plans and will be taken forward in the context of the National Clinical 
Strategy and Health and Social Care Delivery Plan. 
 
In applying these priorities and implementing the Healthcare Strategy, the Board has  
taken into account the ‘Health and Wellbeing Outcomes’ (Joint Public Bodies Act 
2014) which are set out below:   
 
• 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, long term conditions, or who are frail, are 

able to live, as far as reasonably practicable, independently and at home or in a 
homely setting in their community. 

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

• Health and social care services are centred on helping to maintain or improve the 
quality of life of service users. 

• Health and social care services contribute to reducing health inequalities 
• People who provide unpaid care are supported to reduce the potential impact of 

their caring role on their own health and well-being. 
• People who use health and social care services are safe from harm. 
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• People who work in health and social care services are supported to continuously 
improve the information, support, care and treatment they provide and feel 
engaged with the work they do. 

• Resources are used effectively in the provision of health and social care services, 
without waste. 

 
In developing our priorities for the LDP 2017/18 NHS Forth Valley has considered 
our existing locally agreed improvement aims. The LDP guidance for 2017/18 states 
clearly that Health Boards and their partners in local government must take account 
of the effect of their plans on the outcomes for health and wellbeing set out in 
legislation as part of integration of health and social care, and on the indicators that 
underpin them.   
 
The Health and Social Care Partnerships produced strategic plans, informed by the 
health and wellbeing outcomes above, and are progressing with implementation of 
these plans, devolving this to locality level within each partnership, where 
appropriate.   The Partnership Strategic Plan objectives are summarised below. 
 
Clackmannanshire and Stirling Health and Social Care Partnership Strategic 
Plan Objectives: 

• Early intervention and prevention – the right care is delivered at the right time 
• Service users are supported to self manage and plan care proactively 
• Service users exercise choice and control 
• Staff are skilled and supported to deliver person centred care 
• Carers are supported to look after their own health and well-being and are 

recognised as equal partners in the design and delivery of care  
• There is a focus on rehabilitation, recovery and reablement.  There are fewer 

avoidable admissions and discharge planning is effective and efficient 
• Improve access to services and build capacity 

 
 
Falkirk Health and Social Care Partnership Strategic Plan Objectives: 

• Individuals, carers and families are enabled to manage their own health and 
wellbeing 

• Where formal support is needed, people can exercise choice and control over 
the support provided 

• Health and social care systems are in places to help keep people safe and 
live well for longer 

• People have a fair and positive experience of health and social care 
• People are supported to live well for longer at home and in homely settings 

within their community 
 

Clackmannanshire-and-Stirling-Strategic-Plan.2016-2019.pdf 
Falkirk-Integrated-Strategic-Plan.2016-2019.pdf 
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1.4 Quality Improvement Strategy 
 
The NHS Forth Valley Quality Improvement Strategy 2016-19, “Better Every Day” 
sets out our key aims for quality improvement over the next 3 year and makes clear 
the reporting, monitoring, accountability and delivering arrangements to demonstrate 
and share progress. 
 
Our  5 key aims have been developed to reflect: 
 
• National Programmes and standards 
• Board priorities to reduce mortality and harm, provide safe, clean and appropriate 

clinical environments, provide safe transitions of care, improve nutritional care 
and hydration and  work in partnership with Integration Joint Boards  

 
Directorate improvement priorities include improving care for patients with stroke, 
mental illness or learning disability, providing care closer to home, improving care for 
patients with cancer and improving prison healthcare.  The safe care aims are 
aligned to the Scottish Patient Safety Programme core themes of deterioration, 
medicines and systems enablers. 
 
The 5 key aims are: 
 
Safe Care: Reducing avoidable mortality and preventable harm to those in our care 
AIM 
Safe Care: Patients are cared for in safe, clean and clinically appropriate 
environments that ensure we meet national standards 
AIM 
Person Centred Care: Delivering what matters most to patients and families, “first 
time, every time” 
AIM 
Effective: The most appropriate treatments, interventions, support and services will 
be provided at the right time to everyone who will benefit thus contributing to the 
organisation’s goal of reducing waste and variation 
 
Making it happen: We will develop our quality infrastructure to deliver our aims 
of this strategy by – 

• Developing, supporting and up-skilling our staff 
• Creating and supporting our governance and our delivery structures to 
realise the quality aims 
• Holding ourselves accountable for the quality of care and services we 
provide 
 

FV-Quality-Improvement-Strategy.2016-2019.pdf 
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1.5 LDP Standards 
 
The SGHD has indicated that the following LDP standards are to remain in place for 
the preparation of 2017/18 LDPs. 
 
Table 1 - LDP Standards  
NHS LDP Standard 
Detect Cancer Early  
Cancer Waiting Times 
Dementia Post Diagnostic Support 
Treatment Time Guarantee (TTG) 
18 Weeks Referral to Treatment (RTT) 
12 Weeks First Outpatient Appointment 
Early Access to Antenatal Services 
IVF Waiting Times 
CAMHS Waiting Times 
Psychological Therapies Waiting Times 
Clostridium Difficile Infections 
SAB (MRSA/MSSA) 
Drug and Alcohol Treatment Waiting Times 
Alcohol Brief Interventions 
Smoking Cessation 
GP Access 
Sickness Absence 
Accident and Emergency Waiting Times 
Financial Performance 

 
Delivery against these LDP standards will require the combined action of Health 
Boards, Local Authorities and Integration Joint Boards. The LDP standards are 
intended to provide assurance on sustaining delivery which will only be achieved by 
evolving services in line with the 2020 Vision and the Health and Social Care 
Delivery Plan. Progress against NHS LDP Standards will continue to be reported to 
the NHS Board.   
 
The Scottish Government has initiated a national review of targets and indicators for 
health and social care and this includes consideration of the LDP standards.  Review 
recommendations are to be considered by Scottish Ministers in Spring 2017.  In the 
meantime, NHS Forth Valley will maintain local improvement trajectories for current 
standards. 
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1.6 LDP Structure 
 
The LDP sets out how NHS Forth Valley with its local partners will improve services 
and health outcomes during 2017/18.  It is proposed that the LDP is structured in line 
with the Health and Social Care Delivery Plan and the LDP Guidance as follows 

 
• Health and Social Care Integration 
• Primary and Community Care 
• Secondary and Acute Care 
• Realistic Medicine 
• Public Health Improvement 
• NHS Board Reform 
• Safety 
• Person Centred Care 
• Workforce Planning  

 
In developing the LDP 2017/18, the following guidance and policies have been 
considered: 

• The LDP guidance. 
• The national Health and Social Care Delivery Plan. 
• Scotland’s Spending Plans and Budget 2017/18. 
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2 Health and Social Care Integration  
 

SGHD Health and Social Care Delivery Plan Actions: 

Shift care to the community.  

Increase spending on primary care. 

Reduce inappropriate hospital admissions and attendances. 

Improve delayed discharge performance. 

Reduce unscheduled bed days by 400,000 by 2018. 

Provide access to Hospice, palliative or end of life care for everyone who needs it by 
2021. 

Reform the social care workforce, care home contracts and established new models 
of home care. 

 

NHS Forth Valley will work in collaboration with the Health and Social Care 
Partnerships to deliver integrated health and social care to the population of Forth 
Valley, taking into account the objectives of the NHS Forth Valley Healthcare 
Strategy and the Strategic Plans of the Clackmannanshire and Stirling Health and 
Social Care Partnership and the Falkirk Health and Social Care Partnership.  

With the IJBs, we will continue to progress the key frameworks to underpin the work 
of the Partnership and the strategic planning process, including the Performance 
Framework, Clinical & Care Governance Framework, Participation & Engagement 
Strategy, and Workforce Strategy.   

We will continue to align current partnership funding plans, including Integrated Care 
Fund (ICF) and Delayed Discharge Funds with Partnership Strategic Plan priorities 
and support the evaluation process in place in each Partnership to review all 
Partnership funding arrangements. 

NHS Forth Valley will continue to work with the Partnerships to support and develop 
the Joint Staff Forum and the implementation of the agreed workforce strategy 
priorities. 
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The Health and Social Care Partnerships have a focus on 6 improvement objectives 
in 2017/18 :   

• Unplanned admissions 
• Unscheduled hospital occupied bed days 
• A and E performance 
• Delayed discharges 
• End of life care 
• Balance of care spend 

 

In addition NHS Forth Valley will implement priorities in the Healthcare Strategy, with 
the Community First Programme focussed on delivering transformational change 
and improvement in community services.  

 

2.1 Delayed Discharges 

During 2016/17, NHS Forth Valley and the two Health and Social Care Partnerships 
committed to achieving a 50% reduction in the total numbers of delayed discharges 
between the November census position and the end of March 2017, equating to a 
target total number of 47 discharges. 

During 2017/18, NHS Forth Valley and the two Health and Social Care Partnerships 
will prioritise work towards delivering and maintaining the national target of no delays 
over 2 weeks. We will also focus on maintaining the delayed discharge performance 
at the March 2017 local target level, whilst further work to improve performance 
against the national target progresses.  

To deliver these targets, Delayed Discharge Improvement Plans have been agreed 
with both Partnerships.  These plans describe a range of actions aimed at delivering 
improvements both in the process and pathways of care and in whole system 
transformational change including:- 

• Development and implementation of frailty pathway and comprehensive 
geriatric assessment process. 

• Implementation of Discharge to Assess Service 
• Review and redesign of intermediate care and reablement pathways, and 

commissioning of homecare services. 
• Introduction of GP Fellows into Closer to Home Service to further support and 

develop prevention of admission pathways. 
• Clearer focus on and improvements in AWI and guardianship process. 
• Ongoing implementation of Anticipatory Care Planning and Falls prevention 

strategies. 
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• The Delayed Discharges electronic information system is out of support and 
therefore this will be replaced during 2017/18 

Monitoring of progress with Improvement Plans will be through IJB joint management 
and leadership groups. 

2.2 Unplanned Admissions 

The vision of NHS Forth Valley and the two health and social care partnerships is to 
shift care from hospitals to community based services and therefore there is a strong 
commitment to reducing unplanned admissions.  

Actions being taken in Forth Valley to reduce unplanned admissions include referring 
patients who are unwell to the enhanced community team (Closer to Home) and the 
availability of the Advice Line for You (ALFY) helpline for anyone aged over 65.  The 
implementation and use of a single consistent Anticipatory Care Plan for patients 
with complex or multiple long term conditions and those with palliative or end of life 
needs, enables more effective planning ahead.   The impact of this suite of 
responses will be evaluated to understand their overall impact in reducing unplanned 
admission to hospital.  

Tests of change around admission avoidance and earlier discharge will be rolled out 
once evaluated.  Current tests of change include implementing the Frailty pathway in 
the Accident and Emergency Department, introducing a neighbourhood model of 
care in rural Stirlingshire and a trial of the Discharge to Assess model in Falkirk.  The 
Discharge to Assess pilot undertakes assessment in the patient’s own home and if 
necessary, provides enhanced support at home for a time limited period, to avoid 
admission from the Emergency Department to downstream wards or ensure a 
speedier discharge from FVRH.  

Identifying the needs of carers and addressing these is also an important factor in 
the ability to keep people well at home, reduce unplanned admissions and reduce 
the period of time patients need to spend in hospital.  Preparation for the 
implementation of the Carers Scotland Act in April 2018 will be progressed during 
2017/18 in collaboration with health and social care partners.  

We will continue to work with the Scottish Ambulance Service to review the pathway 
for patients who fall but who have not suffered harm, minimising admission to 
hospital. 

2.3 Unscheduled Hospital Occupied Bed Days 

As well as reducing unplanned admissions to hospital through the shift in care from 
hospital to community settings, the health and social care partnerships and NHS 
Forth Valley are working towards reducing the length of time which patients stay in 
hospital. 
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Actions being taken in Forth Valley in partnership with the Integration Authorities to 
reduce the number of occupied bed days in hospital are set out below.  There are 
also clear actions in the Forth Valley 6 Essential Actions Action Plan associated with 
unscheduled bed days and these are also included.  The actions described in this 
LDP relating to unscheduled occupied bed days and Accident and Emergency 
Performance are interlinked.  

Facilitating Discharge 

• Working towards the 40% target for patients able to be discharged by 12 
noon, in order to improve the flow of patients through the acute hospital.  
Monitoring is in place.  

• Improved use of the Forth Valley Royal Hospital discharge hub, which is in 
place over 7 days, in order to facilitate the discharge of patients.  

• The discharge lounge is available over extended hours and 7 days per week. 
• The Transport hub is in place over 7 days to support discharge planning for 

patients requiring clinical transport.  
• Maximise the benefit of the HEPMA prescribing system in supporting pre-

noon discharges and improving the flow of unscheduled care patients ready 
for discharge. 

• Working towards an increase in the number of discharges which take place at 
weekends in order to improve patient flow over 7 days.  This is supported by 
weekend planning meetings in most ward areas and designated Senior 
Charge Nurses with the remit of aiding patient flow.  

• Mainstream the discharge to assess model.  This has been piloted in the 
Falkirk area and will be rolled out if evaluation demonstrates a positive impact 
on reducing unscheduled admissions and increasing the volume of early 
discharges. 

• Establish a consistent approach to frailty screening and comprehensive 
geriatric assessment at the front door to ensure the most appropriate route for 
patients i.e. admission, discharge, discharge to assess.   

Reducing bed days occupied 

• The “save 10,000 bed days” project was launched in 2016 in order to raise 
awareness amongst staff of the importance of minimising the length of stay in 
hospital and optimising the methodologies for ensuring earliest discharge of 
suitable patients, by recording where bed days have been saved and how this 
has been achieved. 

• Develop services further by reinforcing clinical decision making and roles, in 
particular Clinical Directors, ward based Consultants, Charge Nurses and 
Advanced Professional Practitioners, to ensure patient flow is optimised 
across extended hours and weekends. Examples include the development of 
criteria led discharge. 
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• Continue to undertake the fortnightly day of care audit to identify patients who 
are potentially delayed in accessing the most appropriate place of care or 
discharge home and to ensure that no inpatients have a length of stay greater 
than 28 days. 

Optimising Patient Flow 
• Standard Operating procedures and criteria are in place for pathways 

including referrals to Community Hospitals, REACH, Short term assessment 
etc. 

• Implement the recommendations from the Institute of Health Optimisation 
(IHO) programme in FVRH wards to reduce the length of stay. NHS Forth 
Valley is one of three national pilots working with the IHO to help reduce 
delays for patients.  The aim of the programme is to even out the peaks and 
troughs in the demand for and use of hospital beds. 

• Intermediate care services have been established in both Health and Social 
Care Partnership areas and clear pathways support referral and awareness of 
how to access these. 

• The range of rehabilitation and reablement options for patients has been 
extended, particularly access at weekends.  For example, rehabilitation is now 
available across 3 community hospitals and all wards to facilitate greater 
flexibility of bed use, whilst step down beds are available in the Stirling and 
Clackmannanshire areas.  Reablement /intermediate bed capacity is available 
in two areas.  

• Review the use of the beds in the inpatient bed base, by working to reduce 
the average length of stay and decrease the reliance on contingency beds.  

• Plan to invest in a replacement for the Patient Administration System with 
TrakCare.  This will bring a significant benefit of integrated patient information 
to support practitioners in the delivery of high quality patient care.  The 
Business Case is scheduled to be considered a the March NHS Board 
meeting and implementation will be over 2 financial years. 

 

2.4 A and E Performance 

NHS Forth Valley and the health and social care partnerships will work towards 
achieving and maintaining performance in respect of the target to see, treat and 
discharge or transfer ED and Minor Injury patients within 4 hours. 

A “6 Essential Actions” Action Plan is in place covering a range of unscheduled care 
actions including actions associated with A and E Performance. Reporting on the 
Action Plan is undertaken quarterly.  

Operational Management arrangements are in place in the Acute Hospital, in liaison 
with community health and social care providers, to manage patient flow on a day to 
day basis.  These arrangements are reviewed regularly.  Clear escalation plans 
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support the operational arrangements and simulation exercises ensure the 
escalation plans are fit for purpose.  

The actions described in this LDP relating to unscheduled occupied bed days and 
Accident and Emergency Performance are interlinked.   Actions include the 
following: 

• Review Redirection Policy to ensure Out Of Hours (OOH) and other 
healthcare service flow is working optimally. 

• The Board promotes the web based Know Who To Turn To information which 
aims to ensure that the range of alternatives to ED are well understood and 
communicated widely, supported by external communications and media 
initiatives.  We will continue to promote and reinforce the use of the Minor 
Injuries Unit in Stirling. 

• Review and redesign the Forth Valley GP Out of Hours Service in line with the 
recommendations of the National Review of GP OOH Services (Ritchie 
Review). 

• Work is progressing with the SAS to smooth the arrival times for GP referrals. 
• A model is being implemented across front-door areas allowing for patients 

from ED and GP referrals to be allocated to either ambulatory (CAU) or 
inpatient (AAU) assessment areas directly. 

• Work has taken place within the ED to ensure specific pathways are in place 
for orthopaedics and mental health, which has helped to improve the flow of 
patients with these conditions.  

• A dedicated 24 hour flow call handling number is in place with Senior Clinical 
Nurse support to ensure patients in ED and the Assessment Units are 
discharged or transferred promptly to their next stage of care.  This supports 
flow across the front door and within the wider FVRH site. 

• Information is provided on capacity and flow to support the clinical teams 
including real team information on patient status and electronic 2 hourly 
reporting, providing a clear picture in ED on presentations, wait for first 
assessment, downstream bed availability and community hospital bed 
availability. 

• The Pharmacy First initiative is in place across Forth Valley.   This allows 
patients access to treatment for uncomplicated urinary tract infections and 
impetigo from a community pharmacy. 
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2.5 End of Life Care 

The Clackmannanshire and Stirling Health and Social Care Partnership, the Falkirk 
Health and Social Care Partnership and NHS Forth Valley are committed to enabling 
people to have a dignified death in the location of their preference.  We are aware 
that most patients, when asked, would prefer to die peacefully at home.  We are also 
committed to avoiding bringing patients in to hospital as an emergency in the last few 
days or hours of their lives.   

Actions to enable more patients with palliative and end of life care needs to be cared 
for at home or closer to home include the following: 

• Roll out and mainstream the single anticipatory care plan using consistent 
methodology in order to plan ahead to meet the changing needs of palliative and 
end of life care patients.  

• The Hospice at Home service is provided in partnership with Strathcarron 
Hospice and works with health and social care providers in the community to 
support palliative and end of life patients to be cared for at home or close to 
home.  Working towards improving access to this service is an important aspect 
of meeting the needs of this group of patients. 

• Continue to work towards an increase in the use of the Key Information Summary 
for patients with long term conditions and patients with palliative and end of life 
care needs, to ensure that healthcare professionals who come into contact with 
patients are fully aware of patients’ conditions and management. 

• As part of the Healthcare Strategy implementation, identify how the speed of 
access to equipment can be improved to enable more care to be provided at 
home. 

• Sustain continuous improvement in the communication skills of staff involved in 
palliative and end of life care, supported by training packages offered in Forth 
Valley. 

• Identify how access to specialist palliative care advice and support in the hospital 
over 7 days can be improved, to facilitate earlier discharge home or close to 
home. 
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2.6 LDP Standards and Measures  
 
Standards 
 
High correlation between emergency departments with 4 hour wait performance 
between 95 and 98% and elimination of long waits in A&E which result in poorer 
outcomes for patients. 
 
Accident and Emergency Waiting Times 
• 95% of patients attending ED / Minor Injuries will be seen, treated and 

discharged or transferred within 4 hours.  
 
 
Measures 
Local Measure 
The Performance Framework sets out a consistent approach across both 
Partnerships in relation to responsibility for, and reporting on, national and local 
targets and priorities. 
• Total bed days lost to delayed discharge.  
• Measurement around supporting admission avoidance and expediting early 

discharge to be confirmed. 
• Delayed Discharges over 14 days 
• Delayed Discharges over 72 hours 
• Number of Code 9 Delays 
• Bed days lost to Code 9 Delays 
 
Local Partnership Improvement Measures 
• Unplanned admissions 
• Unscheduled hospital occupied bed days  
• A and E performance 
• Delayed discharges 
• End of life care 
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3 Primary and Community Care 
 

SGHD Health and Social Care Delivery Plan Actions: 
 
Recruit and expand the primary care workforce and increase spending on primary 
care and GP services. 
 
Test and evaluate the new models of primary care in every NHS Board. 
 
Increase health visitor numbers and implement the Universal Health Visiting Pathway. 
  
Implement recommendations of the Improving Practice Sustainability Group. 
 
Strengthen multi-disciplinary workforce across health services  and negotiate a new 
General Medical Services contract. 
 
Take forward the recommendations from the Review of Maternity and Neonatal 
Services. 
 
Launch Scotland’s Oral Health Plan. 
 
Roll out the Family Nurse Partnership programme. 
 

Within this section of the LDP there are six areas where improvement actions are 
described; Health Visiting, Universal Health Visiting Pathway, Family Nurse 
Partnership Service, Primary Care, Community Care and Maternity and Neonatal 
services. 

3.1 Health Visiting 

The National Health Visiting Caseload weighting tool indicated that 20.72 WTE 
additional Health Visitor posts were required locally by 2018.  Workforce numbers 
are gradually increasing and NHS Forth Valley is on target to achieve the 2018 
additional numbers through investment in additional training of health visitors and in 
line with the trajectory agreed with Scottish Government.   

Partnership with the University of Stirling continues with newly qualified Health 
Visitors taking up additional posts in February 2017 and a further cohort of students 
currently undertaking the postgraduate course, to complete in January 2018. 

Recruitment nevertheless will remain challenging in the context of national workforce 
issues and a continued increase in the number of Health Visitors reaching retirement 
age.  Forth Valley has a number of initiatives in place to support successful 
recruitment and workforce planning: 



 
 

22 
 

1. Actively promoting Health Visiting as a career option for nurses and midwives 
including newly qualified staff.  There are links in place with the University of 
Stirling to encourage undergraduate students to consider Health Visiting as an 
early career option.  

2. Supporting our existing Health Visitors to consider flexible working patterns as 
options to full time employment if this is helpful.  

3. Promoting a robust recruitment process so that vacancies can be advertised 
timeously supported by agreed finance arrangements.  

4. Developing an early years skill mix service to support Health Visitors to offer 
families specific support programmes.  

5. Developing improved supervision and education programme for Health 
Visiting Teams.  
 

3.2 Universal Health Visiting Pathway 

Embedding the principles of Getting It Right for Every Child (GIRFEC) and early 
intervention to support families and children are priorities for NHS Forth Valley. The 
Universal Health Visiting Pathway is being implemented in full for all babies born in 
the area since 1st May 2016. Implementation has included a re-designed antenatal 
link between Midwifery and Health Visiting services. A multi-disciplinary Pathway 
steering group has been established which meets regularly to oversee 
implementation. The group is chaired by the Executive Director of Nursing and 
pathway implementation is led and supported by a Health Visiting staff group who 
guide and direct the programme. 

A Quality Improvement programme is under development to ensure that the pathway 
is being delivered in a way that supports families and enables children to achieve 
their full potential. Audits of the early stages of the pathway have been encouraging 
in confirming that the majority of children have received all pathway visits and that 
the programme has been well received by families. 

The 13 months national review will be introduced in June 2017 and the formal pre-
school review later in the year. In preparation for the pre-school review partnership 
groups are identifying existing good practice within transition arrangements. 

 

3.3 Family Nurse Practitioner (FNP) Service 
 
NHS Forth Valley Family Nurse Partnership (FNP) service commenced recruitment 
of clients in April 2014.  During the first year of recruitment the FNP service was 
successful in recruiting 76% of eligible clients finishing the recruitment phase in April 
2015 with a full caseload of 102 clients.  To date FV FNP has supported 110 clients 
in total due to transfers both into and out of Forth Valley.  The client cohort equates 
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to 112 first babies (number variation due to one set of triplets) and 12 second babies 
to date. 

Scotland is experiencing a downward trend of a 6% reduction in the teenage 
pregnancy rate, however due in part to a rapid expansion of housing within the Forth 
Valley, teenage pregnancy numbers to be managed by the Forth Valley FNP 
services have increased with 156 eligible teens (January – December 2016).  The 
local FNP service will need to consider any changes in demand and respond 
appropriately.   It is planned that recruitment of new nurses will commence in line 
with the new FNP nurse training cohort in June 2017. 

Forth Valley will continue to review demand and capacity with the aim of being able 
to offer the programme to every eligible pregnant teenager. This is consistent with 
the Scottish Government’s policy that every eligible teenager in Scotland will be 
offered a Family Nurse. 

Funding for the posts recruited to date has been provided nationally and notification 
of future funding arrangements and associated guidance is awaited.  

 
3.4 Primary Care  

Successful primary care is integral to the 2020 vision and to the delivery of 
integrated health and social care.  The majority of health interactions start and finish 
in primary care both in hours and out of hours.  In the context of an ageing 
population with more people living with two or more long term conditions, the number 
of interactions with primary care will increase, as people are supported to self 
manage their conditions and live well at home for as long as possible. 

As with other Boards, NHS Forth Valley faces sustainability challenges due to GP 
recruitment and retention issues.  Therefore there is a continued need to stabilise the 
GP workforce in order to maintain the available medical capacity in primary care by 
supportive actions for practices which are facing recruitment difficulties and taking a 
proactive approach to those facing future challenge. 

We will continue to develop a broader based multidisciplinary workforce in primary 
care including AHPs, community nurses, pharmacists and optometrists and Primary 
Care Mental Health Nurses, to deliver a model of care that increases the capacity 
available to see people in an “out of hospital” community setting.   The NHS Board 
has gained significant knowledge and experience of enhanced primary care team  
working from implementing these models in the Health Board managed GP practices 
at Kersiebank and Bannockburn (2c practices)  

Forth Valley has also participated in a national pilot implementing a new model for 
GP Fellows.  Following their first year of training, GP Fellows are now supporting the 
Enhanced Community Team which aims to prevent unplanned hospital admissions 
for people who become unwell at home.  
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We will implement a prioritisation programme for investment to ensure premises in 
primary care are fit for purpose and maximise the opportunity for effective patient 
care.  This includes the Stirling Care Village development which is under 
construction and is due to open in 2018. Facilities in the Care Village will include a 
Primary and Urgent Care Centre to house existing services from the hospital site and 
primary care services provided by 4 GP practices.  

We will support ongoing quality improvement work, aligned with the principles of 
Delivering Quality in Primary Care, co-ordinated by the Primary Care Quality 
Improvement Group.  We will invest £110,000 in the GP Cluster Model for 
Continuing Professional Development in Primary Care. 

It will also be important to ensure continued primary care involvement in health and 
social care integration and influence priority setting. 

Through Prescription for Excellence, a new Pharmacy First community pharmacy 
service is in place throughout Forth Valley to support the challenges associated with 
accessing GP services in hours and out of hours.  This service allows community 
pharmacists to treat uncomplicated urinary tract infections, impetigo and COPD 
exacerbations.  This initiative will continue to reduce GP consultations and visits to 
out of hours services.  

There will be a continued focus on efficiency in primary care prescribing including 
optimising the Script switch system, in order to obtain best value from prescribing.   

We will review the arrangements for providing GP out of hours services in Forth 
Valley in order to ensure that these are effective, responsive  and efficient and are 
aligned with the recommendations in the Ritchie Report.  National funding has been 
provided to Boards to assist with redesigning out of hours primary care on a fixed 
period basis. 

A new national General Medical Services Contract will be negotiated during 2017/18 
and NHS Forth Valley will work with stakeholders to plan and implement the new 
contract. 
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3.5 Community Services 

An innovative new Care Village is being built in the grounds of Stirling Community 
Hospital.  The £35million development will transform the way services are delivered 
by bringing a wide range of health and social care services together in one location.  
At the heart of this joint venture is an innovative partnership between NHS Forth 
Valley, Stirling Council, the Scottish Ambulance Service (SAS) and Forth Valley 
College. The new care hub provides more than 100 beds for older people who 
require additional short term care, an assessment or rehabilitation following an 
illness, operation or acute hospital admission.  Several GP practices, urgent care 
services and SAS accommodation will be co-located in the new facility which is 
expected to be part operational by Autumn 2018 and complete in Autumn 2019.   

We will align and extend “out of hospital” improvement initiatives, including the use of 
the single Anticipatory Care Plan, ALFY advice line and Closer to Home with “core” 
community work supported by a single point of referral.  We will provide a 
sustainable service avoiding the need for admission for those whose needs can be 
met through self management and effective care planning.  The roll out the use of 
the single Anticipatory Care Plan will concentrate on patients with multi-morbidity 
and the frail elderly, along with patients with palliative or end of life care needs. 

In 2017/18, investment of £278,000 in Community GP Fellows will be made.  The GP 
Fellows will provide increased medical input to the use of step up and step down 
beds and the Closer to Home Service, with a particular focus preventing unplanned 
admission to hospital. 

3.6 Maternity, Neonatal and Children’s Services 

During 2017/18 NHS Forth Valley will determine the local and the regional 
partnership actions required to deliver the recommendations of the Maternity and 
Neonatal Review over the next 5 years.  This will include implementing the named 
midwife model of care and the reconfiguration of specialist neonatal care across 
Scotland.  Local actions and the associated timeline and milestones will be prepared. 

NHS Forth Valley will respond to national guidance on delivering the Children and 
Young People (Scotland) Act 2014 requirements. 

With regard to early access to antenatal services, Forth Valley has achieved the 
target of 80% of women booking for antenatal care by the 12th week of gestation and 
the associated stretch target consistently across each SIMD quintile. 
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The NHS Forth Valley Children and Young People’s Strategic Framework 
2015-2018 describes how NHS Forth Valley plans to further improve the health 
and wellbeing of children and young people up to the age of 18 years.  Covering 
care from pre-birth, it takes into account the wide range of factors which can 
contribute to maternal and infant health both in the short and longer term.  Building 
upon this strategic framework NHS Forth Valley has recently completed a Health 
Needs Assessment aimed at enhancing the current understanding of the health 
status and determinants of the health of the younger population of Forth Valley.  
Furthermore, work continues jointly with Local Authority partners to complete the 
three local Integrated Children’s Service Plans: Children and Young People 
(2017/21) ensuring these are aligned and consistent with local NHS priorities.  These 
Integrated Plans are been informed in part by the outputs of the Health Needs 
Assessment and the on-going work in Realigning Children’s Services (RCS) 
programmes within Clackmannanshire and Falkirk areas. 

We will continue to develop Child Smile in order to reduce dental decay in children 
and to increase the number of fluoride varnish applications to prevent dental decay. 

 

3.7 LDP Standards 

Measures 
Monitoring Implementation of the Children and Young People (Scotland) Act 
• Development of key measures to ensure delivery of key aspects e.g.  

o Staff training 
o Preparedness for implementation of the statutory Child’s Plan 

LDP Standard 
Antenatal access supports improvements in breast feeding rates and other important 
health behaviours 
 
Early Access to Antenatal Services 
• At least 80% of pregnant women in each SIMD quintile will have booked for 

antenatal care by the 12th week of gestation  
 

Often a patient's first contact with the NHS is through their GP practice. It is vital, 
therefore, that every member of the public has fast and convenient access to their 
local primary medical services to ensure better outcomes and experiences for 
patients. 
 
GP Access 
• 90% of people will have 48 hour access or advance booking to an appropriate 

member of the GP team 
• Delivery of dementia post diagnostic support 
Local Measure 
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• Participation in Early Years Collaborative – Stretch Aims: 

o To ensure that women experience positive pregnancies which result in the 
birth of more healthy babies as evidenced by a reduction of 15% in the rates 
of stillbirths and infant mortality 

o To ensure that 85% of all children within each Community Planning 
Partnership have reached all of the expected milestones at the time of the 
child’s 27-30 month child health review, by end-2016 

o To ensure that 90% of all children within each Community Planning 
Partnership have reached all of the expected developmental milestones at 
the time the child starts primary school, by end-2017 
 

• Flu immunisation rates 
• Childhood immunisation rates 
• Prescribing costs 
• Allied Health Professionals (AHP) waits 
• Musculoskeletal (MSK) waits – see also Scheduled Care 
• Number of patients with an ACP 
• Long term conditions bed days – conditions are Asthma, COPD, Diabetes, CHD 
• Dashboard for monitoring child dental health 
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4 Secondary and Acute Care 
 

SGHD Health and Social Care Delivery Plan Actions: 
 
Complete the roll out of the Unscheduled Care Six Essential Actions. 
  
Establish new arrangements for the regional planning and delivery of services. 
 
Reduce cancellations and private care spend in scheduled care, and roll out the 
Patient Flow Programme. 
 
Investment in new elective treatment capacity and expanding the Golden Jubilee 
National Hospital. 
 
Complete investment in cancer care. 
 
Reduce unnecessary attendances and referrals to outpatient services through the 
Modern Outpatient Programme. 
  

4.1 Unscheduled Care 

NHS Forth Valley is working in partnership with the two Integration Authorities to 
maintain performance in unscheduled care services as outlined in Section 2 of the 
LDP.   
 
Unscheduled care improvement actions are being taken forward in Forth Valley,  
including those which are aligned to the Unscheduled Care 6 Essential Actions.  
These include improvement actions associated with Accident and Emergency 
performance, unscheduled hospital occupied bed days, unplanned admissions to 
hospital and delayed discharges. 
 
We will also work towards achieving and maintaining performance in respect of the 
target to see, treat and discharge or transfer ED and Minor Injury patients within 4 
hours. 

In order to cover the increased costs of hospital prescribing, an additional £2.4million 
is committed in 2017/18.  

 
4.2 Scheduled Care  
 
An ageing population changes the profile of demand, which, in turn adds to the 
demand for elective services. It is important that we develop a sustainable response 
to the changing environment, address the core capacity of elective services and 
transform the way in which services are provided, to ensure that demand can be 
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met.  As part of preparing our scheduled care access improvement plans, we will 
take a risk assessment approach, taking into consideration what can be achieved 
within the available resources.   It is also important that scheduled care is efficient 
and effective and services are transformed to reflect the improvement opportunities 
which have been identified.  The vast majority of people awaiting elective treatment 
will be treated locally or within NHS Scotland facilities, such as the Golden Jubilee 
National Hospital.  
 
NHS Boards are required to comply with the NHS Scotland Treatment Time 
Guarantee (TTG) and the Outpatient Waiting Time Standard.  During 2016/17 
significant challenges were experienced in maintaining delivery at previous levels. In 
2017/18 the TTG and the Outpatient Waiting Times standard continue to be a 
priority.  Additional Guidance received from Scottish Government on 14 March 
outlines the approach to be taken by Boards to develop Scheduled Care 
Improvement Plans and Risk Assessments.  The NHS Forth Valley Improvement 
Plan will focus on tackling those specialties where patients are experiencing the 
longest waits and improving sustainability.  These include Gastroenterology, 
Respiratory, Dermatology, and Orthopaedics for Outpatients and Orthopaedics for 
inpatients and day cases.  
 
Capacity Plans are being updated and a rigorous approach will enable variation 
between activity, demand and capacity to identified at an early stage and ensure that 
short and long term actions are planned and implemented speedily to address this.  
Clarification of the base capacity for outpatients and treatment in each specialty is an 
essential component of effective capacity planning and delivering sustainable 
services.  
 
NHS Forth Valley will make progress with implementing the Modern Outpatient 
programme in 2017/18. Opportunities to make further use of telehealth and telecare 
opportunities will be explored and an updated EHealth strategy is being prepared. 
For some long term conditions a holistic clinic may offer the best model for patients, 
to reduce the number of visits to see different specialists and an opportunity to pilot a 
holistic clinic will be considered.  Areas of focus in the Modern Outpatient 
programme include: 

• Reducing variation within and between specialties, identified through the use 
of local and national benchmarking information.  

• Reducing new to return ratios in specialties where benchmarking indicates an 
improvement opportunity. 

• Piloting telephone consultations for specific cases including patients who have 
had knee arthroplasty. 

• Trialling the use of virtual clinics with videoconferencing software, with the 
expectation that this will increase the number of patients who can be “seen” in 
a clinic and reduces unnecessary travel for patients.  
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• Explore opportunities to reduce the variation in demand between GP practices 
using practice profile information. 

 

In 2016, the Capacity to Care Challenge was launched and aims to encourage and 
support staff to reduce unnecessary face to face outpatient appointments.  Staff are 
asked to identify where clinic appointments have been saved and how this was 
achieved.  Learning will then be shared widely within Forth Valley.  
 
In order to ensure that scheduled care services are effective, efficient and equitable, 
we will focus on ensuring that consistent pathways are in place and on reducing 
wastage. For example the Enhanced Recover After Surgery (ERAS) programme is in 
place for surgical and orthopaedic patients and we will look to extend this practice, 
which optimises recovery and discharge after surgery.  
 
We will engage with national work which is underway to review efficiency in the use 
of operating theatres and to ensure that any variation in the use of theatre sessions 
is minimised.  Examples include standardising the throughput in arthroplasty theatre 
sessions.  
 
During 2017/18 it will also be important to understand the scope of the planned 
Diagnostic and Treatment Centres, agree how Forth Valley may use the additional 
capacity which the centres plan to offer and determine the impact of the Diagnostic 
and Treatment Centres on sustaining local emergency care and elective 
programmes. 

In addition, the Board will invest £100,000 to extend infertility provision to 3 cycles 
and to couples where one partner has no biological child. 
 
The NHS Forth Valley Healthcare Strategy has proposed an increase in diagnostic 
tests which GPs can access directly.  The range of tests to be considered and the 
impact of extending direct access will be scoped.  The Strategy also supports 
improving access to specialist advice in order to support primary care clinicians to 
manage patients’ more complex conditions without the need to refer all of such 
patients to specialist clinics. 
 
During 2017/18 there will be an additional investment in new medicines approved by 
the Scottish Medicines Consortium. 
 
Within CAMHS and psychological therapies, we have increased the available 
capacity considerably, and significant improvements have been made, with CAMHS 
achieving and sustaining the RTT target, with a trajectory agreed to work towards 
improving access for psychological services (see chapter 6). 
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4.3 Cancer Care 
 
The continuous review of cancer care patient pathways is required locally and 
regionally to ensure that all cancer care is consistent, appropriate and balanced.  It is 
also important to understand and plan for the changes in demand for radiotherapy, 
surgery and systemic anti-cancer treatment (SACT), alongside the need for a 
realistic medicine approach across cancer services nationally.   

The West of Scotland Regional Review of SACT is progressing and will inform the 
redesign of daycase chemotherapy treatment, with a greater understanding of 
projected changes in demand, new drug regimens and how these should be 
delivered in future. Regional radiotherapy capacity increased with 2 new linear 
accelerators in 2015 and there is a continued review of the capacity and demand for 
radiotherapy in the region. 

Work continues to deliver the Detect Cancer Early programmes in Forth Valley and 
planning for the extension of the programme to other cancer sites.  

Supportive care remains a focus for cancer services in Forth Valley.  This includes 
providing end of treatment summaries and the Macmillan One to One team, 
supporting patients to live with and beyond a cancer diagnosis. 

The Board will work towards maintaining performance of Cancer Services in respect 
to the national standards, recognising that there is a significant resource risk 
associated with their delivery. 

 

4.4 Regional Planning and Delivery 

See chapter 7 of the Local Delivery Plan 

 

4.5 LDP Measures 
 
Measures 
LDP Standard 
Early diagnosis and treatment improves outcomes. 
 
Cancer Waiting Times 
• 31 days from decision to treat (95%). 
• 62 days from urgent referral with suspicion of cancer (95%). 
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Detect Cancer Early 
• People diagnosed and treated in 1st stage of breast, colorectal and lung cancer 

(25% increase).  
 

IVF Waiting Times 
• Eligible patients commence IVF treatment within 12 months (90%). 

 
Shorter waits can lead to earlier diagnosis and better outcomes for many patients as 
well as reducing unnecessary worry and uncertainty for patients and their relatives.  
 
Treatment Time Guarantee 
• 12 weeks Treatment Time Guarantee (TTG 100%) 

 
Referral to Treatment Guarantee  
• 18 weeks Referral to Treatment (RTT 90%). 

 
First Outpatient Appointment 
• 12 weeks for first outpatient appointment (95% with stretch 100%). 

 
CAMHS Waiting Times 
• 18 weeks referral to treatment for Specialist Child and Adolescent Mental Health 

Services (90%). 
 

Psychological Therapies Waiting Times 
• 18 weeks referral to treatment for Psychological Therapies (90%). 
 
Services for people are recovery focussed, of good quality and can be accessed 
when and where they are needed. 
 
Drug and Alcohol Waiting Times  
• Clients will wait no longer than 3 weeks from referral received to appropriate 

drug or alcohol treatment that supports their recovery (90%). 
 

High correlation between emergency departments with 4 hour wait performance 
between 95 and 98% and elimination of long waits in A&E which result in poorer 
outcomes for patients. 
 
Accident and Emergency Waiting Times 
• 95% (with stretch 98%) of patients attending ED / Minor Injuries will be seen, 

treated and discharged or transferred within 4 hours.  
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Local Measures 
• Diagnostic 42 day wait 
• Access to MSK services 
Close monitoring of: 
• Outpatient unavailability 
• Inpatient unavailability 
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5 Realistic Medicine 
 

 

SGHD Health and Social Care Delivery Plan Actions: 
 
Refresh our Health Literacy Plan. 
 
Review the consent process. 
  
Collaborative training programme for clinicians to help them to reduce unwarranted 
variation. 
  
Refresh the Professionalism and Excellence in Medicine Action Plan. 
  
Incorporate the principles of realistic medicine as a core component of lifelong 
learning in medical education. 
  
Single National Formulary. 
 

A programme will be developed in 2017/18 involving clinical leaders and others to 
take forward a realistic approach to planning and delivering care and treatment, in 
partnership with patients, families and carers.  A process for reporting on progress 
with the programme and sharing the achievements made will be put in place during 
2017/18.  

In addition, work will be progressed locally in Forth Valley on further developing 
approaches to shared decision making with patients and clinicians, to better inform 
patients and to review the processes around consent to treatment.   

During 2017/18 we plan to identify opportunities to engage with patients in order to 
improve their awareness and their  understanding of their conditions and of the 
treatment options available to them, including no treatment.  For example we will 
consider introducing a poster with 5 key questions for patients to ask during a 
consultation and we will also consider including similar information with appointment 
letters.  

The Efficiency Productivity Quality and Innovation Programme in Forth Valley 
includes a clinical transformation efficiency programme.  The programme is using 
local and national benchmarking information, to work towards sustainable 
improvements in efficiency and effectiveness e.g. improving new to return ratios for 
some specialties, reducing DNA rates, improving theatre efficiency and throughput 
and reviewing thresholds for treatment.  These initiatives align with the realistic 
medicine objectives of reducing variation and wastage.   Initially, effective care 
pathway work to reduce variation and wastage has focussed on in the Diabetic Foot 
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Pathway with the expectation that the approach will be rolled out to other care 
pathways. 

The roll out of the HEPMA system in the acute hospital was completed in 2016/17 
and the system is the cornerstone of medicines administration and management in 
Forth Valley.  

An example of realistic medicine in action in Forth Valley is the work being 
undertaken in partnership with the Scottish Ambulance Service to develop alternative 
pathways for people who fall, by caring for a greater proportion of them in the 
community and reducing transfers to hospital.  

The NHS Forth Valley Healthcare Strategy 2016-21: Shaping the Future makes a 
commitment to encouraging and supporting people to take personal responsibility for 
their health and to reducing variation and wastage in the provision of care and 
treatment.  These themes will form part of Strategy implementation programme in 
2017/18. 

We will determine Forth Valley responses to national activity and guidance as 
outlined above, once this is available in order to get best value out of medicine and 
medical interventions and support patients through informed and shared decision 
making. 
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6 Public Health Improvement  
 

SGHD Health and Social Care Delivery Plan Actions: 
 
Set national public health priorities.  
 
Delivery of the ambitious targets in Creating a Tobacco Free Generation. 
 
Refresh the Alcohol Framework. 
  
New strategy on diet and obesity and deliver the Maternal and Infant Nutrition 
Framework  
 
Introduce the Active and Independent Living Improvements and embed the National 
Physical Activity Pathway 
  
Improve services supporting mental health set out in the 10 year strategy including: 

• Improve access to mental health support by rolling out computerised cognitive 
behavioural therapy services nationally. 

• Evaluate the most effective and sustainable models of supporting mental 
health in primary care  

• Roll out nationally targeted parenting programmes for parents of 3 and 4 year 
olds with conduct disorder. 

• Improve access to mental health services across Scotland including CAMHS 
and psychological therapies and promote better mental health among children 
and young people.  

 
 
6.1  Public health Improvement   
 
The NHS Forth Valley Healthcare Strategy describes a vision for the future which 
includes supporting people to take personal responsibility for managing their own 
health and health conditions.  The Board has stressed the importance of people 
taking personal responsibility for their own health, by agreeing that this should be 
one of six transformation implementation programmes. 
 
NHS Forth Valley is committed to enabling those more at risk of health inequalities, 
whether physical, mental or both, to make better choices and positive steps toward 
better health and wellbeing. Four areas have been identified for specific NHS action:  
 
• As far as possible, NHS procurement policies should support employment and 

income for people and communities with fewer economic levers.  Where national 
procurement contracts are in place, the use of these in NHS Boards is mandatory 
however where feasible, the NHS Forth Valley procurement policy endeavours to 
support the local community whilst balancing the need to drive efficiency.  The 
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emerging national Shared Services agenda will expand the scope and base of 
national buying.  

• Actions relating to employment policies that support people to gain employment or 
ensure fair terms and conditions for all staff. 

• Actions to support staff to support the most vulnerable people and communities. 
• Health improvement actions to promote healthy living and better mental health.  
 
This activity is also focussed through the NHS workforce and the Health Promoting 
Health Service as well as with the wider community.  
 
NHS Forth Valley is working with Community Planning Partnerships to deliver 
outcomes within Single Outcome Agreements (SOAs) and Single Outcome Local 
Delivery Plans (SOLD) which will impact on health. There is a contribution from NHS 
Forth Valley to each Community Planning Partnership, including the development of 
health inequalities actions as a cross-cutting issue across all theme groups, the 
development of an Equality and Diversity Impact Assessment (EQIA) process for 
CPPs and the application of health impact assessment. 
 
We will support those most at risk of Health Inequalities through targeted 
interventions to support vulnerable people and harder to reach communities. Specific 
actions will include developing employment opportunities within the NHS and local 
partners for disadvantaged groups; reducing alcohol and drug related harm and 
promoting recovery orientated systems of care, identifying unrecognised health risks. 
 
NHS Forth Valley has a unique approach to Alcohol and Drug Partnerships, with a 
Board wide area partnership providing strategic leadership to 3 local partnerships.  
During 2017/18, the Board will continue to work with the Alcohol and Drug 
Partnerships to drive forward the aims of developing a recovery oriented system of 
care across the whole area and reducing alcohol related harm. NHS Forth Valley will 
continue to work towards high levels of performance against both the Alcohol Brief 
Intervention Standard and the Drug and Alcohol Waiting Time Standard. 
 
We will continue to promote physical activity through initiatives such as the Daily Mile 
in Primary Schools. 
 
We will also continue to promote healthy eating and reduce obesity through the Child 
Healthy Weight Programme (Max in the Middle) in local schools, adult healthy weight 
initiatives including the ‘Choose to Lose’ website and support staff and visitors 
through the provision of healthy vending machines in all NHS sites. 
 
We will deliver health improvement by continuing to prioritise actions to reduce the 
harmful effects of cigarette smoking and engaging hard to reach groups, through the 
provision of smoking cessation initiatives 
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We will continue to deliver the BBV and Sexual Health Framework, along with 
population health screening and immunisation programmes.    
 

6.2 Mental Health 
 
The NHS Forth Valley Healthcare Strategy has outlined priorities and commitments 
which are applicable to mental health services and implementation plans will be 
progressed during 2017/18.  
 
Performance against the mental health access standards continues to show a rise in 
the number of people starting treatment.  A Mental Health Improvement programme 
to support NHS Boards to improve access to services and meet the waiting times 
standard sustainably is underway.  
 
Priority areas for NHS Forth Valley in 2017/18 include the following: 

• Post diagnostic support 
• Hub for Neurodevelopment Disorders 
• CAMHS 
• Psychological Therapies 
• Dementia 

 
 
6.2.1 CAMHS 

In December 2014, the Scottish Government set a HEAT target for the NHS in 
Scotland to deliver a maximum waiting time of 18 weeks from referral to treatment 
for CAMHS.  During late 2015 and throughout 2016 the Service implemented a 
recovery action and improvement plan.  This recovery action plan together with 
leadership and teamwork has resulted in a steady and sustained improvement in 
performance.  Since November 2016 we have achieved the 18 week standard for 
90% of our patients. 
 
Mental Health innovation funding with local investment has been used to increase 
the capacity in all core professional groups, Child & Adolescent Psychiatry, Child 
Clinical Psychology, Mental Health Nursing, Primary Mental Health Workers.  Two 
crisis nurses and a Specialist Speech and Language Therapist were also employed 
to support the wider team.  
 
The Innovation Funding has been used to support both the Interventions for 
Vulnerable Youth Project which has enabled frontline professionals to weigh up the 
best approach to treatment and risk management and the Safespot mobile App, 
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which incorporates mental wellbeing and positive safety planning into children’s 
mobile devices. 
 
During 2017/18  it is planned to use innovation funding to develop a CAMH intensive 
treatment service to support children in the community and to provide additional 
capacity in Tier 2 provision, to provide early and effective intervention as well as 
prevention. 
 
The Service continues to prioritise urgent referrals and ensure that children and 
young people who have been waiting the longest period of time are seen.  The team 
remain focussed on sustaining our performance against targets and plan to continue 
to improve efficiency, performance and capacity within the service.  Moving forward 
the team will continue to focus on developing quality improvement and quality 
assurance in service delivery. 
 
 
Actions for 2017/18 include: 

• Sustain the delivery  of the 90% access standards for patients in CAMHS; 
• Review and develop provision and service delivery for patients requiring 

intensive CAMHS with a view to reducing hospital admissions. 
 

 
6.2.2  Psychological Therapies 
 

The LDP Standard for Psychological Therapies states that at least 90% of people 
requiring a psychological therapy will start treatment within 18 weeks of referral.  In 
recognition of the challenge this presents many Health Boards and Health and Social 
Partnerships, in 2016 the Scottish Government provided targeted resources for 
psychological therapy services, both directly to Health Boards and indirectly via NHS 
Education for Scotland.  Within Forth Valley this resource has been used to target 
some of our areas of greatest need, including services for older people, people with 
substance misuse issues, the prison population and adults with mental health issues 
in the community. 

In addition to these resources, the Scottish Government also introduced a 
programme of targeted support from the Mental Health Access Improvement Support 
Team (MHAIST).  The MHAIST contribution to Forth Valley has thus far been the 
provision of a part-time Information Analyst and facilitation of local staff engagement 
events around service redesign. 

Significant improvements have been recently made across the service.  The total 
number of people waiting for treatment has reduced, as has the number of people 
experiencing very long waits (in excess of 26 weeks).  Indeed in the most recent 



 
 

40 
 

waiting times publication from ISD (March 2017), NHS Forth Valley is cited as one of 
only four Health Board areas to have no-one waiting over 52 weeks.  By early 2017 
the investment in new staff resources led to an increase in clinical capacity, with the 
subsequent positive impact on waiting times.  In addition, improvements in data 
reporting and analysis have resulted in the ability to more efficiently match demand 
to capacity across the service.  This has allowed the development of performance 
trajectories, which indicate that performance against the LDP Standard will steadily 
improve as 2017/18 progresses. 

Progress has also been made with the redesign of psychological therapy services, 
which remains on track for full implementation in April 2017.  This will result in a 
streamlined pathway of care for patients and an easier process for referrers, with a 
single point of access for each locality and a multi-disciplinary psychological therapy 
team providing matched care for patients. 

A detailed improvement action plan has been produced, and operational 
improvements continue to be made across the service in line with this.  There is a 
focus on clear management and governance structures, and transparent activity and 
performance processes.  Clinical outcomes recording and reporting is also being 
developed, to ensure that a focus on timely delivery of therapy does not negatively 
impact on the quality of clinical care being provided. 

Actions for 2017/18 include: 

• Work towards delivering the 18 week referral to treatment LDP Standard for 
psychological therapies. 

 

6.2.3  Dementia  
 
In relation to Post Diagnostic Support (PDS) for people diagnosed with Dementia we 
have secured funding from the Scottish Government from the Mental Health 
transformation fund which will allow us to test new models of Post Diagnostic support 
and, in partnership with the IJBs work towards improving performance and reducing 
waiting times.  In addition we are working closely with the National team in ISD to 
refine the data-set on PDS as there remain significant issues with data quality.  
Currently the capacity of the PDS workers is not keeping pace with demand and 
therefore will require further assessment of demand and capacity.  
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A new rapid response team has been established by NHS Forth Valley to support 
care at home for patients with dementia, and their carers. The DOT, Dementia 
Outreach Team, is staffed by specialist nurses and community care assistants with 
the objective of avoiding ‘crisis situations’ and preventing unnecessary hospital 
admission.  The team will carry out a comprehensive assessment and provide 
advice, practical assistance and support to patients, family members and carers, 
taking a holistic and proactive approach. Intensive support will be offered initially for 
6 weeks and the care and support will then be reviewed.  
 

 
6.3 LDP Measures 
 
Measures – Focus on Health Improvement and Prevention 
LDP Standard 
Enabling people at risk of health inequalities to make better choices and positive 
steps toward better health 
 
Alcohol Brief Interventions 
• Sustain and embed Alcohol Brief Interventions in 3 priority settings of primary 

care, A&E and antenatal, and broaden delivery in wider settings 
 
Smoking Cessation 
• Sustain and embed successful smoking quits, at 12 weeks post quit, in the 40% 

SIMD areas 
 

Prevention - Early diagnosis and treatment improves outcomes 
 
Detect Cancer Early 
• People diagnosed and treated in 1st stage of breast, colorectal and lung cancer 

(25% increase) 
 

 
Early action is more likely to result in full recovery and improve wider social 
development outcomes. 
 
CAMHS Waiting Times 
• 18 weeks referral to treatment for specialist Child and Adolescent Mental Health 

Services (90%) 
 

Timely access to healthcare is a key measure of quality and that applies equally to 
mental health services 
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Psychological Therapies Waiting Times 
• 18 weeks referral to treatment for Psychological Therapies (90%) 
Enable people to understand and adjust to a diagnosis, connect better and plan for 
future care 
 
Dementia Post Diagnostic Support 
• Delivery of dementia post diagnostic support 
 

Local Measure 
Prevention 
• Screening Programme Performance (Cervical, Bowel, Breast) 
• Immunisation Programmes (Adult and Children) - uptake 
• Delivery of Child Healthy Weight interventions 
• New diagnosis of Hepatitis C & Hepatitis C treatments completed 
• Progress against National Dementia related caseload criteria  
• Increase in link worker capacity for Dementia – to be measured by (reduced) 

waiting times 
• Measure Dementia specific average monthly and annual referrals 
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7 NHS Board Reform  

 
SGHD Health and Social Care Delivery Plan Actions: 
 
NHS Boards to show their contributions to driving the work of this delivery plan, not 
least their contributions in support of the regional planning of clinical services. 
 
Ensure that NHS Boards expand the ‘Once for Scotland’ approach to support 
functions. 
 
Start a comprehensive programme to look at leadership and talent management 
development. 
 

7.1 Regional Planning  

The Health and Social Care Delivery Plan recognises the importance of the National 
Clinical Strategy and the need for service review and planning at population levels 
beyond the boundaries of Territorial Boards.  NHS Forth Valley is an active 
participant in 2 NHS Scotland regions i.e. West of Scotland and South East and 
Tayside (SEAT).  A range of specialist services are already provided in partnership 
with NHS Boards in both regions and delivery models include hub and spoke, in-
reach and clinical networks. 

Within the West of Scotland and SEAT Regional Planning Groups there are already 
programmes of collaborative work that consider the ever changing population needs 
and how these are influenced by demographic changes and the emergence of new 
treatments and technologies at a time of constrained resources including the 
availability of specialist clinicians across both primary and acute hospital care. These 
programmes of work include; 

• Interventional Cardiology including Primary Reperfusion Services 
• Major Trauma 
• OMFS 
• Urology including Minimally Invasive Resection of Prostate 
• Vascular Services 
• Regional Child Health Services including Child Protection, Critical Care and 

Specialist Shared Services 
• Regional Child and Adolescent Mental Health 
• Medium and Low Secure Psychiatric Services  
• Systemic Anti-Cancer Treatments 
• Aseptic Pharmacy Services 
• Maternity and Neonatology 
• Interventional Radiology 
• Ophthalmology 
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• Workforce Planning 
• Prescribing 
• Procurement 

 
It is recognised by the Regional Planning Groups that regional transformational plans 
will require to be developed over the next 6 to 12 months, underpinned by detailed 
analysis of; 

• The needs assessment of the 2.7 million people served by the West of 
Scotland Boards and the 2 million served by SEAT 

• Changing patterns of demand for future treatment and care for this population 
• The current capacity to safely and effectively meet these treatment and care 

needs 
• New service models and care pathways 
• Resource Plans including workforce, estate and specialised equipment 

 

This regional planning activity will complement the service planning and change in 
each Health Board area which will be required to address the current service and 
financial pressures and will also complement work on the strategic direction for acute 
services, which each Board has been developing to transform acute services, 
working alongside their Integration Joint Boards.  When taken together with board 
level plans this transformational plan will clearly set out how West of Scotland and 
SEAT Boards and their partners will deliver safe, efficient and sustainable treatment 
and care over the next 10 to 15 years. 

7.2 Once for Scotland 

NHS Forth Valley will support and respond locally to the Once For Scotland 
recommendations of the Shared Service work streams and will work with regional 
and national partners to implement new models for support functions.    We will also 
continue to deliver efficiency programmes locally and with partner Boards. 

7.3 Leadership and Talent Management 

NHS Forth Valley supports the Leading for the Future Programme by providing 
Organisation Development resources to take cohorts of leaders through the 
programme.  To date, 63 NHS Forth Valley leaders have participated in the 
programme.  In house leadership development in also provided including the 
Shaping the Future programme for clinical and management leaders.  Future leaders 
are welcomed to Forth Valley by placing National Management trainees in the Board 
area.  
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8 Safe Care 
 

NHS Forth Valley continues to be committed to safe, effective and person centred 
care being at the heart of all aspects of care and service delivery.  

Delivery of the National Scottish Patient Safety Programme (SPSP) continues as a 
key strategic priority for NHS Forth Valley and is reflected in both the Board’s Quality 
Improvement Strategic Plan as well as in topic specific improvement plans 
supporting the Hospital Standardised Mortality Ratio (HSMR) improvement plan.  

The Quality Improvement Strategic Leadership Group is currently taking forward the 
development of the Board’s Quality Improvement Strategy for 2016-19, which 
incorporates the SPSP and Early Years Collaborative, together with other local 
priorities. The Board has a Clinical Governance Balanced Scorecard which 
incorporates the ten patient safety essentials.  Performance is reported and reviewed 
at each meeting of the Clinical Governance Committee.  

The ten patient safety essentials are in place across the organisation with 
mechanisms to independently assure progress, including care assurance ward visits; 
structured review of adverse events such as unplanned transfers to critical care; and 
infection control ward visits. 

Reduction in falls and fall related harm remains a key strategic priority for NHS Forth 
Valley.  A falls reduction improvement plan is lead by a Falls Strategic Group and a 
Falls Implementation Group.   
 

Improvement Actions for 2017/18 include: 

• Monitor SPSP programmes progress via the Quality Improvement Strategic 
Leadership Group with bi-monthly progress reports from all workstreams. This 
includes review of data on the national SPSP dashboard to benchmark progress 
with outcomes and identify any other Boards where learning can be sought. 

• Deliver continued improvements in HSMR. 
• Deliver key actions associated the Person Centred Health and Care Strategy 

2015-17, which details NHS Forth Valley’s priorities and commitments, to further 
embed person centred care. 

• Maintain progress in improving rates of Healthcare Acquired Infection including 
SABs and CDI 

• Maintain a focus on reducing falls in the frail elderly population  
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8.1 LDP Measures 
 
Measure: 
LDP Standard 
NHS Boards are expected to improve SAB infection rates during 2016-17.  
Research is underway to develop a new SAB standard. 
 
SAB 
• Staphylococcus Aureus Bacteraemia (SAB) rate 

 
Clostridium Difficile Infections 
• Clostridium Difficile (CDI) rate 
 
Local Measure 
• Hospital Standardised Mortality Ratio (HSMR) 
• Scottish Patient Safety programme (SPSP) workstreams: 

 - Acute Adult  
 - Maternity & Children 
 - Mental Health  
 - Primary Care 

• Ten patient safety essentials: 
 - Hand Hygiene 
 - Leadership Walkrounds 
 - Communications: Surgical Brief and Pause  
 - Communications: General Ward Safety Brief  
 - Intensive Care Unit (ICU) Daily Goals  
 - Ventilator Associated Pneumonia Bundle  
 - Early Warning Scoring  
 - Central Venous Catheter Insertion Bundle   
 - Central Venous Catheter Maintenance Bundle  
 - Peripheral Venous Cannula  

• Stroke care bundle 
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9 Person-Centred Care 
 
Providing care which is person centred is one of ten priorities in the NHS Forth 
Valley vision for the future.  This commitment is reinforced in the Board’s Person 
Centred Care Strategy “What Matters to you matters to us” and is one of our six staff 
values i.e. we will acknowledge and accept that every person is different and we will 
adapt our approach to meet the needs of others.  

The NHS Forth Valley person care strategy has 8 key strategic elements that 
collectively inform Person Centred Health and Care. These are: 

• Communication & Positive First Impressions  
• Volunteering 
• Bereavement  
• Equality & Diversity 
• Patient and Public Involvement  
• End of Life Care 
• Fundamental Care 
• Standards for Patients Spiritual Care 

 

Improvement actions for 2017/18 include: 

• Work towards delivering the Person Centred Health & Care Strategy, which 
provides a framework for change, covering the Person Centred Agenda. 

• Implement the delivery plan to fulfil our Person Centred Health and Care 
commitment. 

• Continue to roll out the Communication & Positive First Impressions programme 
across the organisation. 

• Person centred care is a priority in the NHS FV Healthcare Strategy and the 
Strategy implementation programmes will have person centred care as an 
underpinning requirement. 

• NHS Forth Valley Equality Mainstreaming Report 2017-21 and outcomes are in 
place.  Outcome 4 i.e. NHS Forth Valley services users are equal partners in 
planning, developing and monitoring their care through informed choice and 
personal responsibility. 

• Baseline for the four Equality and Diversity Priority areas has been identified and 
actions are in place for 2017/18  

• Develop a solid structure to support the continual delivery of a bereavement 
model. 

• Involve patients and the public in service change, redesign and improvement of 
care and wellbeing. 

• Ensure that all patients throughout their journey will be given the opportunity to 
say what, and who, matters to them, are supported to ensure this is achieved 
and that this is reviewed regularly. 
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• Establish a robust infrastructure to support the continuous development of 
volunteering across NHS Forth Valley.  Examples of investment in volunteering  
include the Forth Valley Royal Hospital Front Desk volunteers who welcome 
people to the hospital and provide way-finding assistance and the team of 
volunteers to support patients in wards and the Oncology Department and 
services provided by the Royal Voluntary Service. 

• Support staff to access patients’, families’ and carers’ spiritual needs, making 
necessary referrals to the Spiritual Care team. 

• Ensure that the organisation can demonstrate that services have been evaluated 
to demonstrate that they meet the needs of our diverse community and that any 
barriers to access have been addressed. 

• Plan for the implementation of the Carers Scotland Act in April 2018 in 
partnership with local authorities 
 
 

9.1 LDP Measures 
 
Local Measure 
• The “Five Must Do’s With Me”  

 - What matters to you 
 - Who matters to you 
 - What information do you need 
 - Nothing about me without me 
 - Personalised contact 

• Clinical Quality Indicators  
 - Pressure area care 
 - Food, Fluid & Nutrition 
 - Falls 

• Falls with harm rate 
• Percentage of complaint responses within 20 days 
• Reduction in the number of complaints 
• Number of complaints acknowledged in 3 working days 
• Number of complaints referred to Ombudsman 
• Number of complaints upheld by the Ombudsman 
• Percentage of staff having completed an eKSF annual review  
• Long and short term absence rates 
• Patient and Carer Experience 
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10 Financial Planning 
 
 
It is essential that our services are as effective and efficient as possible to ensure 
that we continue to meet demand changes arising from demography, improving care 
standards, the introduction of new technology, new and changing drug indications 
and meeting targets and guarantees. NHS Forth Valley has consistently projected 
financial breakeven for 2016/17. 

Following the Scottish Budget in February 2017, its associated implications and an 
update of issues facing the NHS, it is estimated that recurrent cash savings of 5% 
(£24m) are required in 2017/18 including those health services within scope of the 
two local Integration Authorities. Cash savings of this magnitude carry risk and there 
will be implications for a service which is workforce based.  

The Financial Plan and Capital Plan  2017/18 – 2021/22 is scheduled for approval at 
the end of March 2017. At present there remains a recurrent savings gap of 
approximately £5m for 2017/18 and whilst there are non-recurrent resources 
available to manage this in-year it is imperative that underlying financial balance is 
maintained. Future Years Savings have yet to be identified. 

The supporting narrative which is submitted with financial templates will cover the 
specified items for inclusion. This will confirm that recurrent funding delegated to 
Integration Authorities is the same or slightly greater that 2016/17. This also confirms 
specific focus on using benchmarking information to drive change either releasing 
capacity to support performance improvement or delivering cash savings. 

Detailed action plans require to be prepared during 2017/18 working with both Health 
and Social Care Partnerships to meet the requirement that 50% of frontline NHS 
spend is on community health services by 2021/22.  The development of Regional 
LDPs will also be supported by financial assessment of planned changes with an 
expectation that changes will either support service sustainability or deliver cash 
savings. 

 

10.1 LDP Measure  
 

Measures 
LDP Standard 
Financial Performance 
• Operate within agreed revenue resource limit; capital resource limit; and meet 

cash requirement  
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11 Workforce Planning  
 
 
The NHS is dependent on hard working staff and the high quality of care and support 
they provide. Attracting and retaining a workforce with the skills to deliver the very 
best services is essential to meet the future needs of patients and their families. 
 
Shaping the Future, NHS Forth Valley’s Healthcare Strategy 2016 – 2021, describes 
NHS Forth Valley’s Vision for the future and outlines ten key priorities which will 
guide how local health services will be delivered across Forth Valley over the next 
five years.   The skills and competencies of our current and future workforce are key 
to ensuring the delivery of this strategy which was developed following a major 
review of clinical services and takes account of key strategies, including the National 
Clinical Strategy for Scotland and the Strategic Plans developed by the two Forth 
Valley Health and Social Care Partnerships. 
 
We are currently refreshing our Workforce Strategy which will ensure delivery of our 
workforce aims as follows: 
  

• To develop a modern, sustainable workforce. 
• To become a model employer. 
• To create and maintain a healthy and modern culture. 

  
The priorities within the national “Everyone Matters Implementation Framework” are 
fully incorporated as part of our Workforce Strategy and therefore a key focus for our 
HR and Organisational Development teams.  NHS Forth Valley continues to take 
forward a comprehensive Everyone Matters Action Plan which covers a wide range 
of workforce and organisational development activities designed to achieve the 
Workforce Vision at a local level. This includes: 

• an active culture and values development programme 
• the full organisational rollout of the iMatter Staff Experience Improvement 

Cycle, which will be completed in March 2017 
• an inclusive Leadership, Management and Team Development Programme 

offering opportunities for managers at all levels within the organisation 
• the aspiration to achieve Gold Healthy working Lives Award 
• the delivery of a range of activities to deliver our Youth Framework 

 
This Programme of work is supplemented by our ongoing Investors in People 
Assessment Programme, we currently hold the IIP Silver Award with an aspiration to 
achieve IIP Gold Standard Award and the Investors in Young People Award by 2018. 
  

http://nhsforthvalley.com/wp-content/uploads/2014/09/Healthcare-Vision-For-The-Future.pdf
http://nhsforthvalley.com/about-us/health-and-social-care-integration/
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Across NHS Forth Valley there is an ageing and predominantly female workforce.  
The demographic of our staff and local communities requires that we deliver 
innovative, proactive workforce solutions. 
  
NHS Forth Valley, with its partners, has made progress towards implementing Health 
and Social Care Integration.  In support of the strategic plans, each Health and 
Social Care Partnership is currently taking forward a range of service and 
organisational development activities and is also working on refining and refreshing 
their Integrated Workforce Implementation Plans for 2017 - 2019.  We remain 
committed to the continuous development of our workforce through their skills and 
competencies and through our annual programme of workforce planning. 
 
Key workforce actions for NHS Forth Valley include:   

• Supporting staff to take on new or extended roles and work in a more 
integrated way across community, hospital and social care services and, 
where appropriate, in partnership with voluntary organisations, community 
groups and independent providers.  

• Reviewing our workforce requirements to ensure we continue to have the right 
staff, with the right skills, working in the right locations.  

• Adopting more flexible working patterns to enhance community services 
during evenings and weekends, and move towards more seven day working 

 
 
11.1 Attendance Management 
 
NHS Forth Valley continues to focus on achieving the 4% standard and on improving 
the wellbeing of all staff.  Focus on hotspot areas  and actions to share good practice 
are prioritised. 
 
 
11.2 LDP Measures 

Measures 
LDP Standard 
• Sickness absence 4% 
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12 Glossary 
 

 
AAU  Acute Assessment Unit 
ACP  Anticipatory Care Plan 
AHP  Allied Health Professionals 
ALFY  Advice Line For You 
AWI  Adults With Incapacity 
CAMHS Community and Adolescent Mental Health Services 
CAU  Clinical Assessment Unit 
CDI  Clostridium Difficile Infections 
CHD  Coronary Heart Disease 
COPD  Chronic Obstructive Pulmonary Disease 
CSR  Clinical Service Review 
DOT  Dementia Outreach Team  
ED  Emergency Department 
EQIA  Equality and Diversity Impact Assessment 
FNP  Family Nurse Partnership 
FVRH  Forth Valley Royal Hospital 
GIRFEC Getting It Right For Every Child 
HEPMA Hospital Electronic Prescribing and Medicines Administration 
HSMR  Hospital Standardised Mortality Ratio 
ICF  Integrated Care Fund 
ICU  Intensive Care Unit 
IHO  Institute of Health Optimisation 
IIP  Investors in People 
LDP  Local Delivery Plan 
MHAIST Mental Health Access Improvement Support Team 
MSK  Musculoskeletal 
OOH  Out of Hours 
PDS  Post Diagnostic Support 
RTT  Referral to Treatment  
SABs  Staphylococcus Aureus Bacteraemia 
SACT  Systemic Anti-Cancer Treatment  
SHGD  Scottish Government Health Directorates 
SIMD  Scottish Index of Multiple Deprivation 
SOAs  Single Outcome Agreements 
SOLD  Single Outcome Local Delivery 
SPSP  Scottish Patient Safety Programme 
TTG  Treatment Time Guarantee 
 

 

 



CAPITAL PROGRAMME 2017/18 - 2021/22 ANNEX A
NHS FORTH VALLEY

2017/18 2018/19 2019/20 2020/21 2021/22 Future Total
TABLE 1 Years Scheme

£'m £'m £'m £'m £'m £'m £'m

SOURCES OF GENERAL FUNDING
Scottish Executive Funding-General 6.085 6.085 6.085 6.085 6.085 6.085 36.510
SGHD UKGAAP PFI Reversionary Interest 4.610 4.610 4.610 4.610 4.610 136.930 159.980
SGHD UKGAAP PFI Reversionary Interest - New Acute Hospital -4.314 -4.314 -4.314 -4.314 -4.314 -130.750 -152.320 
SGHD UKGAAP PFI Reversionary Interest  - Clacks Resource -0.296 -0.296 -0.296 -0.296 -0.296 -6.180 -7.660 
SGHD eHealth PMS 0.750 0.750 1.500
SGHD Doune Health Centre Transferred to 2017/18 1.292 1.000 2.292
SGHD Hub Finance Asset Additions 30.453 4.335 34.788
SGHD Capital Grants -0.175 -0.100 -0.100 -0.100 -0.100 -0.100 -0.675 
SGHD Capital to Revenue Transfers -1.200 -1.200 -1.200 -1.200 -1.200 -1.200 -7.200 
Total 6.752 36.988 9.120 4.785 4.785 4.785 67.215
Asset Sales
SGHD Asset Sales Retained 3.767 0.800 3.060 0.000 1.772 0.113 9.512
Total 3.767 0.800 3.060 0.000 1.772 0.113 9.512

Total Net Core Capital Resource Limit 10.519 37.788 12.180 4.785 6.557 4.898 76.727

Planned General Expenditure

Strategic and Regional Priorities
Mobile Device Coverage 0.500 0.500
Pfi Hospital - Variations 0.100 0.100 0.100 0.100 0.100 0.100 0.600
FVRH - Televison Replacement 0.411 0.411
Trystview 0.300 0.300
Section 75 - A9 Stirling Crossing 0.075 0.075
Stirling Care Village Asset Addition 30.453 4.335 34.788
Total 0.886 30.553 4.935 0.100 0.100 0.100 36.674
Primary & Community Services
Primary Care Premises Review 1.320 0.425 1.957 1.188 1.438 0.250 6.578
Project Staff Costs 0.055 0.058 0.060 0.062 0.062 0.062 0.359
Hub - DB Capital Doune HC 1.936 0.500 2.436
Total 3.311 0.983 2.017 1.250 1.500 0.312 9.373
Community Hospitals
Community Hospital Retained Sites 1.000 0.500 1.500 0.500 1.500 0.250 5.250
SCH OPD 0.200 0.200
Stirling Care Village Equipping 0.100 2.000 0.400 2.500
Total 1.300 2.500 1.900 0.500 1.500 0.250 7.950
Area Wide Expenditure
Information Management and Technology Strategy & PMS 2.514 2.764 2.014 2.014 2.014 2.014 13.334
Medical Equipment Labs & Radiology 0.450 0.450 0.500 0.500 0.500 0.450 2.850
Medical Equipment Replacement Programme 1.115 1.300 1.500 1.500 1.500 1.300 8.215
MRI Scanner 1.500 1.500
Total 5.579 4.514 4.014 4.014 4.014 3.764 25.899
Area Wide Other Expenditure
Fire Safety / Statutory Standards / HEI Inspection/Property Maintenance 0.393 0.133 0.614 0.221 0.743 0.472 2.576
Energy Efficiency / Carbon Management 0.425 0.425
Bed Management Contract 0.405 0.405
Capital to Revenue Transfers -1.200 -1.200 -1.200 -1.200 -1.200 -6.000 
Capital Grants -0.175 -0.100 -0.100 -0.100 -0.100 -0.575 
Total -0.557 -0.762 -0.686 -1.079 -0.557 0.472 -3.169 

Total General Expenditure 10.519 37.788 12.180 4.785 6.557 4.898 76.727

Balance Available/(Required) 0.000 0.000 0.000 0.000 0.000 0.000 0.000

Forecast Property Sales
Bellsdyke Land Development 1.957 0.000 1.560 0.000 1.772 0.000 5.289
Bannockburn Hospital Land 1.300 1.300
Kildean Hospital Land 0.350 0.350
Orchard House Hospital Land 0.450 0.450
Graham Avenue, Larbert, Garages Land 0.013 0.013
Barnton Street 0.100 0.100
Westbank Clinic 0.350 0.350
Surplus Falkirk Royal Infirmary Site Land 0.000
Surplus Stirling Royal Infirmary Site Land 1.500 1.500
Woodland Area, RSNH 0.160 0.160
Total 3.767 0.800 3.060 0.000 1.772 0.113 9.512



NHS FORTH VALLEY         
       
CAPITAL PLAN 2017/18 – 2021/22 
 
1. INTRODUCTION 
 

 This paper presents the draft NHS Forth Valley Capital Plan 2017/18 – 2021/22 for 
consideration. 

             
            This Plan reflects confirmed SGHSCD (Scottish Government Health and Social Care 

Directorate) funding for 2017/18 and estimated allocations for the following years.  
 

 This paper covers the following areas :- 
 

• Strategic Context 
• Funding availability including Property Sales 
• Strategic and Regional Priorities  
• Primary and Community Services Modernisation 
• Community Hospitals 
• eHealth Technology and Medical Equipment 
• Fire Safety and Statutory Standards 
• Affordability including revenue implications 
• Issues and Risks  

 
2. STRATEGIC CONTEXT 
 
 As reported in prior years the public sector resource for Capital Funding has reduced 

significantly over recent years.  
 
 Main issues to highlight when considering the Capital Plan are as follows :- 
 
     National 
 

• Significant reductions in Public Sector Capital Funding 
• Capital Planning arrangements change for NHS including central pooling of 

Property Sales and top-slicing to fund national NHS priorities  
• Health and Social Care Framework 
• Annual Publication and implications of ‘State of the Estate’ 

 
Regional 
 
• Regional Delivery Plans are a new requirement this year and are expected to be 

completed by September 2017 
 
Local 
 
• Impact of Implementation Plan arising from ‘Shaping the Future’ NHS Forth Valley 

Healthcare Strategy 2016 - 2021 
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• Strategic Plans of the two Integration Authorities 
• Property Asset Management Strategy including identification of Statutory Standards 

requirements 
• Stirling Care Village – now in construction phase 
• Maximise space utilisation of FVRH (Forth Valley Royal Hospital) and 

Clackmannanshire Healthcare Facility 
• Minimise estate footprint to maximise resource in services 
• Investment in Primary Healthcare Premises 
• Investment in retained estate on Community Hospital Sites 
• Investment in Projects to support service improvement and savings delivery eg 

energy efficiency and eHealth including telehealth 
• Equipment replacement and investment programme  

 
3. FUNDING ISSUES INCLUDING PROPERTY SALES 
 
 The Scottish Government Health and Social Care Directorate have indicated a Capital 

Resource Limit of £ 6.1m for 2017/18. 
 
      Alternative funding routes are available to Boards through the Scottish Futures Trust 

including the HUB Initiative – a revenue funded model. As previously indicated NHS 
Forth Valley currently carries a significant future revenue cost through existing PFI 
Projects. Whilst national planning guidance indicates that for the new arrangements up 
to 85% of new revenue costs associated with the capital components of the Projects 
will be funded from national funds any risk associated with this will mean for NHS 
Forth Valley that a greater proportion of local revenue funds would require to be tied to 
long term contract payments. It remains unclear how such funding will be considered 
against the NRAC formula distribution of revenue. 

 
      Specific agreement has also been confirmed with SGHSCD allowing the receipts from 

the Bellsdyke Development which is a long-standing committed sale over a number of 
years to be retained locally and provides some flexibility for future projects. Outline 
agreement has also been provided indicating that the balance of receipts can be retained 
locally and this assumption has been incorporated in this Plan.  

 
      There are a number of expected sales in 2017/18 and beyond arising from the 

remaining site rationalisation as part of the original Healthcare Strategy including :- 
 

• Next Sites on Bellsdyke Site (Development Agreement runs until 2022) 
• Kildean Hospital Site 
• Woodland Area of FVRH Site 

 
Work is in progress preparing a Masterplan for the Falkirk Community Hospital Site. 

       
4. STRATEGIC PRIORITIES  
 

This section includes specific issues arising from the original NHS Forth Valley 
Healthcare Strategy and current Healthcare Strategy.  
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Plans across the five year period include the following :- 
 

• Addition of Stirling Care Village following financial close in December 2016 
• Patient TV replacement programme at FVRH 
• Improvements to mobile device coverage at FVRH 
• Ongoing variations with the PFI contract that meet capital definition 
• Adaptations to Trystview which will allow patients currently cared for outwith 

the area to receive their care locally. 
 

Stirling Care Village is a HUB initiative and therefore from an NHS perspective is a 
revenue finance project and therefore is included in the Capital Plan for funding only 
as an asset addition. Funding totalling £ 2.500m has also been identified for kit-out 
and equipment. There are Section 75 requirements associated with the Care Village 
developments and £ 0.075m is included for A9 crossing.  

      
     5. PRIMARY and COMMUNITY SERVICES 
 
 Capital Funding has been provided to support specific Primary Care Premises 

requirements including addressing issues contained in the State of the Estate in terms 
of backlog maintenance in Health Centres and to support projects identified from the 
Primary Care Premises Review.  A full assessment has been completed of Primary 
Care Premises including those owned or leased by GP Practices. An investment sum 
has been identified for each year in the plan and initially will be utilised for those 
premises with immediate requirements. The detailed investment programme for 
2017/18 will be presented to a future Performance and Resources Committee for 
consideration. 

 
      The updated Outline Business Case for the replacement for Doune Health Centre will 

be submitted to the Capital Investment Group shortly. 
 
     6.  COMMUNITY HOSPITALS 
 
      In line with the timeframe for Stirling Care Village capital investment is planned for 

the retained estate (ie the part not included in the Care Village) at Stirling Community 
Hospital.  

       
     7.    AREA WIDE EXPENDITURE 

 
 There are three main areas of planned spend as follows :- 
 
      eHealth 
 
      Capital Funding to support the priorities in the eHealth Strategy as approved in March 

2012. The local eHealth Strategy is currently being updated for consideration at a 
future Board Meeting. The eHealth Financial Plan is updated annually – the main 
priorities are implementation of Electronic Patient Record, commissioning of a new 
Patient Management System (Business Case scheduled for consideration at the March 
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2017 Board Meeting), replacement for MIDIS (community system), refresh of the GP 
system which is approaching the end of its contract period. 

  
      Medical Equipment Replacement Programme 
 
      The Medical Equipment Group oversees the prioritisation of equipment requests from 

Directorates and the Corporate Management Team will consider the investment list for 
2017/18 shortly. 

 
 The local contract for provision of MRI Services will conclude in March 2018 and a 

provision of £ 1.500m has been made within the Capital Plan to move service provision 
in-house from April 2018. 

 
 8. OTHER EXPENDITURE INCLUDING FIRE SAFETY AND STATUTORY 

STANDARDS 
 
      Funding has been earmarked to continue to address issues such as fire safety, statutory 

standards compliance and backlog maintenance highlighted in the national ‘State of the 
Estate’ Report and local Property Asset Management Strategy.  Whilst a significant 
proportion of NHS Forth Valley Estate is new with revenue payments covering 
lifecycle costs it is important that issues associated with the remainder of the estate 
continue to be prioritised and addressed. 

            
9. AFFORDABILITY INCLUDING REVENUE IMPLICATIONS 
 
      Affordability including the associated revenue and life cycle cost of Capital Spend 

must always be considered. However given that the majority of the Capital Plan 
provides funding for backlog maintenance and for completion of existing work there is 
limited additional revenue requirement from proposed Plan. The Business case for the 
replacement Patient Management System indicates additional ongoing revenue costs 
and these have been included in 2017/18 – 2019/20 Financial Plan. 

 
      As indicated SGHD provide revenue funding for up to 85% of additional revenue costs 

associated with property spend for HUB projects which supports affordability of such 
projects. There remains a risk that the consequences of this will impact on future NHS 
Board allocations ie top-slice on a national basis and the impact of such a mechanism 
on the NRAC parity positions is as yet unclear.        

 
10. ISSUES AND RISKS 
 
 High level risks and issues include:- 
 
      Public Sector Capital Availability :  revised Capital Planning process and impact of  
                                                                    pre-determined national priorities on public  
                                                                    sector capital availability 
 

Property Sales      : values dependant on property market 
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 detailed planning permission for individual sites 
required before Bellsdyke proceeds are realised 

                                           
local retention of property proceeds may not 
continue with the move to Regional Plans 

 
      Revenue Risk                              -  impact of revenue model of funding future projects  
                                                               on a national basis 
 
                                                            - risk of 85% national funding for HUB Projects  
                                                              being fully utilised  
                                                              

Inflation - building inflation uncertainty 
 
 

11.   CONCLUSION 
 
The NHS Board is asked to 
 

• To approve the Capital Plan 2017/18 to 2021/22 in Annex A.  
 
 
 
Fiona Ramsay 
Director of Finance  
22 March 2017 
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NHS FORTH VALLEY 
 
FINANCIAL PLAN 2017/18 – 2019/20 
 
1. Introduction 
 
This paper outlines the Strategic Financial Plan 2017/18 – 2019/20.  
 
It covers the following areas :- 
 

- Allocation from Scottish Government 
- Resources delegated to Integration Authorities  
- Operational Budgets outwith scope of integration 
- Pay, Prices Prescribing and PFI 
- Managing existing and future pressures 
- Savings Requirement and Plans 
- Summary Risk Schedule   
- Summary 2017/18 
- Scottish Government Requirements 

      -     Future Years 
       
Summary information from this Plan is used to complete the Finance Template which 
forms part of the LDP (Local Delivery Plan). 
 
It is essential that services continue to be delivered efficiently and effectively within 
resources available whilst meeting demand changes arising from demography, improving 
care standards, introduction of new technology, new and changing drug regimes whilst 
striving to meet performance targets and guarantees. 
 
It is imperative that financial sustainability is maintained (i.e. recurrent financial balance) 
and continuing to deliver recurrent cash savings of approximately 5% each year is 
increasingly challenging.  
 
Whilst the proposed plan outlines in-year financial balance recurrent cash savings of 
approximately £ 5.6m remain to be identified with a further £ 4.2m assessed as high risk 
and a much greater proportion than previous years assessed as medium risk. 
 
Further cash savings proposals to close the recurrent gap will be presented to the May 
Board Meeting with a progress report to the Performance and Resources Committee in 
April. 
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2. Allocations from Scottish Government 
 
Following approval of the Scottish Budget the initial allocation for NHS Forth Valley 
was confirmed on 24th February 2017. 
 
This confirmed revenue funding as follows for NHS Forth Valley :- 
 
                                                                                                         £’m 
 
Baseline 2016/17 Revenue Allocation                                               484.4 
 
1.5% uplift (all territorial Boards)                                                         7.3 
 
ADP Baseline Funding (not new funding)        2.7 
Police Custody Funding (not new funding)        0.4 
 
NRAC funding            2.0  
 
Total Initial Budget 2017/18                                                             496.7 
 
 
The Allocation letter confirmed that £ 107m was to be transferred from NHS Boards to 
Integration Authorities to support the continued delivery of the Living Wage, 
sustainability in the care sector, disregarding the value of war pensions from financial 
assessments for social care and pre-implementation work in respect of the new carers 
legislation. This is in addition to the £250m transferred in 2016/17 bringing total support 
to £ 350.7m. For NHS Forth Valley the share of £ 107m is £ 5.3m which reduces the 
uplift available from £ 7.3m to £ 2.0m 
 
The NRAC (National Resource Allocation) formula is used to calculate the share of 
funding which each NHS Board should receive based on its population, the age and sex 
of that population, a number of morbidity and life circumstances factors and the rural 
nature of the area covered.  
 
NHS Forth Valley comprises 5.65% of the Scottish population however after adjusting 
for the other factors outlined above the NRAC formula indicates NHS Forth Valley 
should receive 5.41% of Scottish Health Service funding (last year was 5.43%). To retain 
certainty the population formula has now been fixed for the next three years reducing 
potential turbulence in planning assumptions. 
 
A commitment was given that those Boards more than 1% below their NRAC share 
would move to within 1%. NRAC funding of £2.000m has been allocated to NHS Forth 
Valley in 2017/18 resulting in NHS Forth Valley being 1% below ‘parity’ i.e. its 
calculated share of national NHS resources. (equating to £ 4.9m). 
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There remains national funding yet to be distributed to NHS Boards including specific 
Mental Health Funding and Primary Care Funding. Further updates will be provided in 
due course. 
 
3.  Integration Authorities 
 
The NHS Board considered and approved initial Budgets for the two local Integration 
Authorities on 18th March 2016.  Throughout 2016/17 Budgets have been updated 
monthly for both recurrent and non-recurrent adjustments to ensure a full audit trail was 
available. 
 
The proposed initial Budgets for the Integration Authorities are as follows :- 
 
Table 1 : Proposed Integration Authority Budgets 2017/18 

 
      Falkirk Clackmannanshire/Stirling 
   
        £’m       £’m 
 
Set Aside    24.679    19.567 
 
Operational Oversight   40.687    33.080 
 
Family Health Services  67.930    64.341 
 
Sub-Total             133.296             116.988 
 
Share of £ 250m     7.070       6.190 
 
Delayed Discharge     0.864       0.744 
 
Integrated Care Fund     2.880       2.480 
 
Social Care 2017/18     2.840       2.490 
 
Total Initial Budget            146.950               128.892 

 
 
The Allocation letter received on 24th February 2017 indicated that NHS contributions  
to Integration Authorities for delegated functions will be maintained at 2016/17 cash 
levels. Annex A provides comparative information for initial budgets for 2016/17 and 
2017/18 to confirm that the required commitment has been met. In addition there are 
allocations received non-recurrently from Scottish Government Health and Social Care 
Directorate which cover services delegated to the Integration Authorities and which are 
ring-fenced - these will also be added to the Budget at the start of the year. 
 
The funding for those services ’Set Aside’ is provided to the Integration Authorities for 
Strategic Planning purposes but the funds remain with the NHS Board. 
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For funding those Services included within the Operational Oversight and Family Health 
Services the planning assumption is that these funds (with the exception of Resource 
Transfer) will be passed back to the Board under direction. These funds will then be 
included as funding received from Integration Authorities. 
 
Delayed Discharge funding and Integrated Care Funding will continue to be considered 
by the Integration Authorities with plans expected to be fully aligned to Strategic Plans 
and the Health and Social Care Delivery Framework. 
 
4. Operational Budgets outwith the scope of Integration 
 
For existing Directorates each have a recurrent baseline level of funding outwith the 
scope of integration that will be updated for pay, prices, prescribing uplift, any specific 
funding approved by the Board or allocated by the SGHSCD and deduction of agreed 
savings following approval of this plan. 
 
Recurrent baselines for budgets outwith the scope of integration are as follows:-  
 
         £’m 
 
Community Services Directorate             16.154 
 
Estates and Facilities Directorate             80.197 
 
Medical Directorate               37.932 
 
Surgical Directorate               73.257 
 
Women and Childrens Directorate             23.379 
 
Cross Boundary Flow – outflow             42.843   
 
Prescribing                  1.444 
 
Corporate Directorates including pharmacy            27.919 
 
Total Recurrent Baseline Budget               303.125 
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5.  Pay Prices Prescribing and PFI 
 
The following planning assumptions have been used in preparing the Financial Plan 
 
          17/18           18/19           19/20        
 
Uplift Assumed         1.5%     1.8% 1.8%      
 
Basic Pay Increase               1%                 1%             1%                
 
Basic Prices Increase            2.5%              2%              2%                
 
Rates                                     27%               3%               3%            
 
Unitary Charge                      3.2%            2.5%           2.5%               
 
Energy                                     10%            14%           14%               
 
Cross Boundary Flow             1.7%            1.8%           1.8%           
 
Prescribing - hospital               10%             10%            10%            
Prescribing – primary care      5.24%          4.25%         4.25%         
 
 
Annex B summarises the estimated uplifts plus provision for Pay, Prices and Prescribing 
together with a small number of other commitments which are outlined in the following 
Section.  This includes inflation requirements for those services covered by integration. 
 
6. Managing Current and Future Pressures 
 
Annex B includes funding to meet 2016/17 service pressures continued in 2017/18 and 
carries forward savings where recurrent savings yet to be identified or those from 
2016/17 which still require to be delivered on a recurrent basis 
   
Any further issues which emerge in 2017/18 will require to have corresponding cash 
efficiency savings identified to ensure ongoing affordability.  
 
A summary of key issues are as follows :- 
 
• There a number of service pressures over the last year which have resulted in 

financial pressures in both Surgical and Medical Directorates in 2016/17 and some 
specific area-wide issues. The recurrent impact is included in the Financial Plan  
(£ 2.870m). The main areas include ambulatory care drug pressures within the 
Medical Directorate, staff bank support and ongoing support for the complaints team. 
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• Recurrent Savings carried forward from 2016/17 totalling £ 4.613m 
 

• Investment in health visitors supported by national funding 
 

• Challenges remain regarding ongoing delivery of a number of targets outlined within 
the Local Delivery Plan. Resources of £ 1.550m have been set aside to support 
improved performance 

 
• Integration Authorities have agreed a number of posts to support the work of the 

Chief Officers and whilst the expected contribution has yet to be confirmed across the 
area an estimate of £ 0.500m has been included within the Plan. 

 
• Funding to support increased costs associated with cross boundary flow based on 

costing models in both East and West regions together with an estimated increase in 
costs specifically for cardiothoracic services based at the Golden Jubilee where NHS 
Forth Valley share of activity has increased over recent years. 

 
8. Savings Requirements and Plans 
 
In summary recurrent savings of £ 24.000m (5%) as outlined in Annex C are required.  
 
Each Directorate has been asked to prepare Cash Savings on basis of  a requirement of 
5% reduction in budget following pay and prices additions.  
 
Annex C provides details of Savings Plans identified to date including an assessment into 
red, amber, green categories. The Board had an opportunity to initially review the 
approach at the Special Board Meeting on 17th March 2017.  
 
These have been assessed as follows :- 
 
Green -   £ 1.955m : schemes identified and assessed 
Amber -  £ 12.226m : topics identified but further work required 
Red -       £ 4.243m : work required or broader Board support required through case for  
                             Change or timeframe unlikely to deliver in 2017/18 
Not yet identified : £ 5.576m  
 
Non Recurrent resources are available to meet the gap created by £ 5.576m not yet 
identified  
 
The Savings Schedule attached at Annex C includes Schemes which fall within the scope 
of integration where the decision to support or otherwise rests with Integration 
Authorities. 
  
To support change a small amount of funding (£0.500m) has been identified to encourage 
savings areas which may require some ‘pump-priming’ ie invest to save 
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Based on current status / refinement of Savings Plans in the amber/red categories (for 
example some projects in the Red category have start dates later in the year) it is 
estimated that there is a financial risk of between £10m and £12m for 2017/18. 
 
9.  Summary Risk Schedule 
 
Key risks have been assessed and these can be summarised as follows :- 
 
Economic outlook driving continued recurrent cash savings which without significant 
change is not sustainable 
 
NHS Forth Valley delegate strategic and financial planning responsibility to the 
Integration Authorities for resources allocated to support the delegated functions. 
Integration Authorities then direct NHS Forth Valley on the delivery of these functions 
using those allocations. This may create additional financial turbulence and will reduce 
the flexibility that NHS Forth Valley currently has to achieve financial break-even. 
 
Pay Policy – any impact on pay beyond 1% uplift will have a significant impact on the  
                     NHS 
 
New Drugs / Drug demand : proportion of spend on hospital drugs in particular has been 
                                               rising year on year 
 
Rising inflation due to economic uncertainty 
 
Major Trauma Review ; ongoing nationally at present – this has potentially significant 
                                       staffing and resource implications 
 
Continued delivery of 12 week Treatment Time Guarantee and 12 week outpatient target 
wait 
 
A more detailed risk schedule is held within the Finance Directorate. 
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10. Summary 2017/18 
 
The following is a summary of the funding and initial budgets for 2017/18 
 
        £’m 
 
Falkirk Integration Authority initial budget         146.590     Section 3 
 
Clackmannanshire / Stirling initial budget         128.892     Section 3 
 
Directorates              303.125    Section 4 
 
Ring-Fenced Allocations,             30.466 
and Contingency Reserve                  
 
Pay, Prices, Prescribing, Pressures             26.860   Annex B        
  (excluding spending review issues)     
 
Total Initial Requirements           636.293 
 
        £’m 
 
Scottish Government Initial Allocation                    496.703 
 
Core Anticipated Allocations                  43.354 
 
Non-Core Anticipated Allocations            18.193 
 
FHS Non-Discretionary             32.377 
 
Income – Patient Services (cross boundary)                        9.203               
Income – NES Junior Doctors              7.820 
Income – Miscellaneous Income              4.644 
 
Total Funding Available            612.293 
  
Cash Savings Requirement              24.000            
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11. Scottish Government Requirements 
 
• Transfer of resources to community based services 

Detailed action plans require to be prepared during 2017/18 working with both Health 
and Social Care Partnerships to meet the requirement that 50% of frontline NHS 
spend is on community health services by 2021/22.  This is challenging in the short 
term given the level of pressure currently experienced in the acute sector and the 
increasingly challenging financial environment over the next 2 – 3 years.   

 
• Planned spend on Primary Care and Mental Health 

Based on current plans including anticipated SGHSCD funding in 2017/18, 
expenditure on Primary Care (GMS and Primary Care Fund) and Mental Health 
services will be maintained at 2016/17 levels, albeit all services will be subject to a 
continued drive to deliver improved efficiency and realize productive opportunities.   
This position is subject to the Directions from Integration Authorities 
We will continue to develop a broader based multidisciplinary workforce in primary 
care including AHPs, community nurses, pharmacists and optometrists and Primary 
Care Mental Health Nurses, to deliver a model of care that increases the capacity 
available to see people in an “out of hospital” community setting.    

 
• Investment in Prevention 

The Board’s LDP includes a number of measures focusing on health improvement 
and prevention including alcohol brief interventions, smoking cessation and Detect 
Cancer Early, targeting those most at risk of health inequalities as well as 
continuation of established screening and immunization programmes.  Specific 
additional investment is anticipated in Health Visitors in 2017/18 subject to 
confirmation of additional SGHSCD funding. 

 
• Sustainability and Value 
 Effective Prescribing Programme: Board is engaged in identification and delivery 

of savings including implementation of scriptswitch, biosimilars, off patent drugs 
and reduction in waste.  The HEPMA roll-out has been completed in the acute 
sector and is anticipated to not only provide patient safety benefits but also to 
provide information to support cost effective prescribing including reducing 
variation. 
 

 Productive Opportunities from benchmarking: A quality and cost assessed 
improvement plan is being developed based on the strands and themes identified 
with a particular focus on consultant outpatient opportunities across specific 
specialties.   Work on capacity planning is in progress to ensure that efficiency 
opportunities are identified and utilized – these include DNA rates and New to 
Return outpatient ratios. 

 
 Reducing medical and nursing agency and locum expenditure as part of drive to 

reduce spend by 25% in-year: recognise that Boards are at different starting points 
and NHS FV baseline level of spend is lower in some areas partly as a result of 
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processes introduced during 2015/16 and 2016/17.  Locally 10% has been set as 
target for 2017/18. 

 
 Implementation of opportunities identified by National Shared Services:  Fully 

engaged in review of payroll service delivery with plans being developed for 
regional delivery in East region.  

 
12. Future Years  
 
Work continues developing and refining financial information and identification of 
potentials areas for further savings and efficiency through horizon scanning. 
 
No funding uplift has been assumed for 2018/19 or 2019/20 and therefore inflationary 
pressures, demand pressures arising from demography change and resources to meet new 
technology and new drug pressures will  require to be met from Cash Savings estimated 
at £25m per annum. i.e. £75m at the end of three year period 
 
‘Shaping the Future’ NHS Forth Valley Healthcare Strategy 2016 – 2021 sets out the 
vision and shape of healthcare services over the next five years.  The Transformation 
Plans for this strategy combined with work over the coming months to prepare Regional 
Delivery Plans must change the financial profile of spend and release resources to ensure 
ongoing service provision is financial sustainable and meet the projected cash efficiency 
savings. 

 
13.   Recommendation 
 
The NHS Board is asked to  
 

• approve the Financial Plan 2017/18 – 2019/20 set out in Annex B 
• approve the Initial Budgets for Integration Authorities as set out in Section 3 

o Falkirk                                  £ 146.950m 
o Clackmannanshire/Stirling  £ 128.892m  

• approve the Savings Plans set out in Annex C recognising that those 
that fall within the scope of  integration require to be approved by Integration 
Authorities and that further work is required to prepare cases for change in a 
number of areas 

• note the ‘yet to be identified’ savings of £ 5.576m albeit this can be covered non-
recurrently in 2017/18 

• note the estimated financial risk of between £10m and £ 12m for 2017/18 
• agree that a progress report on savings be considered at the April Performance 

and Resources Committee 
• agree that further cash savings proposals to close the recurrent gap will be 

presented for consideration to the May Board Meeting 
 
Mrs Fiona Ramsay 
Director of Finance  
24th March 2017 



NHS FORTH VALLEY - DRAFT FINANCIAL PLAN Annex A

DRAFT IJB BUDGETS 2017/18

             Falkirk                    Clacks / Stirling               Total
Initial Initial Initial Initial Initial Initial

2016/17 2017/18 2016/17 2017/18 2016/17 2017/18
£'m £'m £'m £'m £'m £'m

Set Aside 24.155 24.679 19.123 19.567 43.278 44.246

Operational Oversight 39.725 40.687 33.324 33.080 73.049 73.767

Family Health Services 66.719 67.930 63.465 64.341 130.184 132.271

Sub-Total 130.599 133.296 115.912 116.988 246.511 250.284

Share of £ 250m 7.070 7.070 6.190 6.190 13.260 13.260

Delayed Discharge 0.864 0.864 0.744 0.744 1.608 1.608

Integrated Care Fund 2.880 2.880 2.480 2.480 5.360 5.360

Social Care 2017/18 2.840 2.490 5.330

Total 141.413 146.950 125.326 128.892 266.739 275.842



NHS FORTH VALLEY
FINANCIAL PLAN 2017/18 - 2019/20 (draft Board - 24.3.17) Annex B

Recurrent Non-Rec Total Recurrent Non-Rec Total Recurrent Non-Rec Total
Narrative 2017/18 2017/18 2017/18 2018/19 2018/19 2018/19 2019/20 2019/20 2019/20

£'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000

Board Base Uplift 7266 7266
NRAC (National Resource Allocation Committee) - to be confirmed 2000 2000
SGHSCD - New Medicines Funding -1500 430 -1070
SGHSCD - new Health Visitor funding 393 393
SGHSCD - contribution to bus transport 60 60
SGHSCD - ADP Allocation (transferred to recurrent) 2654 2654
SGHSCD - Police Custody 400 400

Total Increase in Funding 11213 490 11703 0 0 0 0 0 0

Recurrent Non-Rec Total Recurrent Non-Rec Total Recurrent Non-Rec Total
Narrative 2017/18 2017/18 2017/18 2018/19 2018/19 2018/19 2019/20 2019/20 2019/20

£'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000

Spending Review Issues

Health and Social Care Partnerships for Social Care 5300 5300
SGHSCD - ADP Allocation (transferred to recurrent) 2654 2654
SGHSCD - Police Custody 400 400

Pays
Basic (1% per annum) 2490 2490 2515 2515 2540 2540
Estimated Low Pay Increase beyond 1 % 588 588 594 594 600 600
Consultants Discretionary Points 204 204 206 206 208 208

Prices
Basic Uplift (2.5% - targetted approach) 975 975 995 995 1014 1014
Estimated Unitary Charge increase (based on 3.2%) 1268 1268 1300 1300 1332 1332
Energy (10% estimate) 413 413 660 660 752 752
Rates (2017/18 revaluation - 27%) 1172 1172 35 35 35 35
Voluntary Bodies/Other Healthcare Providers 51 51 52 52 52 52
External Cross Boundary OutFlow 690 690 702 702 716 716
External Cross Boundary InFlow -138 -138 -140 -140 -143 -143
NSD and other top-slices 250 250 100 100 100 100
2016/17 - Top Sliced inflation 

Prescribing
Price and Volume Increase : Hospital Drugs 10% 2406 2406 2647 2647 2911 2911
Price and Volume Increase : Primary Care (2.25%  volume and 2.99% prices) 2876 2876 3026 3026 3185 3185
New Drugs 2500 2500 2500 2500 2500 2500

Property
Bellsdyke : (Profit) / Loss -1949 -1949 0 0 -1890 -1890

eHealth
PMS Business Case (draft 231216) 1264 1264

2016/17 Pressures continued in 2017/18 2870 2870

2016/17 Savings - unidentified including area-wide c/fwd schemes 4613 4613

Demographic Pressures Estimate 8000 8000 8500 8500

Primary Care and Community Services
Additional Health Visitor Posts (income from SGHSCD) 393 393

Emergency Capacity and Flow
Surgical Assessment Unit move to Base 3 area 70 70

Target Delivery 1550 1550

Strategy 
SGHSCD Bus Contribution 60 60
NHS Forth Valley Bus Contribution 79 79
Clinical Leadership and Programme Management 100 100 100 100

Integration
Support Posts approved during 2016/17 - estimate - tbc 500 500

National Issues
National Infertility Group Recommendations - criteria change - one partner has no biological child 49 49
National Infertility Group Recommendations - increase to three full cycles for new eligible patients 49 49
Insulin Pumps 88 88 56 56 56 56
CNORIS (national increase from £50m to £52m) 99 99

Regional
Glasgow Costing Model - increase in chemotherapy costs 289 289
Lothian Costing model - increase in costs 271 271
Golden Jubilee - thoracic model : update to reflect activity on 3 year rolling average 330 330 660

Local - Other
Stirling Care Village - retain accommodation vacated by GP Practice 91 -91 0
Investors in Volunteering 2 2
GP Cluster Model (approved at CMT in August 2016) 110 110
Community Hub Fellows 278 278 195 195

Invest to Save 
Excess Travel Costs 19 19 19 19 19 19

Additional Contingency 1404 1404

Total Commitments 35214 490 35703 24455 370 24825 24382 -1815 22567

Savings Requirement -24000 0 -24000 -24455 -370 -24825 -24382 1815 -22567



NHS Forth Valley

2017/18 Savings Summary DRAFT  : 16th MARCH 2017

Dec 2016 
Recurrent 
Baseline

PFI Capital 
charges

Resource 
Transfer

eHealth 
Applications 

Fund

eHealth 
Infrastructure 

Fund

CNORIS 
Premium

Revised Total 
Baseline 5.0% Savings Plans

Directorate £'000s £'000s £'000s £'000s £'000s £'000s £'000s £'000s £'000s £000

Medical Directorate 77,097 77,097 3,855 4,052
Surgical Directorate 78,924 78,924 3,946 1,678
Women and Children's Directorate 23,379 23,379 1,169 672
Community Services Directorate 88,501 -19,422 69,079 3,454 2,022
Prescribing 57,459 57,459 2,873 2,082
Estates & Facilities 80,197 -43,967 -15,138 21,092 1,055 720
Cross Boundary Flow 46,222 46,222 2,311 1,037
Area Corporate: 
   Corporate Services 1,663 1,663 83 84
   Finance, eHealth, I.M. & Procurement 10,080 -1,720 -571 7,789 389 389
   Public Health & Strategic Planning 2,514 2,514 126 73
   Human Resources 3,080 3,080 154 19
   Nurse Director 2,025 2,025 101 47
   Area Wide Controls 2,700 -2,471 229 11 12
   Medical Director 5,899 5,899 295 97
Area Wide 5,440 5,440

TOTAL DIRECTORATE 479,740 -43,967 -15,138 -19,422 -1,720 -571 -2,471 396,451 25,262 18,424

Target 24,000

Unidentified 5,576



NHS Forth Valley
Savings Proposals 2017/18 Annex C

Outline Proposals of Saving Scheme Plan Total Service 
productivity

Drugs & 
Prescribing Procurement Workforce

Support 
Services (Non-

Clinical)

Estates & 
facilities

Shared 
Services Other

MEDICAL £000 £000 £000 £000 £000 £000 £000 £000 £000
Directorate Management
Changes to operational structure 79 79
Review of Fix-it Fast discretionary spend 5 5
General Housekeeping office supplies / photocopiers etc 3 3

Senior Medical
Review Consultant SPA/ EPA clinical commitments through job plans including availability and intensity 255 255
A&E with appointment of 1 new / 1 replacement consultant (funded) could take availability from 8% down to 5% due to 12 staff being 
available to rotate

45 45

Community Hospitals
Bo'ness / Falkirk Community Hospital reconfiguration, maintaining existing bed numbers. 470 470
OR Wider review of Bo'ness Community Hospital service provision moving to community hub 1,740 1,740

Ambulatory
Pharmacy Initiatives in line with Effective Prescribing Programme 750 750
Renal - National Contract Tender Renewal 36 36
General Housekeeping 21 21

Medical Specialties
Review of Hep C treatment arrangements, including clinical risk. 500 500
General Housekeeping 11 11

Admin Services
Redesign to reduce Band 4 post 28 28

Acute and Urgent
Patient Flow re-design 92 92
General Housekeeping 17 17
Subtotal 4,052 0 1,250 185 2,617

SURGICAL
Cease use of Admin Staff Bank 160 160
Reduce other Non Core Staffing Costs 100 100
Reduce Business travel, increase use of sustainable alternatives 10 10
Further extension of MRI contract to March 2018 - Non recurring Saving 45 45
Potential non recurring saving from Incremental drift arising on retiring and recruitment 236 236
Reduce further wastage in drugs and maximise procurement opportunities 500 500
Review Directorate management Structure 100 100
Potential buy out of Protection 200 200
Review admin and Paper Light working practices, reduce waste & variation 150 150
General Housekeeping 2 2
Review HR Policies & procedures 100 100
Use of Allocate to improve efficiency of Consultant Job Planning 20 20
Reduce Stationary as EPR is rolled out and move directorate to paper lite practices 30 30
Electronic checking in of patients at outpatients reception desk(s) 25 25
Subtotal 1,678 0 500 227 951

WOMEN AND CHILDREN

Obstetrics
Review Midwifery Supervision Payments 10 10
Reduce On-call requirements associated with Supervision 3 3
Reduced waste from Boarder - Ward 8 (pods to be provided) 5 5
Hospital Births 13 13
CTG Paper/Trium (Badgernet Development link) 8 8
Theatre Staff to undertake evening sections 89 89
Redesign Parenthood Education via Podcasts/Groups 5 5
Review top up list and stock levels 5 5

Gyane and Front Door Services
Reduced waste from Boarder - Ward 6 (pods to be provided) 5 5
Review 4 contingency bed utiliasation 115 115
No Clinical Ward Manager Ward 6 - cover with exiting staff 37 37
Review Sub fertility Service (level 1) 64 64
Review Bereavement Service 29 29
Review Smear Clinic 5 5

NeoNatal Unit
Review use of Palivuzimab for RSV - refine eligibility/dose based on guidelines 9 9
Cease Palivuzimab for RSV 49 49
Reduce Supplementary Expenditure by re-designating NNU cot profile (links with ability to reduced TPN) 36 36
Outreach Service skill mix to B4 from B6 (15hr/wk) 7 7

Sexual Health
HIV Home Care - Increase number of Patients using service which was  implemented Aug 16 80 80
Kivexa prescribing moved to generic drug 18 18
Dual Sound Dilators changed to single Dilators and single Rocket Sound 3 3
Redesign Sexual Health Clinics 52 52

Community Service
Melatonin Drugs 10 10
Review of Community Services 10 10
Diorolyte challenge 2 2

Vulnerable Children
Service Review 3 3
Subtotal 672 209 25 438

CSD
General Manager
Clinical & corporate : Review and redesign workplan models to reduce reliance on temporary staffing demand. Total target to be 
redistributed to operational departments on appropriate basis.  

160 160

Substance Misuse Service
Substance Misuse Services : Reduce levels of testing - lab costs (external) 20 20
Substance Misuse Services : Payments to 3rd Sector bodies - to be revised by 5.0% but with no change in service delivery. 50 50
Residential Care : Cap funding for external residential care provision 50 50
GP services : Reduce GPPS expenditure 25 25
Other minor housekeeping 3 3

AMD - Mental Health
Service wide : Change modified release Quetiapine prescriptions to normal preperation, where clinically appropriate. 137 137
Prescribing : Review prescribing practices and protocols. 30 30

AMD Primary Care
Create : Expenditure reduction. 15 15
Portfolio GP : Change from GP to ANP cover within Portfolio GP service. 7 7
Clinical Management : Efficiencies in training, professional fees and adhoc expenses. 8 8
Create support : Reduction in admin support costs. 3 3

Health Improvement and Corporate Services
Public Health Practitioners : Further review of PHP remit in anticipation of workforce turnover through retirement. 52 52
Public Health Practitioners : Reduction in supplies expenditure. 5 5
Locality / Minor Capital : Proposed spend reduction. 20 20
HP / PHP : Rationalisation of Publicity and Miscelleneous expenditure. 25 25
Health Improvement Fund : Review of HIF spend in 17/18. Proposed 5% reduction of grant allocations. 38 38
service wide : Efficiencies in travel costs. 10 10
Health Promotion : Reduction in Programme Activity expenditure. 10 10
Health Promotion : Reduce HIRS expenditure. 2 2
Community Admin : Vacancy review, reduce Band 4 to Band 3. 3 3
service wide : Review of training spend. 2 2

Integrated Mental Health Services
SMHT : Lease car reduction 2 2
S/CMHT : Review of drug prescription 12 12
SMHT : Reduction of B5 hours 14 14
S/CMHT : Reduce equipment expenditure 2 2

Prisons and Specialist Community Services
Disability Services : Review staff skill mix model 69 69
Prisons : Review medicines wastage - reallocation rather than return ? Issue regarding link with national contract terms. 10 10
Community Services : Review posts currently linked in backfilling arrangements - cascading from S/Mgr post south sector 39 39
Prisons & Specialist Community Services : Payments to 3rd Sector bodies - to be revised by 2.5% but with no change in service delivery. 5 5
Public Dental Service : Staffing reduction (current Dental Officer vacancy not replaced) 27 27
Public Dental Service : Redesign of Dental Business Manager post/new part time 8A post.  proposal has already been approved. 8 8
Public Dental Service : Reduction in interpreter fees.  Assumes current spend could be reduced by half through promotion of language line 
& provision of information on most cost effective options to both independent contractors and salaried dental service staff. 9 9

Public Dental Service : Reducing postage costs associated with referrals 1 1
Public Dental Service : Review of TUPE arrangements for former prison staff (dental nurse). cost  is currently recharged to Prisons 6 6
Community Rehabilitation : Review Community rehabilitation Team. managed as part of a joint health and Social care redesign. 200 200
Community & In-patient services : Cap use of non-core/temp nursing staff - but need recognition of risk management. 90 90
Income for Low Secure bed : 100 100

Lead Nurse  



Tissue viability 27 27
Complex care : Full review- reduction of Marchglen contract 5 5

Falkirk Partnership   
Community Nursing : Parenting program 6 6
Community Nursing : Falkirk Crisis care 200k service- Review of Falkirk Council Charges/SLA required. 100 100
Falkirk mgt/ others : Non pay Budget reserves 3 3
Falkirk mgt/ others : FDAMH savings - external provision 2 2
Falkirk mgt/ others : Falkirk locality GP Fees 1 1
Falkirk mgt/ others : Braes Locality GP Fees 10 10
LD Service CRR : LdCrr post- 1 band 2 reduction 30 30
LD Service CRR : LD CRR non pay review  13 13
LD Service CRR : LD CRR-reregistration-ercall road- estimate- full review required 30 30
LD Lochview : Admin part time post budget held- non usage 23 23
LD Lochview : LD Lochview non pay savings-3 house model.  Flexibility based on current spend.  20 20
LD Lochview : LD Lochview drugs savings-3 house model.  Flexibility based on current spend. 8 8
LD Lochview : LD Lochview - recoveries from Bungalow 4 residents. 3 for full year 14 14
OPS : Drugs based on current usage 38 38
OPS : Memory Clinic based on current charges 1 1
OPS : Non pay overall review - cleaning exp 4 4

Clacks Stirling Partnership
AHP Children's : Review of Children's equipment - standardise based on proposed criteria 2 2
AHP Children's  : Hire of hall/ facilities for Group activities- assuming provision free 2 2
AHP Children's  : staffing review -22.5hrs band 6 27 27
AHP Childrens  : staffing review -19.5hrs band 6 physio 23 23
AHP Rehab : Review criteria - Equipment - standardisation 4 4
AHP REhab : Reduction of band 5 - 69 hours 66 66
AHP Mental Health : Reduction of band 4 - 72.75 hours 53 53
Community Nursing : Ordering process - potential reduced costs needles etc 5 5
Community Nursing : Continence benchmarking illustrates that this service is not provided by other Boards, review service 75 75
Community Nursing : CLDT Clacks & Stirling -2.5% target - to be identified- staffing reductions 7 7
Community Nursing : HV/ School Nursing- 26.25hours band 5 - conflict with SG policy re universal care pathway.  25 25
Community Nursing : HV/ School Nursing- 22.5hours band 6 - conflict with SG policy re universal care pathway. 27 27
Clacks stg : Review of services for balance yet to be identified within supplies

Rehab Care Group : Rehab Care Group service redesign resulting in redeployment.  Redployed staff could absorb Physiotherapy 
vacancies (3 x band 5).  TBC with Bette Locke as this may no longer be possible if Physio have already gone out to advert for vacancies. 82 82

Adult SLT : Review of service to voice patients/Voice Information Group sessions. Potentional reduction of 0.5 WTE band 7.  TBC  - 
requires further work.

20 20

Subtotal 2,022 235 158 1,417 0 0 0 212

Prescribing
Off patent benefits (Pregabalin - part year effect) 387 387
Part 7 tariff reductions 1,017 1,017
FYE of part 7 tariff adjustments implemented during 2016-17 305 305
ICS overordering 37 37
Technical switch: Oxycodone 49 49
Nicotine replacement therapy (NRT) products - national framework contract 92 92
Antimuscarinics – trial of discontinuation for patients prescribed > 12months. 195 195
Subtotal 2,082 2,082

ESTATES AND FACILITIES
Review personal Laundry Provision - currently provided to Community Hospitals, Bellsdyke and Lochview 112 112
Bring in house maintenance of Endoscopy washers following completion of replacement programme 20 20
Transfer Maintenance of all low tech medical equipment to Medical Physics and bring in house where ever possible 20 20
Foam mattress replacement opportunity (Royal Alexandra Hospital Pilot) to eliminate ad hoc rentals for active mattresses with exceptions 
when clinically required 50 50
Review all service contracts/maintenance contracts across all departments 10 10
Rates estimated to increase by up to 40% following national revaluation exercise.  Specialist support to assist with Appeals, going to 
Tender in Feb 2017 to be awarded on an incentive basis.  Unknown at this time what potential cost reductions there maybe, but a blanket 
appeal will be submitted and strategies developed on appointment of specialist adviser.

200
200

Reduce Business Mileage by 10% - increase use of technology, reduce number of representatives at meetings, car share, increase use of 
pool cars etc etc 5 5
Reduce Professional Fees 5 5
Latest Price forecast indicates - 60 60
Reduce Overtime spend 20 20
Review Directorate Management Structures 140 140
Stenhousemuir Lease 11 11
Review Sewing room at FCH 8 8
Increase GP non reimbursable Charges by 1-2% 6 6
Review Band 4 soft FM post, vacant since retiral December 2015- work completed by existing Band 3 supervisor 28 28
Potential buy out of Protection 25 25
Subtotal 720 720

CROSS BOUNDARY FLOW
Bariatric Surgery 50 50
Patient Travel 9 9
Cross Border Referral - bf provision no longer required 117 117
Cross Border Referral - bf provision no longer required 0 0
OSHB Income (Acute SLAs Fife) 286 286
OSHB Income (Acute UNPACs Fife Dialysis) 94 94
OSHB Income (Acute SLAs Lanarkshire) 385 385
Diagnostic Radiology Radiology Income (1/3rd for 2017_18 SLA) 95 95
Diagnostic Radiology Income (UNPACs) 1 1
Community MIDIS recharge 0
Subtotal 1,037 50 987

CORPORATE SERVICES
Chief Executive / NHS Board 84 41 43
Public Health 73 18 55
Director of Nursing 47 12 35
Director of Finance 389 97 292
Medical Director 97 49 48
Director of Human Resources 19 5 14
Area Wide control 12 3 9
Subtotal 721 225 496

AREA WIDE SERVICES
Workforce
  Protection Costs 150 150
  Reduction medical agency / locum costs (10%) 500 500
  Eliminate admin bank usage 100 100
  Target reduction other agency costs 50 50
  Reduction in overtime 50 50
  eRostering 200 200
  Health Records Review 700 700

Procurement / Finance
  Move to full PECOS Purchasing 700 700
  Finance - switch off paper payslips by September 40 40

Asset Management
  Further shrink estates footprint / CSD / barnton St ? 100 100
  Single transport fleet 50 50

Other
  Productivity / Efficiency 1,500 1,500
  Prescribing 700 700
  Benchmarking Soft FM 500 500
  Income Generation tbc 100 100
Subtotal 5,440 1,500 700 740 1,750 650 100

TOTAL SAVINGS PLANS 2017/18 18,424 1,500 4,976 1,610 7,669 0 1,370 0 1,299

Red 4,243 1,621 118 2,504             
Amber 12,226 1,500 2,940 1,302 4,706 1,370 408
Green 1,955 415 190 459 891

18,424 1,500 4,976 1610 7,669             1,370 1,299

Red 23% 0% 33% 7% 33% 0% 0%
Amber 66% 100% 59% 81% 61% 100% 31%
Green 11% 8% 12% 6% 0% 69%

100% 100% 100% 100% 100% 100% 100%
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SUMMARY 
 
1. Replacement Patient Management System – Full Business case 
 
2. PURPOSE OF PAPER 
 

To seek the approval of Health Board for the Full Business Case for the 
Replacement of the current Patient Management System. 

 
3. KEY ISSUES 
 

• The Full Business Case (FBC) for the national procurement of TrakCare 
demonstrated that it would make a significant contribution to the delivery of the 
outcomes envisaged in the NHS Scotland eHealth Strategy with specific reference 
to its alignment with Better Health Better Care.  

 
• The proposed new system represents NHS Forth Valley’s  last building block of the 

local strategy in moving off three separate Patient Management Systems onto one  
system (TOPAS) and then moving this to the National Patient Management System. 

 
• The implementation of TrakCare is a key development for NHS Forth Valley and 

brings significant benefit of integrated patient information to support practitioners in 
the delivery of high quality patient care. 

 
• The new TrakCare system will replace the existing TOPAS system and other 

systems for Emergency Care (EDIS) and ward management (Eward) putting NHS 
Forth Valley systems on a more sustainable business solution and footing. 
 

• The new system will align the Board with other Scottish NHS boards in 
standardising the technology infrastructure and paving the way for easier 
collaboration and information sharing priorities in support of the New National 
Clinical Strategy. 
 

• The pre-implementation and planning work will begin immediately with data 
migration, configuration and process mapping being carried out in 2017/18. 
 

• The planned “go Live” of the new system has been set for the 3rd quarter 2018 with 
a 3 month post live period. 
 

• Clinical and service input and leadership are critical to the success of the project 
and support is sought across all levels of the organisation with this key strategic 
development. 

 
4. FINANCIAL IMPLICATIONS 

 
The net capital and non recurring implementation costs have been assessed at 
£1.755m and includes Scottish Government Funding of £1.5m over the course of 
the project. 
 
The ongoing revenue costs result in an additional £0.722m on a recurring basis and 
represent, in the main, increased annual licence costs. 
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Fuller details are set out in the Financial Section of the case at Section 6 of the 
document and have been fully reflected in the health Board’s Financial Plans for 
2017/18 and 2018/19. 

 
5. WORKFORCE IMPLICATIONS 
 

The main workforce implications will be the introduction of new clinical information 
workflows to support clinical pathways and the requirements for resource, both 
internally and externally, of a project implementation team over the next 2 years. 
 
There will be a requirement to recruit additional temporary staffing to cover Data 
Migration ,Training and Project management roles that will form part of the full time 
project implementation resource.  
 
Full details of the staffing implementation resources are contained at Appendix 1 
with detailed role descriptions provided at Appendix 4. 

 
6. RISK ASSESSMENT AND IMPLICATIONS 
 

A full Risk and Benefits review has been carried out as part of this Business Case 
and full details are contained within the supporting appendices.  

 
7. RELEVANCE TO STRATEGIC PRIORITIES 
 

The proposal is consistent with NHS Forth Valley’s eHealth Strategy in terms of 
converging to the National Patient Management System and is in line with National 
system requirements.  

 
8. EQUALITY DECLARATION 
 

The author can confirm that due regard has been given to the Equality Act 2010 and 
compliance with the three aims of the Equality Duty as part of the decision making 
process. 

 
Further to an evaluation it is noted that:   
 

• Paper is not relevant to Equality and Diversity 
 
9. CONSULTATION PROCESS 
 

The Business Case has been approved by the eHealth Programme Board on the 
15th of February 2017 and further considered and approved by the Corporate 
Management Team meeting on the 23rd of February 2017. 
 
Fuller details of the review and consultation process are presented on Page 2 of the 
document. 
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10. RECOMMENDATION(S) FOR DECISION 
 
The Forth Valley NHS Board is asked to: - 
 

• Approve the Full Business Case for the move to the National Patient 
Management System (TrakCare). 

 
 
11.  AUTHOR OF PAPER/REPORT: 

Name: Designation: 
Jonathan J Procter IM&T Director / eHealth Lead 

 
Approved by: 
Name: Designation: 
Fiona Ramsay Director of Finance 
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1. Executive Summary 

 
The Full Business Case (FBC) for the national procurement of TrakCare demonstrated that it would 
make a significant contribution to the delivery of the outcomes envisaged in the NHS Scotland 
eHealth Strategy with specific reference to its alignment with Better Health Better Care.  
  
The implementation of TrakCare is a key development for NHS Forth Valley and brings significant 
benefit of integrated patient information to support practitioners in the delivery of high quality 
patient care. 
The implementation further puts NHS Forth Valley systems on a sustainable footing as well as 
aligning the Board with other Scottish NHS boards in standardising the technology infrastructure and 
paving the way for easier collaboration and information sharing priorities in support of the New 
National Clinical Strategy  
 
 
NHS Forth Valley has been following a strategic path to reduce the number of Patient Administration 
Systems (PAS) across both the acute and community setting.  Historically the following systems have 
provided this functionality: 
 

1. Helix – Acute    In addition eWARD for bed management/discharge  
2. Topas – Acute             + 
3. PiMS – Community           EDIS for emergency department 

 
It is recognised that this position is not sustainable and does not provide the range of functionality 
available from a modern Patient Management System (PMS).   
 
A staged approach has been taken with work to decommission PiMS followed by Helix now 
complete.  Implementation of TrakCare will represent the final stage of this strategy and result in 
one discrete system across the board area.  Significantly this will contribute to the over arching 
vision to deliver a patient centric approach to records and clinical information. 
 
Taking account of NHS Forth Valley’s current systems, and the findings from the scoping exercise 
carried out in 2016, the following modules will form the implementation of TrakCare for NHS Forth 
Valley:- 
 

• PMS Core (PAS, Inpatients, Outpatients and Clinical Support Tools) 
• TrakCare ED 

 
TIME SCALES 
 
It is expected that the project will take a total of 19 months to deliver and consist of 6 key phases: 
 

1. Pre-Project setup and scoping  
2. Detailed project planning  
3. Process mapping and configuration  
4. Configuration and data migration  
5. Training and preparation for golive  
6. Support and hand over  

 
These indicative timescales are based on experience of other Boards and the recommendation from 
InterSystems. The system is expected to go live in October 2018. 
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SUMMARY OF COSTS  
 
The estimated costs set against available funding sources have been assessed for each of the 
options. 
 
Based on the preferred option net capital costs of implementing the system are £1.755m, with a net 
recurring revenue cost of £0.722m.   
 
 
LOCAL OPTION – RECOMENDTATION 
 
Based on the result of the options appraisal detailed in section 5 of this business case the 
recommendation is to implement a locally hosted instance of TrakCare via the existing NHS 
Framework.  This recommendation is made on the basis that it supports the over arching business 
objectives and strategies of NHS Forth Valley.  The option also addresses existing risks associated 
with the sustainability of the current system. 
 
CONCLUSION 
 
This document assumes that NHS Forth Valley will align with the majority of Health Boards and move 
to the new PMS provider InterSystem TrakCare as part of the national eHealth strategy.  The 
purpose of this FBC is to clearly define the benefits, risks and costs associated with the move to 
TrakCare.  
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2. Document Purpose 

 
Following completion of a national Outline Business Case (OBC) and a national procurement exercise 
by National Services Scotland (NSS), TrakCare Patient Management System (PMS) from InterSystems 
was selected as the Category B product (where the existing system needs to be replaced, the 
recommended product must be selected) for a PMS. 
 
The FBC provides a comprehensive benefits/risks/financial appraisal of the impact of implementing 
the proposed TrakCare solution, and follows a preliminary scoping exercise carried out by eHealth. 
The objective of the scoping exercise was to gather information in respect of the requirements for, 
and impact of, the implementation of TrakCare within NHS Forth Valley. 
 
The purpose of the FBC is to:- 
 

• Provide an overview of the strategic context of NHS Forth Valley’s case for change. 
• Clearly identify the potential benefits and risks of implementing the TrakCare PMS solution.   
• Provide an accurate assessment of the financial and resource investment required to ensure 

successful implementation of the proposed TrakCare PMS solution. 
• Provide a framework for the planning and management of this key business change should a 

decision be reached to proceed with TrakCare. 
 

The national eHealth strategy and ultimately the 20/20 eHealth vision of health and social care in 
Scotland clearly focuses on integration, access and sustainability of services and information, with 
the cornerstone of Delivering for Health a fully integrated Electronic Health Record (EHR) that will be 
key to the successful delivery of the health care that Scotland requires.  The OBC demonstrated that 
the best way forward for delivering an effective PMS solution was through a national approach. The 
local solution approach was shown to be significantly more unaffordable than the National Solution 
approach. In addition, the Consortia FBC demonstrated that the proposed PMS solution from 
InterSystems will make a significant contribution to the delivery of the outcomes envisaged in the 
NHS Scotland eHealth Strategy with specific reference to its alignment with Better Health Better 
Care.  

This FBC seeks a decision in regards to the options open to NHS Forth Valley to implement the 
replacement PMS TrakCare in line with the national strategy. 
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3. Strategic Context – The Outline Business Case 

 
In September 2006 the NHS Scotland eHealth Strategy Board agreed that a national approach 
should be taken to procurement of Secondary and Community Hospital PMS.  The PMS is the core 
system that allows for scheduling in-patient and outpatient activity within a hospital setting.  It is 
the core system that manages and produces national reporting on all waiting time activity within an 
NHS Board.   
 
To help clarify the way forward at the start of the national procurement, a consultation exercise was 
undertaken with each NHS Board to understand their current IT systems and their future 
requirements.   Scottish Boards used different systems most of which had contracts due to expire 
between 2008 and 2010, with several using NHS Forth Valley’s current system, TOPAS supplied by 
Cambric.    
 
Following this it was agreed to widen the scope of the project to ensure inclusion of other desirable 
patient management functionality, such as order communications for Laboratory and Radiology 
tests. NHS Forth Valley already has order communications functionality built as a third party module 
and is implementing a Hospital Electronic Prescribing and Medicines Administration (HEPMA) which 
is via the current National PMS Framework agreement.  

 
The required National OBC was produced and submitted for approval to the NHS Scotland eHealth 
Strategy Board in 2007.  Following consideration of the OBC, the Board gave approval for:- 
 

• the document to be circulated for wider consultation to the NHS Boards 
• the  project  to  move  forward  to  the  requirement  definition  stage  and  further 

refinement of the OBC, so that any decision to proceed to procurement would be based on 
the best available analysis 

• production  of  an Output  Based  Specification  (OBS)  which  would  allow  NHS Scotland to 
provide suppliers with sufficiently detailed information 

 
The OBS defines the requirements for the national PMS system and service solution, and identifies 
constraints in terms of compliance with national standards for interoperability, interfacing, 
national/clinical coding, information governance, security etc. 
 
A consortium of NHS Boards was formed to lead the procurement stage of PMS.  Historically Boards 
that have moved to an alternative PAS have led the procurement themselves.  In the case of PMS, a 
number of NHS Boards which included NHS Ayrshire & Arran, NHS Borders, NHS Greater Glasgow & 
Clyde, NHS Grampian and NHS Lanarkshire agreed to work together to lead this stage of the 
programme while recognising the need to sign a contract that all NHS Boards can adopt.  A terms of 
reference for the Consortium was agreed with the consortium members and the national eHealth 
Programme Board. 

 
The high level scope of the national PMS Procurement is defined as acquisition of IT-related 
solutions, implementation services and associated benefits realisation.   At a more detailed level the 
procurement scope includes additional elements covering some departmental systems such as A&E 
(ED) and maternity. The additional departmental solution for A&E (ED) is within the proposed scope 
of the procurement for NHS Forth Valley. 
 
The national OBC Project Team (The Team) identified two basic strategies for PMS.  The first 
(Option 1) was to continue with the strategy at the time with individual Boards or even sites 
determining their PMS solution.  The second was to move away from individual solutions to a 
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national PMS. The Team recognised that this second strategic approach (Option 2) was itself a mix 
of options reflecting choices about the functional scope of the PMS, the means of acquiring it and 
the method by which PMS services would be delivered to the front line. 
 
In order to achieve the eHealth Strategy aims it was recognised within the OBC that there was a 
persuasive case for upgrading secondary health care systems so that all parts of the sector have at 
least the ‘core PMS functionality’ required.  Therefore Option 2 was approved as the best way 
forward for NHS Scotland. 

 
As previously described a consortium of five NHS Boards was formed to lead the procurement 
stage of PMS on behalf of NHS Scotland with a commission being provided in February 2008:- 
 

• In January 2009, the negotiation phase (ITPD Stage 2B) of the competitive dialogue 
procedure started. 

• The project received indicative prices from suppliers in May 2009 and this resulted in an 
intensive period of discussion and clarification of the prices. 

• The competitive dialogue phase closed in August 2009 
• Final tenders were received from suppliers on 21st  September 2009 
• Scoring  and  evaluation  was  then  undertaken  by  the  various  stakeholder groups to 

inform the final preferred supplier 
• The   Programme   Board   made   a   recommendation   to   the   Consortium Management 

Group for the preferred bidder on the 4th November 2009 
 
The project made very good progress through its workstreams in terms of:- 
 

• Developing the draft contract in collaboration with suppliers to our mutual agreement 
• Reviewing and scoring, in significant detail, the functionality of the product offerings 
• Assessing and scoring the technical issues presented by the offerings 
• Undertaking a dynamic assessment of project risk 
• Undertaking rigorous negotiation with bidders and determining overall board and 

consortium affordability resulting in significant reduction in pricing during the process 
 

The shortlisted suppliers were assessed in terms of affordability, benefits capability and technical 
solution.  The short listed options were then subjected to further evaluation and due diligence.  
This took the form of further site visits and the installation of a proof of concept environment 
which allowed the technical teams to test the solution.  In addition a series of implementation 
walk-throughs and meetings with eHealth Leads from the Consortium Boards were undertaken 
with each of the shortlisted suppliers.  The shortlisted suppliers were:- 

 
• Atos Origin Alliance (AOA) - System C solution 
• Perot    - Oasis solution 
• InterSystems   - TrakCare solution 
 

A FBC was completed which set out the recommendation to move forward on a consortium/national 
basis with the TrakCare Solution. 
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4. NHS Forth Valley Case for Change 

 

4.1. Background 

 
Nine NHS Scotland Boards are now live with the TrakCare solution.  The nine Boards are NHS 
Lothian, NHS Greater Glasgow & Clyde, NHS Lanarkshire, NHS Ayrshire & Arran, NHS Borders, NHS 
Grampian ( hosting NHS Orkney and NHS Shetland) and NHS Highland.  NHS Tayside and NHS Fife are 
also in the process of implementing TrakCare with anticipated live dates around March 2017.  This 
means NHS Forth Valley is now only one of 3 remaining Scottish Health Boards who continue to use 
the TOPAS system.   
 
In 2013 NHS Forth Valley examined the viability of moving to the National PAS solution. It was 
agreed at this time that strategically NHS Forth Valley would move to the National PAS solution, but 
to be better prepared and to ensure a safe transition, it would be necessary to consolidate the 
existing separate PAS products (Helix, PIMS & Topas) onto one product, which was Topas. The 
project to complete this consolidation exercise was completed in 2015-16.  
 
NHS Forth Valley carried out a scoping exercise in 2016 to ensure that as much background 
information as possible was available to support the preparation of a Full Business Case to consider 
implementing TrakCare. 
 
The scope of the exercise was to:- 
  

• Speak to as many Scottish NHS Boards as possible to establish their experiences 
• Benchmark the ‘Scottish’ experience by engaging with 2 NHS Trusts in England who have 

deployed TrakCare 
• Identify the key benefits, risks and costs of implementing TrakCare 
• Define the high level scope of the implementation (including potential clinical functions) 
• Compare TrakCare modules/functions with current Forth Valley systems 
• Establish the commitment required in terms of internal resources, ownership and timescales 

 

4.2. Current services 

 
The current PMS system, TOPAS, was chosen as the preferred solution following a review by NHS 
Forth Valley back in May 2011 as a strategic move to a single PAS. Previously, NHS Forth Valley had 3 
PAS systems – TOPAS (acute outpatients), HelixPMS (acute inpatients), and PiMS (community and 
mental health). At that time the PAS business case reviewed 5 options as below: 

 
• Do nothing. 
• Move to TrakCare PMS 
• Move to TOPAS as a single PAS provider 
• Move to Helix as a single PAS provider 
• Move to PiMS as a single provider 

 
From the functional appraisal the preferred option was identified as the TrakCare PMS system.  It 
offered the widest range of functionality and had a strong fit with the national e Health strategy.  
The business cases from other NHS Boards highlighted benefits to be gained from Bed Management, 
Order Comms & Discharge Planning.  Although NHS Forth Valley had Bed Management & Discharge 
Planning already in place, it was identified that the integration and sophistication of TrakPMS would 
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provide further benefits. Although the functional benefits of TrakCare were identified within the 
business case, the cost of implementation was considered prohibitive, and therefore TOPAS, which 
was deemed adequate for purpose, was chosen as the single solution at that stage. 
 
 

4.3. Proposed services 

 
The InterSystems PMS would replace the existing TOPAS Patient Administration, the eWard system, 
and the EDIS system currently used within Emergency Care.  It should be recognised that currently, 
the 3 systems are owned and managed in a variety of ways. 
 
The change programme will largely impact on clinical, admin and clerical staff, Health Records staff 
and Information Management staff from an administrative and reporting aspect.  In addition clinical 
staff will access the system for patient tracking, consultation documentation and additional order 
communication functionality.  
 
Successful implementation of the system will ensure that clinical staff are well communicated with 
and feel they have ownership of the system, to ensure transition is as seamless as is possible. This 
will be a key driver of the Delivery Board.  
 
The NSS procurement exercise of the PMS was specified and architecturally designed to be fully 
compliant with standards and guidance, and to make an optimal contribution to the technical 
infrastructure that will support the wider eHealth Strategy. 
 
The TrakCare solution has also been identified as addressing local objectives including:- 
 

• Supporting the process of service re-design, standardisation and new ways of working 
required of Secondary care within NHS Forth Valley 

• Delivering a corporate solution - TrakCare Scottish Edition (version tbc) - to all specified 
users within NHS Forth Valley 

• A communications campaign across the organisation to raise awareness of the project and 
its associated objectives and benefits which will also target the necessary change ethos and 
requirement for standard methods of working for the organisation 

 
In detail, the system changes would be as below: 

 
 

TrakCare Module Current Forth 
Valley system 

Comments TrakCare 
Phase 

TrakCare PMS TOPAS 
 
 
 
 
 
 
 
 
 

TOPAS currently contains all in-patient 
and outpatient data (including 
Community areas) with patient 
demographics.   
 
 
 
 
 
 
 

Phase 1 
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 eWard 
 

The eWARD system currently supports 
inpatient episode management, care 
planning and discharge communication 
to primary care.  This functionality will 
be replaced by TrakCare during phase 1 
of the implementation. 

Phase 1 

TrakCare 
Emergency 
Department 

EDIS EDIS will be replaced by the TrakCare 
ED Module which will integrate the 
end-to-end journeys of patients 
through the service 

Phase 1 

TrakCare 
Maternity 

Matsys/ 
Badgernet 

Badgernet Business Case signed off to 
replace Matsys which has been 
deemed unsustainable.  Due to 
implement throughout 2017.  Also 
currently using Badgernet Neonatal  

Interface with 
Badgernet 

TrakCare PMS 
(Mental Health) 

Care Partners 
(FACE) 

Currently used for inpatients and 
community resource for all adult and 
older adult mental health 
communications and care plans.  
Information shared with other social 
care partners.  Plans in place to 
introduce child and adolescent mental 
health users.  Option to utilise for other 
Allied Healthcare Professionals (AHP) 
services. 

Forms part of 
PMS Core. Will 
be interfaced 
to TRAK post 
project 

TrakCare 
Community 

MiDIS Currently provided by NHS Tayside.  
NHS Forth Valley part of national 
consortium of boards looking for 
replacement system.  

N/A  

TrakCare Order 
Comms (including 
in PMS Core) 

DartOCM Rolled out to all Primary Care and 
Acute areas.  Actioning to be 
implemented 2017/18. 

N/A 
Interface in 
Phase 1 

TrakCare 
Prescribing  
& 
Pharmacy 

JAC HEPMA ePrescribing system currently rolled 
out to all inpatient Acute areas  

N/A 
Interface in 
Phase 1 
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4.4. System Architecture 

 
The proposed systems architecture would be:- 
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5. Options Appraisal 

 
Whilst a formal options appraisal is not required as this was covered under the national OBC, this 
section outlines the potential options available to NHS Forth Valley in terms of the delivery and 
hosting environment.  
 
Retain current system 
 
The current system for Patient Management is TOPAS.  Retaining this product is not considered an 
option as there are only 2 other Scottish boards currently using the system which in turn presents 
significant risk to NHS Forth Valley going forward in meeting the demands of clinical services.  
 
Option Strengths / Opportunities Weaknesses / Threats 
Do Nothing 
 

• Already exists with known costs 
• Quick turnaround of changes required 
• Good level of support 

• Limited data sharing as other 
boards move to TrakCare 

• Escalating maintenance and support 
costs as boards move to TrakCare 

• Ongoing sustainability of product 
and support from Cambric as 
reduction in NHS boards remaining 
with TOPAS 

 
Move to National system – TrakCare – Options below: 
 

A. – Locally Hosted Instance: 
 
A Locally hosted instance is where the infrastructure (Hardware & Software) is located and managed 
by NHS Forth Valley. The application instance is also local; specifically it is configured and provides 
functionality for NHS Forth Valley 
 
Option Strengths / Opportunities Weaknesses / Threats 
Buy 
TrakCare 
via existing 
NHS 
Framework 
Contract 

 

• Supports business objectives 
• Supports patient centred strategy as 

“episode” based storage of 
information 

• Contract available and in place 
• Development of product managed as a 

consortium of Scottish boards 
• Change management will be a 

challenge – this option presents least 
risk 

• Will ensure NHS Forth Valley is utilising 
the same enterprise software as the 
majority of Scottish Boards 

• Represents a sustainable product and 
mitigates the risks associated with 
existing PMS systems 

• Provides future cross border data 
sharing opportunities 

• Development works need to be 
agreed and managed by all Boards 
via Consortium hence extensive 
delays in change management 
process. 

• Significant capital costs – see 
financial appraisal. 

• System upgrade costs borne by NHS 
Forth Valley. 
 

 



Full Business Case – PMS Page 14 of 42 

B. – Instance Hosted by a 3rd party. 
 

A 3rd Party hosted instance is where the infrastructure (Hardware & Software) is located and 
managed completely off-site, usually in a dedicated commercial data centre. The application 
instance is still considered local, specifically; it is configured and provides functionality for NHS Forth 
Valley 

 
Option Strengths / Opportunities Weaknesses / Threats 
Buy 
TrakCare 
via existing 
NHS 
Framework 
Contract 

 

• Supports business objectives 
• Supports patient centred strategy as 

“episode” based storage of 
information 

• Development of product managed as a 
consortium of Scottish boards 

• Potential higher level of service to local 
users as 24/7 option for support 

• Future upgrade costs can be 
accommodated by 3rd party  

• Development works need to be 
agreed and managed by all Boards 
via Consortium hence extensive 
delays in change management 
process 
 

 
C. –  Hosted and share existing Licence(s) with another Health board 

 
A Shared hosted instance is where the infrastructure (Hardware & Software) is located and managed 
completely off-site, specifically in another Health Boards data centre. The application instance is 
shared; it is managed and configured by the host Board. 

 
Option Strengths / Opportunities Weaknesses / Threats 
No direct 
relationship 
via existing 
Framework 
for Forth 
Valley 

• Supports business objectives 
• Supports patient centred strategy as 

“episode” based storage of 
information 

• Potential reduction in revenue 
resource costs 

• Reduction in implementation costs ( 
would be circa 30% compared to 
other options) 

• Potentially less initial capital outlay for 
hardware 

• Direct management of supplier does 
not exist. 

• Reduction in significant upgrade costs  
 

• Common configuration of the 
system will have a significant 
impact on local processes and 
ways of working 

• Service-level Agreement (SLA)/ 
Legal arrangements would exist 
between relevant health boards, 
which could be timely to agree 

• Future developments would 
potentially be the decision of the 
hosting health board as NHS Forth 
Valley would be unable to 
purchase modules that were not 
already in place, leaving little 
clinical direction for Forth Valley. 

• NHS Forth Valley would have 
responsibility for all patient 
records but would not have 
control over the systems they 
populate. 

 
All existing health boards that have or are deploying TrakCare have gone with Option A. The only 
exclusions being NHS Tayside who have gone with Option B due to the age and inability of their own 



Full Business Case – PMS Page 15 of 42 

data centre(s) to support new systems, and NHS Shetland and NHS Orkney who have gone with 
Option C.  
 
The following table outlines the scoring for each option: 
 
Criteria (Scored 1-3, LMH) Weight Option A Score Option B Score Option C Score 
Implementation Cost  25 2 50 2 50 3 75 
Recurring Cost 25 3 75 2 50 3 75 
Flexibility of Configuration 20 3 60 3 60 1 20 
Resilience 15 2 30 3 45 2 30 
Ease of Support  15 3 45 2 30 2 30 
Total 100  255  235  230 
 

5.1. Future Developments 

TRAK Roadmap 
 

Following the recommendation to implement option A – Local TRAK installation, it is important to 
outline a potential roadmap over the next five years, to ensure that we are able to manage costs 
and development of the TRAK product as well as ensure sustainability of the PMS product, 
ensuring that we extract maximum value from this investment. 
The summary of the roadmap is detailed below: 

 
 
The core reason behind the above roadmap (and its pace) is change, both in terms of the magnitude 
and impact each of these fundamental step changes will have. 
 
In terms of the initial implementation of the TRAK system, the learning from implementations in 
NHS Scotland is that the transition to the TRAK system requires detailed and significant planning 
and preparation. 
 
NHS Forth Valley we will be transitioning from TOPAS, eWard and EDIS onto the TRAK platform, 
which will be key first step. 
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The next logical step is to use the upgrade opportunity (estimated) to be in 2022/23, to move to a 
shared environment and service management arrangements which will reduce costs which are 
associated with any upgrade, and will allow the boards that want to move to a shared instance the 
time and preparation they will need to do so. 
 
Finally, the last step change would be to move to a shared instance of TRAK. At this stage we will 
need to tease out any further cost reductions and harmonised working practices as well as providing 
the opportunity to improve patient information sharing. 
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6. Financial Case 

6.1. Financial Appraisal 

The purpose of this section is to set out the forecast financial implications and affordability of 
the three options for implementing TrakCare as set out in the Options Appraisal, i.e.: 
• Option A: Locally Hosted Instance 
• Option B: Instance Hosted by a third party  
• Option C: Hosted and share existing licences with another Health Board 

 

6.2. Implementation - Capital  

The estimated capital costs and funding requirements for implementing the new Patient 
Administration system are set out below.  The net capital investment requirement for NHS 
Forth Valley is set out below.  Further details of the NHS Forth Valley Implementation team 
are provided in Appendix 1. 
 
The net capital cost of implementing the preferred option (option A) is £1.755m. 
 
Table 1 - Implementation Financial Summary 
  Option a Option b Option c 
 Item £m £m £m 
Costs 

  
  

ED Licence Costs (non recurrent) 0.321 0.321 0.321 
Intersystems Implementation 1.285 1.285 0.643 
NHS FV Implementation Team 1.437 1.437 1.437 
Hardware / Infrastructure 0.556 0.606 0.742 
Total Costs 3.600 3.650 3.143 
Funding       
Scottish Government Funding -1.500 -1.500 -1.500 
Existing Staff -0.345 -0.345 -0.345 
Total Funds -1.845 -1.845 -1.845 
        
NHS Board Capital Investment Required 1.755 1.805 1.298 

 
The key differences in estimated cost between the three options are: 
• Option C would require a reduced InterSystems implementation resource (estimate 50%) 
• Options B and C would require a dedicated network link to the host Board or third party 
• Option C - hardware costs would be shared between the host Board and NHS Forth 

Valley and would require development to meet Forth Valley requirements. 
 
Scottish Government funding of £1.500m in respect of non recurring capital support has 
been confirmed and is reflected in the table above.  This is expected to be phased £0.750m 
in 2017/18 and £0.750m in 2018/19.  The phasing requirement of the Board capital 
investment has been calculated as follows: 
 
Table 2 - Capital Investment Phasing 
  Option a Option b Option c 
  £m £m £m 
NHS Board Capital Investment Required 1.755 1.805 1.298 
Phasing 

  
  

2017/18 1.427 1.477 1.170 
2018/19 0.328 0.328 0.053 
2019/20 0.000 0.000 0.050 
2020/21 0.000 0.000 0.025 
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6.2.1. Implementation - Cost Assumptions 

Assumptions used in estimating the system implementation costs are set out below: 
 
Table 3 - Implementation Cost Assumptions 
Item Assumption 
Expenditure Classification Implementation costs will be capitalised 
Cost Base / Inflation Costs are at 2016/17 price base - no inflation applied. 
  Licence and support charges would be subject to RPI. 
Other charges Simplecode licence costs not included in costing. 
VAT VAT costs are assumed to be recoverable. 
NHS Forth Valley Implementation 
Team 12 months cost in 2017/18 and 6 months costs in 2018/19 
Staff Costs Based on top increment inclusive of employers costs 

 
6.3. Revenue Costs 

 
The estimated revenue costs and funding requirements are set out in Table 4.  Revenue 
funding for existing Patient Administration Services will be redirected for investment in the 
new system as current services are phased out, and this is reflected in the table below.  The 
additional recurrent revenue investment requirement for NHS Forth Valley is between 
£0.722m and £1.133m per annum. Further details of the NHS Forth Valley business as usual 
are provided in Appendix 1. 
 
The net recurrent revenue cost of implementing the preferred option (option a) is £0.722m. 
 
Table 4 - Revenue Financial Summary 
  Option A Option B Option C 
 Item £m £m £m 
Recurrent Annual Costs 

  
  

Workforce - support team  0.225 0.225 0.225 
Annual Licence Costs 0.694 0.694 0.694 
Maintenance 0.067 0.067 0.067 
Ward view (utilising eward funds) 0.039 0.039 0.039 
Network Links 0.000 0.036 0.036 
Third Party Hosting 0.000 0.375 0.000 
Total Costs 1.025 1.436 1.061 
Recurrent Annual Funding       
Existing budget - Topas -0.147 -0.147 -0.147 
Existing budget - eward -0.039 -0.039 -0.039 
Existing staff - Health Records -0.053 -0.053 -0.053 
Existing costs - EDIS -0.065 -0.065 -0.065 
Total Funding -0.304 -0.304 -0.304 
        
Annual Revenue Investment Required 0.722 1.133 0.758 
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The key differences in costs between the three options are: 
• Option C - maintenance costs would be shared between the host Board and NHS Forth 

Valley 
• Network links would be required for options B and C 
• Option B would incur a third party hosting charge. 
 
The phasing of net revenue costs is anticipated as Table 5 below  
 
Table 5 - Revenue Investment Phasing 
  Option A Option B Option C 
 Item £m £m £m 
NHS Annual Revenue Investment Required 0.722 1.133 0.758 
Annual Phasing 

  
  

2017/18 0.000 0.000 0.000 
2018/19 0.387 0.593 0.405 
2019/20 and recurrent 0.722 1.133 0.758 

 

6.3.1. Revenue Cost Assumptions 

Assumptions used in estimating the ongoing revenue costs are set out below: 
 
Table 6 - Implementation Cost Assumptions 
Item Assumption 
Expenditure Classification Ongoing costs are revenue 
Cost Base / Inflation Costs are at 2016/17 price base - no inflation applied 
VAT VAT costs are assumed to be recoverable. 
Cost of Capital Depreciation costs are not included in cost estimates 
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7. Benefits Appraisals 

A systematic evaluation of the TrakCare PMS solution has been completed to gain an understanding of the key benefits implementation will 
provide to the organisation.  The table below outlines the main benefits, describes how TracCare PMS will contribute to their realisation and 
how it links to the national and local eHealth strategies. 
 

eHealth Strategic Outcome PMS Contribution             Strategic eHealth aim achieved 

Better information – better health Would provide one unified system across NHS 
Scotland, and replace 3 current systems with 1 
within NHS Forth Valley reducing duplication of 
data and effort. Supports ‘record once, use 
many’ initiative, and move to paperlite 
processes within Forth valley. 

 Potentially all six strategic aims. 

Improved Data Quality The embedding of standard clinical processes, 
i.e. discharge, admission and transfer 
processes and the establishment of mandatory 
data sets, e,g, inpatient episode data sets will 
ensure improved data quality across all acute 
care settings and additionally reducing the 
need for duplication of data recording 

To enhance the availability of appropriate information for healthcare workers 
and the tools to use and communicate that information effectively to improve 
quality. 

Delivering together on information 
confidentiality 
 

The suite of systems that comprise PMS will 
provide the best possible levels of data 
security providing traceability of user activity 
across all parts of the systems. 

To enhance the availability of appropriate information for healthcare workers 
and the tools to use and communicate that information effectively to improve 
quality. 

Performance management and service 
planning 
 

The specification of the PMS made specific 
reference to HEAT Target monitoring 
requirements and the need to provide 
management information in accordance with 
current and future requirements.  

To provide clinical and other managers across the health and social care 
spectrum with the timely management information they need to inform their 
decisions on service quality, performance and delivery. 
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Managed Clinical Networks/Specific 
Conditions 

The PMS will enable specialty and disease 
specific data collection through the use of the 
‘clinical tools functionality’. Will allow 
designated users to view clinical information 
more easily in one place. Information will 
follow patients irrespective of departmental 
and potentially organisational boundaries. 

To contribute to care integration and to support people with long term 
conditions. 

Community Health Index (CHI) -based 
patient record identification 
 

Full capability to use CHI as the single patient 
identifier in accordance with current Scottish 
Government Health Directorates (SGHD) 
targets in relation to CHI. Current systems 
utilise different identifiers meaning move to 
EPR is challenging.  Central registration service 
is a dependency for this benefit to be realised. 

To enhance the availability of appropriate information for healthcare workers 
and the tools to use and communicate that information effectively to improve 
quality. 
 
 

Patient alerting and traceability The PMS will provide facilities to better 
manage ‘at risk’ patients including HAI alerting 
and tracing and the facility to securely flag 
messages to staff in relation to specific 
conditions, allergies etc. 

To enhance the availability of appropriate information for healthcare workers 
and the tools to use and communicate that information effectively to improve 
quality. 

Medications management Interface to HEPMA system within NHS Forth 
Valley. 

To support the safety of people taking medicines and their effective use. 

Integration with other systems to 
provide the underpinning infrastructure 
for an Electronic Patient Record 

The system is able to fully integrate with 
‘cornerstones’ of the NHS Scotland eHealth 
portfolio and is fully compatible with the 
Enterprise Architecture for eHealth. This 
includes SCI Gateway, SCI Store and the 
Emergency Care Summary. 

To enhance the availability of appropriate information for healthcare workers 
and the tools to use and communicate that information effectively to improve 
quality. 

Technology and process standardisation There will be a significant cohort of Health 
Boards using the same technology which 
should result in ‘do once, use many’ thereby 
providing efficiencies across the PMS member 
Health Boards. This will also apply locally as 

To maximise efficient working practices, minimise wasteful variation, bring 
about measurable savings and ensure value for money. 
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Trak will replace 3 systems currently used and 
managed with a degree of variation, to 1 
system that should minimise these variances. 
It will also remove the need for duplication of 
recording between eWARD and TOPAS. 
 

Technology and process standardisation Implementation of the system will bring NHS 
Forth Valley in line with other boards allowing 
the board to benefit from cross border working 
and collaboration 
 

To maximise efficient working practices, minimise wasteful variation, bring 
about measurable savings and ensure value for money. 

Support for eHealth Standards The solution lends support to the adoption of a 
number of eHealth standards such as Web 
Service security, User Interface and eHealth 
Architecture Principles.  Compliance with these 
standards provides further support for the 
wider adoption of existing eHealth standards 
across NHS Scotland. 

To maximise efficient working practices, minimise wasteful variation, bring 
about measurable savings and ensure value for money. 
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8. Risk Appraisal 
 
As part of the evaluation a comprehensive review of risks has been completed.  The risk appraisal identified a number of key themes relating to 
the importance of system ownership across all clinical and non clinical teams.  Recognising this will be necessary in ensuring required changes 
to working processes.  Details outlining appropriate mitigation and lessons from previous implementations are included to provide assurance.   
 
It should be noted that other risks have been identified based on the lessons learned from previous boards.  These will be owned and managed 
directly by the project team and are therefore not detailed in the table below.  
 

Risk Risk Description Mitigation 

Buy-in/system 
ownership   

• Lack of user (both clinical and administrative) ownership 
leading to inadequate implementation & data quality resulting 
in poor data reporting  

• InterSystems not NHS Forth Valley lead on pre implementation 
process planning approach via ARIES.  

• Inadequate project staffing  
• Project team has insufficient representation from users. 

 

• Project team members appropriate and have effective 
influence and time to engage relevant users.  

• Overall engagement period should extend from planning 
through to post go live. 

• Consider a Users Forum to support engagement into Business 
As Usual (BAU). 

• Utilise where able current permanent staff to lead on key 
TrakCare projects as they understand local context and 
challenges. 

• Identify prior to project commencement who system owner 
will be in BAU. Current systems ownership is disparate. 

Process Changes • Difficulties in introducing process changes and mapping mid or 
post implementation. 

• Timescales involved in process mapping and/ or governance 
concerns. 

• Inadequate Full Time Equivalent (FTE) support to oversee the 
process. 

• Senior/ executive support to ensure users are involved in 
potential decisions and changes to ways of working. Failure to 
do so will result in a system that is not used to its full capability 
in BAU 

 

• Reviewing processes to TrakCare functions rather than vice-
versa, amending clinic templates to TrakCare templates etc – in 
advance of implementation. 

• Engaging TrakCare early on to understand timescales to 
complete via ARIES approach. 

• Clear direction on process and governance around new system 
to be agreed and implemented. 
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Resources • Inadequate FTE resource required to deliver pre requisite, 
mobilisation and go live phases v numbers suggested by 
InterSystems. 

• Staffing resource not dedicated to TRAK implementation 

• Utilise InterSystems experience on FTE and roles and 
responsibilities to deliver total project. This detail appears in 
National OBC. 

• Resource engaged from users of all 3 current systems, including 
differences between use of TOPAS acute and community. 

Timescales • Tight timescales for successful delivery. 
• Big bang approach rather than phased  
• Post Project InterSystems support  

• Dedicated Project Manager to draw up a project plan with 
support from InterSystems. 

• Consult Framework Agreement and associated call off 
arrangements to understand InterSystems obligations against 
delivery timescales and associated contractual acceptance 
agreement. 

• Build tolerance into plan for all phases. 
• Clear understanding of Framework Agreement and call off 

arrangements prior to engagement to understand any financial 
implications now/ later of signing up to TrakCare. 

Communication 
 
 

 

• Lack of user ownership due to rushed implementation and lack 
of communication. Examples include deploying a ‘big bang 
approach’ rather than a phased approach. 

• Unrealistic assumptions about scale of project and benefits 
realisation. Reality is years rather than months to see tangible 
benefits. 

 
 
 
 

• Project team members appropriate and have effective 
influence and time to engage relevant users.  

• Overall engagement period should extend from planning 
through to post go live. 

• Consider a Users Forum to support engagement into BAU. 
• Utilise where able current permanent staff to lead on key 

TrakCare projects as they understand local context and 
challenges. 

Reporting • Poor reporting mechanisms 
• Poor reporting because of the lack of good data quality 

predominantly due to poor engagement by the clinical and 
administrative users and services 

• Reporting testing is late and rushed at the end of the project 

• Early engagement with InterSystems. 
• Clear on local and national reporting requirements and 

reporting templates. 
• Engagement with ISD to ensure templates proffered from 

InterSystems meets national requirements. 
• Reporting requirements should be treated as part of the 

required acceptance tests and not signed off until completed. 
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Costs • Unrealistic costs and assumptions. 
• Previous implementations have underestimated the FTE 

resource required to deliver pre requisite, mobilisation and go 
live phases v numbers. 

• Implementation team not solely dedicated to TRAK project 

• Engagement to clearly understand capital/ maintenance/ 
development support and cost. 

• Project resources and timescales need to be realistic by 
understanding all lessons learnt from previous 
implementations. 

• Detailed FM included once all InterSystems costs understood in 
detail. 

• Investment from Scottish Government clearly understood. 
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9. Implementation 

 
The resource commitment is based on the experience of other Boards (particularly those currently in 
implementation) and the requirements will vary based on the final modules and clinical functions to 
be implemented, the experience/availability of the individuals selected, and the timescales agreed 
for implementation.    
 
There are areas where workstreams are likely to overlap and where Project Managers could manage 
more than one workstream.  However, experience of others has indicated that the majority of the 
core Project Team have remained in place after implementation to provide BAU support and 
ongoing system administration/testing patches issued at regular intervals by InterSystems.   
 
All Boards have recommended that those involved in the Project Teams need to work closely 
together and therefore should be based in the same offices/location where possible.   
 
Robust programme/project management principles will be rigorously applied and this requires to be 
supported by an equally strong level of governance covering the business change, clinical need and 
eHealth disciplines.   
 
A qualified and experienced Programme Manager will require to be appointed to lead the 
programme delivery and the remit will include responsibility for the TrakCare implementation as 
well as the service change needs and all programme interactions with other key areas. 
 
Immediate steps of the Programme will be to establish the governance structure, define the 
communications strategy and review any initial project/programme risks. 

 
The existing processes within NHS Forth Valley are not provided in detail as this will form a critical 
part of the pre-implementation works:- 
 

• process mapping workshops with all areas 
• Internal marketing and associated communication to all users. Previous implementations 

have included intranet homepage communication, drop in sessions, and lanyards and mini 
information packs. Material is provided by Intersystems to support this process. 

• SOPs reviewed/in place 
• revised processes reviewed in line with TrakCare and updated 
• revised processes tested 
• clinic build 
• floor plans for all wards and departments 

 
The other areas essential during pre-implementation works to ensure a smooth transition to 
TrakCare are:- 
 

• technical infrastructure review 
• review of interfaces 
• Data cleansing of outpatient / inpatient information 
• Data cleansing of data from existing EDIS system 
• agreeing user profiles 
• review of reporting/data exports 
• training needs analysis and associated documentation 
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The scope of the implementation projects are anticipated as: - 
 
Set up ICT infrastructure environment(s) 

• Creation of user profiles / security 
• Development of information management outputs as current (including national returns) 
• Reconfiguration of existing interfaces 
• Configuration of core PAS system (patient demographics, clinic and letter templates etc) 
• Configuration of ED module 
• Data migration/population of outpatient / inpatient information 
• Data migration/population of data from existing EDIS system 
• Testing 
• Training 
• Roll out 

 
The indicative timescales are based on experience of other Boards and the recommendation from 
InterSystems.  Indications are 12 months of pre-implementation works, followed by an average 12 
months for implementation of TrakCare Core PMS and ED.   

 
Business Case undertaken (finalise exact requirements for 
modules, confirm implementation timescales, confirm costs) May  2016– January 2017 

 
Business Case approved by 
 

 March 2017 

CLO closedown April 2017 – May 2017 
Pre-Project setup and scoping Aoril 2017 – July 2017 
Detailed Project planning May 2017 – September 2017 
Process mapping and configuration Jume 2017 – March 2018 
Configuration and data migration September 2017 – August 2018 
Training and Go-Live preparation October 2017 – October 2018 
Go-Live October 2018 
Support and handover October 2018 – December 2018 
 
The above time scales assume TrakCare 2016 version will be deployed and are subject to Health 
Board approval. 
 
An early stage high level implementation plan is included in Appendix 2 providing more detail. 
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10. Governance 

 
The TrakCare governance arrangement is currently being finalised and will provide a comprehensive 
structure.  An overview of the key levels proposed is detailed below:- 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Further details are presented in Appendix 3 
 
TrakCare Delivery Board 
 
The TrakCare Delivery Board will be responsible for the overall management of delivery and will 
report to the Corporate Management team.  The Board will also be responsible for defining the risk 
profile and thresholds for the programme, ensuring the programme delivers within its agreed 
parameters of cost, time, quality and benefits realisation.  It will also be responsible for strategic and 
directional issues within the programme. 
 
TrakCare Implementation Group 
 
The TrakCare Implementation Group (TIG) will be responsible for the overall direction, management 
and successful delivery of the eHealth aspects to support the implementation of TrakCare as a 
clinical application.  The TIG will report to the TrakCare Delivery Board and the eHealth Project Lead 
will also be a member of the Delivery Board.  The Terms of reference will be agreed by the TrakCare 
Delivery Board. 
 
TrakCare Workflow Group 
 
The TrakCare Workflow Group (TWG) is responsible for the overall direction, management and 
successful delivery of the work packages required to fully embed TrakCare into new operational 
ways of working and ensure benefits are fully realised.  The TWG would report to the TrakCare 
Delivery Board and the Change Lead will attend the Programme Board as a standing member.  The 
Terms of reference will be agreed by the TrakCare Delivery Board.   
 
A full description for each project role is included in Appendix 4.

CORPORATE MANAGEMENT 
TEAM 

EHEALTH 
PROGRAMME BOARD 

 

TRAKCARE DELIVERY BOARD 

TrakCare 
Implementation 

Group 

 

TrakCare 
Workflow Group 
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11. Equality and Diversity Impact 

 
The Scottish eHealth department states that each individual Health Board has a requirement to 
document an equality and diversity impact statement within each local business case. This will be 
carried out at the various stages of the Programme Implementation. 
 
 

12. Conclusion and recommendations 

 
The preferred option for delivery of a Patient Management System across NHS Scotland has been 
confirmed via the national procurement process and framework agreement and this is InterSystems 
TrakCare PMS.   
 
This document assumes that NHS Forth Valley will align with the majority of Health Boards and move 
to the new PMS provider Intersystems TrakCare as part of the national eHealth strategy. The 
purpose of this FBC is to clearly define the benefits, risks and costs associated with the move to 
TrakCare.  
 
 
From a risk perspective, the lowest risk option for implementation for NHS Forth Valley would be a 
local instance; the main reasons for this recommending this option are two-fold. 
 
 
Data Migration 
 
Data migration from existing multiple systems into a single system is complex, primarily due to data 
matching rules that require to be addressed, and the data quality of legacy systems that require 
‘cleansing’. There would be significant additional risk for the project if data migration included 
integrating with another Board’s data, i.e. Option C.  
 
Transfer from Existing Systems 
 
Similar to data migration transferring from three (Topas, eWard & EDIS) legacy  systems into another 
existing live instance of TRAK would add additional risk, as well as having very limited flexibility 
around process design. 
 
 
Notwithstanding the above considerations an assessment and scoring of each hosting option was a 
carried out , which included financial as well as functional and operation considerations and resulted 
in the recommendation that NHS Forth Valley  progress with Option A – Locally Hosted Instance.  
 
This would provide NHS Forth Valley with a step and risk managed amount of change, clearly aligning 
to the national strategy and setting out the steps and Roadmap for the move towards a collaborative 
model as the TRAK offering develops and regional working and systems mature. 
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12.1. Appendices 

Appendix 1:   Staffing Resource – Implementation 

        Title Band wte Duration Annual Cost 
          £000 
New Staff 

   
  

  Programme Manager 8A 1.0 18 months 76.368 
  Project Leads 7 2.0 18 months 78.990 
  SME's( Subject Matter Expert) 7 6.0 18 months 473.940 
  Applications SME 7 1.0 18 months 69.000 
  Data Migration Analyst 6 1.0 18 months 40.201 
  Superusers 5 4.0 18 months 215.262 
  Trainers ( New) 5 2.0 12 months 58.236 
  Project Officers ( New) 4 2.0 18 months 80.361 
  

  
19.0 

 
1,092.358 

  
    

  
  

    
  

Existing Staff 
   

  
  Project Leads 7 1.0 18 months 69.000 
  IT PM 7 0.5 18 months 39.495 
  Training Lead 6 1.0 18 months 67.002 
  Integration Analyst 6 1.0 18 months 67.002 
  Trainers ( Existing) 5 1.5 12 months 48.675 
  Project Officers ( Existing) 4 1.0 18 months 53.816 
  

  
6.0 

 
344.990 

  
    

  
Total     25.0   1,437.347 

 
Staffing Resource - Ongoing 
Revenue 

    
        Title Band wte Duration Annual Cost 
          £000 
New Staff 

   
  

  Applications SME 7 1.0 12 months 52.660 
  Trainer  5 1.0 12 months 35.877 
  Tester   4 2.0 12 months 56.148 
  Project officer 4 1.0 12 months 28.074 
  

  
5.0 

 
172.759 

  
    

  
  

    
  

Existing Staff 
   

  
  Project Leads 7 1.0 12 months 52.660 
  

  
1.0 

 
52.660 

  
    

  
Total     6.0   225.419 
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Appendix 2: High Level Implementation Plan 
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Appendix 3:  TrakCare Governance Structure 

 
All Boards/Groups will have agreed Terms of Reference. 
 
TrakCare Delivery Board 
 
The TrakCare Delivery Board will be responsible for the overall management of delivery and will 
report to the Corporate Management team.  The Board will also be responsible for defining the risk 
profile and thresholds for the programme, ensuring the programme delivers within its agreed 
parameters of cost, time, quality and benefits realisation.  It will also be responsible for strategic and 
directional issues within the programme. 
 

Role  

SRO and Board Chair  

TrakCare Implementation Project Executive and co-chair  

ICT  Change Authority 

Planned Care Lead  

Health Records Lead  

Emergency Care Lead  

Community Services Lead 

Nursing Lead/Practice Development 

Medical Specialities Lead 

Surgical Specialities Lead  

Finance Lead 

Mental Health Lead 

eHealth Project  Delivery  

Lead Supplier  
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TRAKCARE 
DELIVERY BOARD 

Infrastructure 
Group 

Information 
Group 

Health Records 
Group 

- Hardware 
 
- Infrastructure 
 
- Interface 
 
- System 

Integration 
 
- Application 

Configuration 
 

- Information 
Reporting 
 
- National & Local 

Statistical 
Returns 

 
- Management & 

System 
Reporting 

 
- Archived Data 

Plan 
 
 

- Patient Data 
Migration 
 
- Work & 

Records 
Processes 

 
- Business 

Continuity 
 
- Role Based 

Access 
 
 

 
Workflow Group 
  (Operational) 

- Emergency Care 
 
- Ward Processes 
 
- Patient Access 
 
- Theatres & Day 

Surgery 
 
- Outpatients & 

Auxiliary Care 
 
- Community 

Hospitals & Rehab 
 
- Mental Health 

 
- OD 
 

 

 TrakCare Implementation Group 
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Appendix 4: Project Team Roles, Responsibility and Resource 

The following table outlines the draft project support arrangements: 

 

  Role  

  [Full time/ part time] 

            

                                     Description 

Project Sponsor [PT] Executive Project sponsor [PART TIME] 

Programme  Manager [FT] Responsible for ensuring the project meets time, budget and quality targets by managing production of deliverables, securing 
appropriate resources, scheduling activities, monitoring and reporting progress and resolving issues. 

A full time role for an experienced project manager with experience in implementation within complex health care 
environments.  Usually with a Project Management accreditation such as PRINCE2 Practitioner  

Project Leads [FT] A Project Lead is required for each identified work stream within the role out.  A full time role for an experienced manager 
with experience within complex healthcare environments. Leading TrakCare Workflow and TrakCare Implementation Group – 
e health PM and Business change Lead 

Clinical Experts [PT] Senior clinicians responsible for providing clinical direction for the project. Associate Medical Director(s) & Director of 
Nursing 
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  Role  

  [Full time/ part time] 

            

                                     Description 

Subject Matter Experts (SME's) 
[FT] 

Subject Matter Experts must have working knowledge of the relevant areas of the implementation including current work 
practices and legacy systems. SME's are senior enough and empowered to make decisions, but know how an area really 
works and how a system needs to support day to day operations.  Subject Matter Experts will work closely with Super Users.   

Work package group representatives: 

• Clinic Build and Outpatient referral, waiting list and OP management. Includes services using TOPAS community. 

• Bed and In patient Management 

• Health Records/ application configuration 

• Reporting/ Business Intelligence 

• Process Mapping  

• ED Lead 

• Interfaces 

• Outputs ( Letters etc) 

• BC 
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  Role  

  [Full time/ part time] 

            

                                     Description 

Super Users / Key Users [PT] Existing administrative and clinical departmental users with sufficient experience to deliver system advice to end users 
including: 

• Front Door Lead (AAU/CAU) /Superuser 

• Day hospital/Superuser 

• Outpatients Lead/Superuser 

• Surgical Ward Lead/Superuser 

• Medical Ward Lead/Superuser 

• Outpatients Lead/Superuser 

• AHP Lead/Superuser 

• Clinical Service Lead/Superuser 

Usually involved in the delivery of training.  In some training models, super users are responsible for providing training to the 
'Trainers' 

Subject Matter Experts perform data collection and assist in local configuration of the TrakCare system (e.g. ward floorplans, 
hospital locations) 

Often these people are key people whose time the departments least want to make available to work on a project. These are 
typically the staff with the greatest understanding of the requirement and the most likely to ensure success.   
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  Role  

  [Full time/ part time] 

            

                                     Description 

Training Lead [FT] Responsible for co-ordinating training preparation activities, scheduling training and monitoring quality of training. 

Should be experienced in the development of training programs, scheduling, monitoring and evaluation. 

Trainers [FT] Responsible for preparation of training materials and delivery of a training programs to end-users. The type of training 
program is dependent on the training model adopted by the customer. 

Should be experienced in training within a clinical / healthcare setting, preferably with a training accreditation. 

 

Data Migration Analyst [FT] Responsible for the investigating and proposing the data migration plan. Work with SMEs and Superusers to ensure that the 
data migration plans are in accordance with the general clinical and administrative data requirements. 

Clinic Build/ Floor plans  

[PT – Could be sourced from 
superusers/ key users] 

Administrative staff to build outpatient clinics in TrakCare.  This work must be closely aligned with the data migration activity 
in order to support loading of appointments. The number of people required is dependent on the number of clinics for future 
appointments. There will be a peak during initial build of clinics followed by an ongoing role of maintaining clinics to mirror 
LIVE moves and changes. That ongoing role would be expected to be part time but is dependent the level of clinic freeze that 
can be enforced in practice in the run up to go live. 

Security and Access Control  

[FT – Project Officers] 

This role is responsible for identifying users’ details, populating on the system, creating and assigning security groups.  The 
effort required should not be under estimated, particularly where functionality is being rolled to new areas of the hospital 

This is an ongoing role for Business as Usual (BAU) operation. 
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  Role  

  [Full time/ part time] 

            

                                     Description 

Reporting Lead 

[FT – see SME] 

Responsible for working with InterSystems on validation of statutory and local reports 

IT Lead [FT] Responsible for co-ordinating all technical activities internally and working with the InterSystems technical team. 

IT staff 

[Hard ware, interfaces, and data 
migration assumed within SMEs. 

Applications specialist FTE] 

Responsible for deploying additional hardware , peripherals including network and power access.   

Responsible for deploying the SOE required to support TrakCare as well as other technical setup tasks such as printer 
mappings. 

Responsible for platform service management including capacity, availability.  Hardware, operating system and database 
monitoring and maintenance activities. 

Integration Analyst [FT] Responsible for working with colleagues and InterSystems to specify, test and deploy interfaces between TrakCare and other 
internal, regional and national systems. 
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Appendix 5: Glossary of terms 

A list of acronyms and their meanings are given below.  Meanings and explanations of the 
words are given on the right. 
 
Term (Acronym) Description 
ARIES InterSystems implementation planning process 
Badgernet Replacement maternity system expected 2017 
Business as Usual 
(BAU) 

Ordinary activity required for the management of business 

Care Partners Current inpatient and community mental health system 
Community Health Index  
(CHI) 

Unique patient identifier used within NHS Scotland 

DartOCM Current NHS Forth Valley Order Coms system 
EDIS Current NHS Forth Valley ED system 
Electronic Health Record 
(EHR) 

Digital documentation of a patient’s medical history. 

Electronic Patient Record 
(EPR) 

Computerised record of a patient’s health which is accessible and 
shareable 

eWARD Current NHS Forth Valley bed management system 
Full Business Case  
(FBC) 

Structured written document outlining the reasoning for initiating a 
project. 

Full Time Equivalent 
(FTE) 

Measurement of time of resource associated to a project/role 

HelixPMS Historlical NHS Forth Valley Patient Administration System for 
Acute Inpatients 

Hospital electronic 
Prescribing and Medicines 
Administration 
(HePMA) 

Electronic system used to prescribe, administer and order 
medicines 

Immediate Discharge Letter 
(IDL) 

Communication from Acute to Primary Care regarding a patients 
hospital admission including discharge prescription, diagnosis, 
te3st results etc. 

InterSystems Software supplier for TrakCare 
JAC System supplier for current NHS Forth Valley HePMA system 
Matsys Current NHS Forth Valley maternity system 
MiDIS Current NHS Forth Valley Community system 
National Services Scotland 
(NSS) 

Body providing advice and support to the rest of NHS Scotland. 

Output Based Specification 
(OBS) 

Describes the functional requirements for the proposed 
development. 

Outline Business Case 
(OBC) 

A detailed document providing enough information to enable a bid 
for capital investment. An OBC contains detailed planning 
assumptions and revenue and capital costings. 

Patient Administrations 
System  
(PAS) 

An information system used for the administration of clinics and 
wards and to record information about care provided. 

Patient Management System 
(PMS) 

Hospital management system  which stores a full record for 
patients attending hospital from referral or unscheduled admission 
through their inpatient and outpatient care and discharge and allow 
the information to be shared securely across the staff providing 
patient care and with GPs. 

PiMS Historical NHS Forth Valley Patient Administration System for 
Community and Mental Health 

Service-Level-Agreement  
(SLA) 

Official agreement between a service provider and customer 
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Scottish Government Health 
Directorates  
(SGHD) 

Scottish government directorate responsible for Heatlh 

TrakCare NHS Scotland preferred PMS 
TrakCare Implementation 
Group  
(TIG) 

Group responsible for the overall direction, management and 
successful delivery of the eHealth aspects to support the 
implementation of TrakCare 

TrakCare Workflow Group 
(TWG) 

Responsible for the overall direction, management and successful 
delivery of the work packages required to fully embed TrakCare 
into new operational ways of working and ensure benefits are fully 
realised 

TOPAS Current NHS Forth Valley Patient Management System 
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SUMMARY 
 
1. TITLE  
 

Taking Forward the Equality and Diversity Agenda in NHS Forth Valley 
 
2. PURPOSE OF PAPER 
 

To provide an update NHS Forth Valley Board members on the programme of work 
to meet our legislative requirements under Section 149 of the Equality Act 2010 
Specific Duties.  
 
This report reflects actions completed to meet our 2013-17 commitments as well as 
those to be implemented during 2017-21.  The report outlines the challenges and 
opportunities we face and identifies how we can address the former and embrace 
the latter. It recognises our past and current efforts on equality and diversity issues, 
and provides a tangible vision for the future.  
 
This report and supporting evidence is required to be approved and published by 
the 30th April 2017. 

 
3. KEY ISSUES. 
 

Over the last four years, NHS Forth Valley has demonstrated its commitment to 
addressing discrimination and delivering services that are fair and equitable for all.   
 
We have met our responsibilities as required by the Equality Act 2010 and the 
Equality Act (Specific Duties) (Scotland) Regulations 2012. A revised NHS Forth 
Valley Equality Mainstreaming Report will be published 30 April 2017. 
 
To demonstrate our progress to date and future direction NHS Forth Valley have 
developed a combined report reflecting actions achieved from 2013-2017 in 
meeting our equality duties as well actions being taken forward during the next four 
years. 
 
The  achievements to date are evidenced throughout Section 1 of the our 
Mainstreaming Equality Report 2017 as well as progress made in meeting our first 
set of equality outcomes developed for 2013-2017 as evidenced in Section 2. 
 
To meet our Statutory Duties we are also required to publish a new set of equality 
outcomes for 2017 -2021 and report on progress in 2019. The new equality 
outcomes contained within Section 1.3 are based on the NHS Forth Valley 
Healthcare Strategy 2016-21 work stream recommendations as well as local and 
national priorities in relation to equality issues. These outcomes have been 
discussed with our local communities and supported by them. 
 
In meeting our Specific Duties the report includes within Section 3 our Workforce 
Equality Action Plan, which will set out our aspirations for 2017-21 workforce 
diversity, supporting staff to tackle inequality and acting as a fair employer. 
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This approach provides a solid foundation for current and future work and will 
assure the NHS Forth Valley commitment to tackling inequalities as identified 
within the Equality Act (2010) Specific Duties. This will include evidence on the 
steps that are legally required, as well as recommended actions. 
 

4. WORKFORCE IMPLICATIONS 

The NHS Forth Valley workforce is integral to the delivery of the Equality and 
Diversity agenda both in terms of delivering services for our population which are 
fair for all, but also as recipients of our work to promote equality of opportunity 
for all staff.  
 
Building staff capacity is core to delivering the actions in the report. 

 
5. RISK ASSESSMENT AND IMPLICATIONS 

This paper outlines progress and highlights any issues associated with taking 
forward the Equality and Diversity agenda within NHS Forth Valley. Failure to 
comply with obligations arising from Equality and Human Rights legislation 
(EHRC) may result in breaches of law; possible complaints of unfair 
discrimination in employment and service delivery, as well as intervention from 
the EHRC may result in enforcement action. 
 
Ideally, NHS Forth Valley should be in a position to confidently demonstrate 
compliance through the Equality Impact Assessments completed on their service 
area, work plans, financial and/or service delivery reports presented to the NHS 
Corporate Management Team (CMT) and NHS Forth Valley Board.  Board 
reports should reflect that an assessment has been completed and mitigating 
actions have been taken, where required. 
 

6. RELEVANCE TO STRATEGIC PRIORITIES 

Equality and Diversity work streams form an integral part of NHS Forth Valley’s 
Local Delivery Plan and Healthcare Strategy 2016-21. This work should 
influence actions taken within Integrated Joint Boards as well as the Equality 
Duties reflected within each Directorate Strategy. 
 

7. EQUALITY DECLARATION 

The author can confirm that due regard has been given to the Equality Act 2010 
and compliance with the three aims of the Equality Duty as part of the decision 
making process. 
 
Further to an evaluation it is noted that:   
 
□ Paper is not relevant to Equality and Diversity 
□ Screening completed - no discrimination noted 
X Full Equality Impact Assessment completed – report available on request. 
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Impact Assessment findings: - The Equality and Diversity Mainstreaming Report 
2017-21is a factual account of actions completed in relation to equality and 
diversity.  

 
8. CONSULATION PROCESS 

 This report evidences work that has been completed by NHS Forth Valley to 
mainstream equality. It has been informed by actions taken by the organisation 
and respective Directorates as well as National Priorities. As identified within 
Section 1.2 we have completed significant work within our communities and our 
staff to inform and shape our equality and human rights work for 2017-21. 

 
This has been achieved through face to face discussions, feedback on the draft 
Report and outcomes. The NHS Forth Valley Fair for All Development Group 
and CEO Operational Group and Corporate Management Team has been cited 
on the enclosed and has supported the implementation of same.   
 

9.  RECOMMENDATIONS  

The Forth Valley NHS Board is asked to: -  
 

• Approve the report prior to publication by 30 April 2017 

 
Author of Paper/Report 
 
Name: Designation: 
Lynn Waddell  Equality & Diversity Manager  

 
Approved by: 
 
Name: Designation: 
Angela Wallace Director of Nursing 
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NHS Forth Valley Standard Impact Assessment  Document (SIA) 
Please complete electronically and answer all questions unless instructed otherwise.  

 

 Section A 

Q1:  Name of EQIA being completed i.e. name of policy, function etc. 

NHS Forth Valley Equality Mainstreaming Report 2017-21 

Q1 a; Function   Guidance    Policy    Project    Protocol   Service  Other  X 
The report is aN NHS Forth Valley Strategic publication  

Q2:  What is the scope of this SIA  

NHSFV 
Wide 

X Service Specific  Discipline Specific  Other (Please Detail)  

  

Q3:  Is this a new development? (see Q1) 

Yes  No X 

Q4:  If no to Q3 what is it replacing? 

Replaces 2013-17 Equality Duty publications as required by the Equality Act 2010 Public Sector Duty. Report 
provides evidence of actions to be taken during 2017-21 in order for NHS Forth Valley (NHSFV) to meet its 
Equality Act 2010 Specific Duties. 
 

Q5:  Team responsible for carrying out the Standard Impact Assessment? (please list) 
Lynn Waddell Equality Manager  
Pauline Marland - Person Centred Care Coordinator  
Teresa McNally - Fair for All Community Advisor. 
 

Q6:  Main person completing EQIA’s contact details 

Name: Lynn Waddell Telephone Number:   01324 614653 

Department: Directorate of Nursing Email:   Lynn.waddell@nhs.net 
 

Q7:  Describe the main aims, objective and intended outcomes  
The Equality Mainstreaming Report and Outcomes for 2017-21 set out NHS Forth Valley’s arrangements for 
achieving compliance with the Equality Duty 2010. The Equality Actions identified are evidence-based and 
focused on outcomes and improvements for the community. 
 
The report also evidences actions to meet our equality outcomes and mainstreaming duty for 2013-17 and  
identifies how Equality and Diversity will be embedded into our practice and procedures.’ Therefore ensuring 
that the work we do is fair, equitable, accessible and person centred and meets the requirements of the 
Equality Act 2010 Public Sector Duty. 
 
The key aim of this Equality and Diversity Mainstreaming Report and associated Equality Outcomes (as per 
the requirements of the Equality Act 2010), is to set out our commitment to promoting equality and diversity for 
all, and to identify how this goal will be translated into measurable outcomes. 
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It is our intention to focus on implementing developments and changes that will have the greatest impact on 
promoting equality and addressing health inequalities, whilst ensuring we embed person centred care in 
everything we do. 
This document sets out our key priorities for action that address the current areas for further development 
identified through both data analysis and consultation with staff, service users, their carers and families, and 
other key stakeholders. 
 
Our new set of equality outcomes 2017-21 (Section 1.3) . Outcomes 2, 3, 4, 5 are based on the NHSFV 
Healthcare Strategy 2016-21 recommendations. 
 
Outcomes as follows: 

1. NHS Forth Valley staff and service users can identify hate crimes and incidents and are confident 
in reporting them. 

2. Within NHS Forth Valley people from the LGBTI community will not experience barriers to 
accessing or receiving end of life care. 

3. Within NHS Forth Valley people who experience mental health problems and or learning disabilities 
are supported to live fulfilled lives without stigma. 

4. NHS Forth Valley service users are equal partners in planning, developing and monitoring their 
care through informed choice and personal responsibility. 

5. Within NHS Forth Valley there will be a reduction in the sexual health inequalities experienced by 
communities through fostering a culture of positive sexual health which encompasses age, 
disability, gender, gender reassignment, race/ethnicity, religion and sexual orientation. 

6. Within NHS Forth Valley transgender and gender variant people experience a care and work 
environment free from discrimination. 

7. NHS Forth Valley will submit to the Stonewall Scotland Workplace Equality Index in 2017 and 
improve their score year on year. 

The above outcomes have been discussed with service users, including unpaid carers and presented at 
NHSFV meetings prior to approval by the Health Board. 

Q8:  
(i)  Who is intended to benefit from the function/service development/other (Q1) – is it staff, service 
users or both? 

Staff X Service Users X                               Other    Please identify carers etc              

(ii) Have they been involved in the development of the function/service development/other? 

Yes X No  

(iii) If yes, who was involved and how were they involved? If no, is there a reason for this action? 

Comments: 
Full involvement of staff and service users in development of materials of Equality Public Sector Duty 
assessment and recording. Documents in first instance are presented to Fair for All Steering Group as well as 
future submission to a range of other internal and external bodies. Final Report has been submitted to CEO 
Operational Group, Corporate Management Team prior to sign off b the Board: Completed on 28th March 2017 
 
Document also evidences range of public consultation and involvement prior to DRAFT being developed. 

(iv) Please include any evidence or relevant information that has influenced the decisions contained in this 
SIA; (this could include demographic profiles; audits; research; published evidence; health needs assessment; 
work based on national guidance or legislative requirements etc)  

Comments: All evidence will be contained within reports available on: 
 http://nhsforthvalley.com/about-us/equality-and-diversity/ 
 
including: 
The Reports are: 

• NHS Forth Valley  Equality Outcomes Report 2017-21 

http://nhsforthvalley.com/about-us/equality-and-diversity/
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• NHS Forth Valley Mainstreaming Report 2015 which details the work NHS Forth Valley has done to 
date to “Mainstream” equality and diversity in the period 2017-21 

• The NHS Forth Valley  Equality and Diversity Workforce Monitoring Report 202017-21 
• The NHS Forth Valley  Pay Gap Report 

Reports as well as evidence from public involvement events can be found in NHSFV Equality web site as 
above. 
 
Due to the nature of the NHSFV Equality Reports 2017-21, its whole focus is on the promotion of equality and 
elimination of discrimination. Therefore, its aim is to have a positive impact on all groups – particularly as we 
have a legal duty to set equality outcomes for all protected characteristics.  
 
Equality actions are evidence-based and focused on the achievement of real outcomes and results, so there is 
a real emphasis on making positive changes. 

Q9: When looking at the impact on the equality groups, you must consider the following points in 
accordance with  General Duty of the Equality Act 2010 see below:  

In summary, those subject to the Equality Duty must have due regard to the need to:  

• eliminate unlawful discrimination, harassment and victimisation;  
• advance equality of opportunity between different groups; and  
• foster good relations between different groups 

Has your assessment been able to demonstrate the following: Positive Impact, Negative / Adverse Impact or 
Neutral Impact? 

What impact has your review 
had on the following 
‘protected characteristics’:    

Positive 

 
Adverse/ 
Negative 

 

Neutral 

Comments 
Provide any evidence that supports 
your conclusion/answer for 
evaluating the impact as being 
positive, negative or neutral (do not 
leave this area blank) 

Age X   No discrimination noted. Actions taken 
should have a positive outcome for 
service user’s dependant on need or 
service. 
Equality Outcomes: 4, 5, and 6 all 
consider age as a key component for 
enhancing current service delivery.  
Report outlines actions taken by 
NHSFV to support mature workforce. 

Disability (incl. physical/ 
sensory problems, learning 
difficulties, communication 
needs; cognitive impairment) 

X   No discrimination noted. Actions taken 
should have a positive outcome for 
service user’s dependant on need or 
service. 
Equality Outcomes: 1(staff and 
service users), 3, 4, and 5 all consider 
disability as a key component for 
enhancing current service delivery. 

Gender Reassignment  X   No discrimination noted. Actions taken 
should have a positive outcome for 
service user’s dependant on need or 
service. 
Equality Outcomes: 1& 6 (staff and 
service users), 2, 3, 4, and 5 (service 
users only) all consider gender 
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reassignment as a key component for 
enhancing current service delivery. 

Marriage and Civil 
partnership  

X   No discrimination noted. Actions taken 
should have a positive outcome for 
service user’s dependant on need or 
service. Marriage and Civil partnership 
are considered as part of Human 
Resource Policy Development as well 
as within person centred care delivery. 

Pregnancy and Maternity X   No discrimination noted. Actions taken 
should have a positive outcome for 
service user’s dependant on need or 
service.  
HR Policies focus on the needs of 
Pregnancy and Maternity as part of 
EQIA process. Women and Children’s 
services also have key priorities in 
place to ensure they met the needs of 
service users in regards to identifying 
needs and in ensuring reasonable 
adjustments are in place. 

Race/Ethnicity X   No discrimination noted. Actions taken 
should have a positive outcome for 
service user’s dependant on need or 
service. 
 
Equality Outcomes 1(staff and service 
users) , 3, 4, and 5 all consider 
race/ethnicity as a key component for 
enhancing current service delivery. 

Religion/Faith X   No discrimination noted. Actions taken 
should have a positive outcome for 
service user’s dependant on need or 
service. 
Equality Outcomes 1(staff and service 
users), 4, and 5 all consider 
religion/faith as a key component for 
enhancing current service delivery. 

Sex/Gender (male/female) X   No discrimination noted. Actions taken 
should have a positive outcome for 
service user’s dependant on need or 
service. 
Equality Outcomes: 4 and 6 all 
consider race/ethnicity as a key 
component for enhancing current 
service delivery. 
Gender Pay gap information identified 
within the report and evidence of 
actions taken by NHSFV. 
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Sexual orientation  X   No discrimination noted. Actions taken 
should have a positive outcome for 
service user’s dependant on need or 
service. 
Equality Outcomes: 1,2,3 4,5 and 6 all 
consider sexual orientation as a key 
component for enhancing current 
service delivery. 
Outcome 1 also reflects support given 
to staff with Outcome 7 being staff 
specific. 

Staff (This could include 
details of staff training 
completed or required in 
relation to service delivery) 

X   No discrimination noted. 
Implementation of mainstreaming report 
should have a positive outcome for staff 
and services as it informs actions to be 
taken during 2017-21 to ensure the 
equality needs of staff and patients are 
met.  
 

Section 3 of the report outlines 
infrastructure in place to support current 
and potential staff in ensuring that 
barriers to discrimination are identified 
and addressed and employment 
practices meet the legislative 
requirements of the Employment aspect 
of the Equality Duty. 
 

An ongoing review is completed on all 
HR Policies and procedures in relation 
to our employees. Staff training and 
support is given in relation to ensuring 
staff and aware of their equality duties 
and the implementation of same in 
practice. 
 

Equality Outcomes 1 and 6 identify 
specific outcomes which include staff. 
Working towards the Stonewall Equality 
Index criteria also supports the delivery 
of our employment duties which are fair 
and equitable. 

Cross cutting issues: Included are some areas for consideration. Please delete or add fields as 
appropriate. Further areas to consider in Appendix B 
Carers   X No discrimination noted. Services 

respective EQIA have to identify how 
they consider needs of unpaid carers 
when delivering services. HR policies 
also where relevant consider the 
specific needs of unpaid carers within 
our own staff. 

Involved in Criminal Justice 
System 

  X No discrimination noted. Concerns or 
complaints in relation to quality would 
be addressed on site or through existing 
concerns/complaints processes. 
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People’s additional needs from 3 local 
prisons would be taken into account 
when accessing services. 
 
NHS Prison services will work closely 
with peers in Scottish Prison service to 
ensure that people’s needs are met and 
taken into account when delivering 
services.  

Literacy  X   Support would be given to understand 
the report if required in an alternative 
format. Content of the report however 
ensures that peoples with additional 
needs including literacy and appropriate 
language are met where ever possible. 

Low income/poverty   X No discrimination noted. 

Mental Health Problems   X No discrimination. Services themselves 
would ensure needs of people with 
mental health issues are met. 

Rural Areas   X No discrimination noted. Respective 
services would take into account people 
who live in rural areas. 

Armed Services Veterans, 
Reservists and former 
Members of the Reserve 
Forces 

  X No discrimination noted. Respective 
services would take into account people 
who served in Armed Forces. 

Q10:  If actions are required to address changes, please attach your action plan to this document.  
Action plan attached? 

Yes  No X 

 
 

Q11:  Is a detailed EQIA required? 

Yes  No X 

No discrimination noted. This report shows a positive commitment to ensuring equality needs of both our staff 
and service users are met. Report itself gives evidence on the benefits actions will be regarding the profile of 
the population it is aimed at deliver services for as well as to the staff we employ 

 

Date EQIA Completed 20/03/2017   

Date of next EQIA 
Review 

20/03/2019   

Signature Lynn Waddell Print Name L WADDELL 

Department or Service Directorate of Nursing   

 
Please keep a completed copy of this template for your own records and attach to any appropriate tools as a 
record of SIA or EQIA completed.  Send copy to leigh.fagan@nhs.net 

mailto:leigh.fagan@nhs.net
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For further information on the enclosed please contact Lynn Waddell Equality Manager on: 
 

 
 

Tel No:  01324 614 653 

  
 

e-mail: lynn.waddell@nhs.net 
 

      

Lynn Waddell 
Equality and Diversity Manager 
NHS  Forth Valley 
Administration Offices 
Falkirk Community Hospital 
Westburn Avenue 
Falkirk 
FK1 5SU 
 

Image on front cover supplied with kind permission of Braehead Triangle Group along with 
LGBT Youth Scotland. 
 
NHS Forth Valley would like to thank all the individuals, groups and organisations who gave 
their time and expertise to contribute to the development of this report. We would also like 
to thank those who continue to help us move further towards full equality for all the people 
we provide healthcare for and in our employ. 
 
 
 
 
 
 

We are happy to consider requests for this publication 
in other languages or formats such as large print. 

Please call 01324 590886  
or email FV-UHB.disabilitydepartment@nhs.net 

 
For all the latest health news visit 
www.nhsforthvalley.com 

follow us on @NHSForthValley 
or like us on       at 
www.facebook.com/nhsforthvalley 
 

mailto:lynn.waddell@nhs.net
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NHS Forth Valley ‘Progressing Equality’ 
Opening Statement 
 
As a Health Board we have both a legal and moral duty to demonstrate fairness and 
equality to our communities, our service users and our employees putting people at the 
centre of care by ensuring equality and .also in taking a Human Rights Based Approach to 
our work. 
 

The NHS Forth Valley Equality and Diversity Mainstreaming and Progress Report 
summarises how we have met our Public Sector Duties during 2015 - 2017and will continue 
to meet our Equality Duties during 2017-21. This includes actions taken to eliminate 
discrimination, harassment and victimisation, advance equality of opportunity and fostered 
good relations in the delivery of our services, support to our communities and developing 
our workforce.  
 
Forth Valley has a diverse population and we want to ensure that we provide a range of 
services and facilities that meet the varying needs of local people. In addition, there is a 
strong business case for continuing to invest in equality, diversity, community cohesion and 
human rights. As we continue on our improvement journey to be safe and compassionate, 
we also aim to ensure that our services and employment practices are a true reflection of 
our commitment to equal opportunity. 
 
This report and respective outcomes has been developed in light of the most recently 
available equalities information and evidence of need. This includes information on Forth 
Valley’s population, our workforce, research and results from engagement with service 
users and findings and recommendations from our recent Clinical Services Review and 
subsequent NHS Forth Valley Healthcare Strategy 2016-20211.  
 
We are determined that this report and implementation plan will continue to make a 
significant difference in improving the services to the communities we serve – both in terms 
of the experience of accessing and using health services as well as achieving better health 
outcomes.  
 
As an employer we will continue to deliver a fair recruitment process and ensure that we 
provide a work environment that encourages equal opportunity which is free from 
discrimination. We are committed to ensuring that our staff are empowered, engaged and 
well-supported.  
 

We recognise that a work force that has a supportive environment is more productive. By 
drawing on a broader range of talent which better represents the communities that we serve 
and we can improve decision making and policy development.  
 
As an organisation we strive to go beyond compliance with legislation and do so because 
we want to make a difference.  
 
 
Professor Angela Wallace 

 
 
 
 
 

                                            
1 NHS Forth Valley Healthcare Strategy 2016-2021 http://nhsforthvalley.com/wp-
content/uploads/2014/06/NHS-Forth-Valley-Healthcare-Strategy-2016-21.pdf 

http://nhsforthvalley.com/wp-content/uploads/2014/06/NHS-Forth-Valley-Healthcare-Strategy-2016-21.pdf
http://nhsforthvalley.com/wp-content/uploads/2014/06/NHS-Forth-Valley-Healthcare-Strategy-2016-21.pdf
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Executive Summary 
As a public sector organisation, NHS Forth Valley is statutorily required to ensure that 
equality, diversity and human rights are embedded into all our functions and activities as 
per the Equality Act 2010 Public Sector Duties and the Human Rights Act 1998. 
  
In the exercise of our functions we will continue to ensure that we:  
 

 Eliminate unlawful discrimination, harassment and victimisation and other prohibited 
conduct.  

 Advance equality of opportunity between people who share a relevant protected 
characteristic and those who do not.  

 Foster good relations between people who share a protected characteristic and 
those who do not.  

 
This means that we will continue to:  
 

 Work towards ensuring that people protected by the Equality Act 2010 are not 
disadvantaged.  

 Take steps to meet the needs of people from protected groups.  
 Encourage people from protected groups to participate in public life or in other activities 

where their participation is disproportionately low.  
 Ensure that each member of staff is aware of their responsibility in the equality needs of 

our communities.  
 
This report outlines the challenges and opportunities we face and identifies how we can 
address the former and embrace the latter. It recognises our past and current efforts on 
equality and diversity issues, and provides a tangible vision for the future.  
 
This approach provides a solid foundation for current and future work and will assure the 
NHS Forth Valley commitment to tackling inequalities as identified within the Equality Act 
(2010) Specific Duties. This will include evidence on the steps that are legally required, as 
well as recommended actions. 
 
These are: 
 

 How we mainstream the equality duty  
 Our new set of equality outcomes 2017-21are: 

1. NHS Forth Valley staff and service users can identify hate crimes and incidents 
and are confident in reporting them 

2. Within NHS Forth Valley people from the LGBTI community will not experience 
barriers to accessing or receiving end of life care 

3. Within NHS Forth Valley people who experience mental health problems and or 
learning disabilities are supported to live fulfilled lives without stigma 

4. NHS Forth Valley service users are equal partners in planning, developing and 
monitoring their care through informed choice and personal responsibility 

5. Within NHS Forth Valley there will be a reduction in the sexual health inequalities 
experienced by communities through fostering a culture of positive sexual health 
which encompasses age, disability, gender, gender reassignment, race/ethnicity, 
religion and sexual orientation 

6. Within NHS Forth Valley transgender and gender variant people experience a 
care and work environment free from discrimination 

7. NHS Forth Valley will submit to the Stonewall Scotland Workplace Equality Index 
in 2017 and improve their score year on year 
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 Progress made on our 2015 - 2017outcomes 
 How we assess and review our policies and practices  
 How we will use information on members or board members gathered by the Scottish 

Ministers  
 Actions to gather and use employee information  
 publish gender pay gap information  
 publish statements on equal pay  
 The considerations taken regarding the award criteria and conditions in relation to public 

procurement  
 How we will continue to publish in a manner that is accessible.  
 
Human Rights Act - As identified within Human Rights and the Right to Health Briefing 
December 20162, we will ensure that we give due regard to the Human Rights Act 1998 
[HRA].  In delivering services which are compatible with the HRA, we continue to be 
committed to undertaking human rights based approach in line with PANEL principles: 
 
 
Participation, Accountability, Non-discrimination, Empowerment, and Legality 
 
Examples of our progress to date: 
 
Partnership Working: 
During 2015-16 several initiatives were completed with partners to ensure the needs of our 
diverse communities were met. These included: 
 

 Partnership working on ‘Hate Incidents’ with Police Scotland, Local Authority 
partners and 3rd sector 

 Local ‘No Bystanders’ campaign on Domestic Abuse and Trafficking with Police 
Scotland 

 ‘See Me’ joint initiative with public sector bodies to raise the profile of Mental Health 
and stigma 

 
Developed an integrated approach of patient engagement 
 

 We have developed productive relationships with patient/service user and groups to 
address identified concerns and communicate outcomes. 

 Enhanced engagement with marginalised groups through analysing the data from 
our service user events and identifying those groups we require to work closer with.  

 We have effectively used in-house and community patient experience data to 
enhance our practice and reflect on the way we communicate and care for patients.  

 Actively involved communities in our service developments including the NHS Forth 
Valley Health Care Strategy and involvement in the development of the Stirling 
Community Care Village. 

 
 
 
 
 
 

                                            
2 Human Rights and the Right to Health Briefing December 2016 
http://www.healthscotland.scot/publications/human-rights-and-the-right-to-health  

http://www.healthscotland.scot/publications/human-rights-and-the-right-to-health


8 
 

Advanced the equality agenda – staff 
 

 The development/update of all NHS Forth Valley Human Resource policies and 
procedures. 

 Equality & Diversity- learning training: From January 2013-December 2016 ‘6702’ 
staff completed the E&D e-learning module. This is over and above any face-to-face 
training delivered on Equality and Diversity or respective protected characteristic 
training delivered during this time period. 

 Supported current and potential employees with disabilities through ‘access to work.’ 
 
Further examples and case studies will be evidenced throughout this Report. 
 
During 2017-21 we will: 
 

 Improve data collection for complaints with identification of key themes for example, 
based on protected characteristics or issues raised by communities.  

 Review the data available from the patient administration system and evaluate the 
profile of patients accessing services. Using experience and outcome data, consider 
the specialities that are proved by NHS Forth Valley. 

 Further develop the training and education packages to ensure full coverage of 
Equality & Diversity issues. 

 Through the development of our four key equality priorities we will raise the 
awareness of equality issues across management within NHS Forth Valley and the 
benefits it can have with regards to service delivery and staff performance. 

 Continue to involve and report to our communities on the work we are doing as a 
Board and in particular those areas in relation to Equality and Diversity. 
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Demographics  
 
Forth Valley is situated in the heart of Scotland in the central belt in between two large 
health boards with teaching hospitals, Glasgow in the West and Edinburgh in the East. 
Forth Valley has links with other health boards. Most of the population lives in large or small 
towns, with a small minority living in remote rural locations in the North West of the Stirling 
Council area. 
 
The boundaries of NHS Forth Valley are co-terminus with the three Local Authorities; 
Clackmannanshire Stirling and Falkirk.  
 
The number of people in the population forms the basis for planning health services; the 
more people the more services are likely to be required. The population of Forth Valley is 
changing more significantly than the Scottish average. Currently, Forth Valley has a 
population of approximate 300,000 and will rise to nearly 308,000 by 2019 (2.3% increase), 
compared to a 2% increase in Scotland.       (Appendix A) 
 
The distribution of the population of Forth Valley is: 

 17% in Clackmannanshire council,  
 52.5% in Falkirk council and  

 30.5% in Stirling council.  

 
There is some variation in population trends between areas in Forth Valley. For example, 
although the overall population is expected to increase, the relative population of 
Clackmannanshire is expected to be lower in 2035 than it is now.  
 

 2014 2035 (estimated) 
Clackmannanshire 17.0% 15.4% 
Falkirk 52.5% 52.6% 
Stirling 30.5% 32.0% 
Forth Valley 100% 100% 

 
Population distribution Forth Valley 2014 & 2035 (taken from Clinical Services Review stats) 
 
There is one acute hospital – Forth Valley Royal Hospital, situated in Larbert; and four 
Community Hospitals situated at Bo’ness, Clackmannanshire, Falkirk and Stirling. For 
regional planning purposes, its central location means that NHS Forth Valley works with 
both SEAT (South East and Tayside region) and the West of Scotland region. Figure 21 
illustrates where the total operating cost are spent across the hospital sector, community 
sector and family health sector, in comparison with Scotland, Lanarkshire and Fife. It 
illustrates that Forth Valley spends significantly less per head in the community sector, 
namely £283 compared to Scotland (£329), Lanarkshire (£350) and Fife (£298). 
 
Also of note, Forth Valley has three prisons, greatly surpassing what might be expected for 
its population size. These are: HMP & YOI Cornton Vale (Young Offenders Institute and 
Women's Prison); HMP Glenochil; and HMYOI Polmont (Young Offenders Institute). 
 
The following information, as well as that from other research and additional data collection 
systems, patient opinion and community feedback, is used to inform a range of actions 
within NHS Forth Valley including the development of our equality outcomes and Equality 
Impact Assessments.  
 

About NHS Forth Valley 
Demographics, current situation and challenges 
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Integrated Joint Boards 
 
In June 2015 the Integrated Joint Boards within NHS Forth Valley three local authority 
areas were named in law as covered by The Equality Act 2010 (Specific Duties) (Scotland) 
Regulations 2012. This means that the new Health and Social Care Partnerships (HSCP) 
published their own mainstreaming reports and equality outcomes in April 2016.  
 
Within the NHS Forth Valley area we have two Integrated Joint Boards 

 Clackmannanshire & Stirling Integration Joint Board3 
 Falkirk Integration Joint Board4  

 
However, unlike many other public bodies in Scotland, an HSCP has limited responsibility 
in terms of the Specific Duties. Requirements of the Specific Duties relating to the 
publishing of gender pay gap information, publishing statements on equal pay, gathering 
and using employee information and considerations relating to public procurement remain 
the responsibility of NHS Forth Valley (NHSFV) and the local authority.  
 
The individual organisations continue as employers of HSCP staff and their respective 
policies and protocols governing how goods and services are purchased are also retained. 
 
These Partnerships work in an integrated way to deliver the nine National Health and 
Wellbeing Outcomes described in Appendix B. 
 
NHS Forth Valley – The Current Situation & Challenges  
 
People are living longer and healthier, despite an increase in the prevalence of Long Term 
Conditions (LTCs), due to a combination of new treatments and better and earlier 
diagnosis. The population of Forth Valley is growing in size, ageing and increasing in 
complexity and in the multiplicity of health problems, so that demand is exceeding the 
capacity of the current model.  
 
For example, at the moment the system is struggling with bed capacity and patient flow, 
which is forecast to increase in the next decades (Scottish Government, 2012).  
 
The following illustrate these challenges and give an insight into the sort of information and 
data analysis which informed the work of the NHS Forth Valley Clinical Services Review. 
Further details can be found in the Full Report5. 
 
The ageing population trend in Forth Valley, from 2015 to 2035 will have implications for the 
health care system in its current form, which will be elaborated upon in the sections 
diseases and activity. 
 
 
 
 
 
 
                                            
3 Clackmannanshire & Stirling Integration Joint Board http://nhsforthvalley.com/about-us/health-and-social-
care-integration/clackmannanshire-and-stirling/clacks-and-stirling-integration-board/  
4 Falkirk Integration Joint Board http://nhsforthvalley.com/about-us/health-and-social-care-
integration/falkirk/falkirk-integration-board/  
5 NHS Forth Valley Clinical Services Review (Full Report) http://nhsforthvalley.com/wp-
content/uploads/2014/09/A-Case-For-Change.pdf  

http://nhsforthvalley.com/about-us/health-and-social-care-integration/clackmannanshire-and-stirling/clacks-and-stirling-integration-board/
http://nhsforthvalley.com/about-us/health-and-social-care-integration/clackmannanshire-and-stirling/clacks-and-stirling-integration-board/
http://nhsforthvalley.com/about-us/health-and-social-care-integration/falkirk/falkirk-integration-board/
http://nhsforthvalley.com/about-us/health-and-social-care-integration/falkirk/falkirk-integration-board/
http://nhsforthvalley.com/wp-content/uploads/2014/09/A-Case-For-Change.pdf
http://nhsforthvalley.com/wp-content/uploads/2014/09/A-Case-For-Change.pdf
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Migration 
 
Net migration for Forth Valley area tends to be relatively low. NHSFV might expect about 
500 extra residents per year as a result of migration (already factored in to population 
projections). The estimated increase in population for 2014‐15 was about 1300; roughly 
40% of that increase could be due to migration from within Scotland and the rest of the UK. 
 
According to the 2011 Census, the majority of the population of Forth Valley consider 
themselves ‘white – Scottish’ or ‘white – other British’. Of the minority ethnic groups, about 
1.4% of the population are ‘white – other white’, and 1.6% 'Asian, Asian Scottish or Asian 
British'.  
 
Having an overview of the population’s ethnicity can be of added value as it gives insight 
into the genetic predisposition to disease as well as indicate prevalence of language or 
cultural barriers. 
 
Disabilities 
 
In terms of disabilities, the table below illustrates that the majority of Forth Valley (80.7%) 
are not limited in their day‐to‐day activities, however 10.1% is limited a little and 9.2% of the 
population is limited a lot. 
 
Other protected characteristics 
 
A breakdown of the population based on the census figures 2011 for the other protected 
characteristics is available in Appendix A 
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About this Report 
 
The following 3 key areas enable us to demonstrate our response to our statutory duties. 
 
Our three key areas are: 
 

 
 
 
NHS Forth Valley Equality and Diversity Annual Reports for 2013-16 are available on the 
Equality and Diversity web page:  http://nhsforthvalley.com/about-us/equality-and-diversity/  
 

 

Section 1:Progressing Equality 
 

• Equality outcomes 2017-21 
• Mainstreaming Equality 
• Public Involvement, Engagement & Experience 
• Measuring Performance & Data Collection 
• Equality Impact Assesment 
• Public Procurement & Financial Decision Making 
• Information on Board Members 
• Case Studies and Examples of Best Practice 

 

Section: 2 Progress on meeting our Equality 
Outcomes 2015-17 
 
• Link to NHS Forth Valley Equality Annual Reports  -

during 2013-16 http://nhsforthvalley.com/about-
us/equality-and-diversity  

Section 3: Employment Duties  

http://nhsforthvalley.com/about-us/equality-and-diversity/
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Section 1: Equality Progress  
 1.1 Equality Outcomes Development 2017-21 

 
 
 
 
 
 
 
 
 
 
Where are we now? 
 
Setting specific outcomes by which to measure and manage performance is a key step in 
not only meeting our Equality Act 2010 Specific Duties but also in achieving effective 
transformation of joined-up, patient centred care for our diverse communities.  
 
To understand where our priorities and investment for the future should be directed, we 
have reflected on our past performance, completed consultations to inform the Healthcare 
Strategy and used findings to inform our Equality Actions, completed local and national 
research as well as continuous involvement with communities to ensure actions taken meet 
our community and staff needs. Progress Report on 2015 – 2017 Outcomes is available 
in Section 2. 
 
Linking our new equality outcomes to local and national measures will enable the 
organisation to continue to deliver high quality care, organisational performance and 
achievement of specific goals.  
 
The Outcomes Framework has been produced and sets out: 
 

 The specified outcomes. 
 Context and evidence derived from local strategies which are evidence-based 

quality standards, local data sources, national research and guidance and evidence 
from patient experience, the expert perspective of service leads and patient views 
from our local population. 

 Measurements in place. 
 Partnership arrangements in place if known. 

 
These outcomes will be taken forward over a four year period in partnership where relevant 
with agencies involved in their development and implementation. 
 
Progress Reports 2018-21 
 
The actions identified to deliver on each of the outcomes maybe developed and changed as 
work progresses and as circumstances change. There will be regular reports on progress 
submitted to Corporate Management Team and the Board on a biannual basis with an 
Annual Progress Report published on our NHS Forth Valley Equality and Diversity web 
page in April each year. 
 
The outcomes will be taken forward over a four year period and reported on each April. 
 

‘What the Duties say’ 
The duty of public authorities (covered by the Specific Duties) to publish equality outcomes and 
report progress - The specific duties require each listed authority to publish a set of equality outcomes 
which it considers will enable the authority to better perform the general equality duty.  
 
In preparing this set of equality outcomes, the authority must take reasonable steps to involve people who 
share a relevant protected characteristic and any person, which appears to the authority to represent the 
interests of those people. The authority must also consider relevant evidence relating to people who share a 
relevant protected characteristic.                (EHRC 2016) 
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The progress reports 2017-21 will use the following balance scorecard to evidence 
progress made: 

 
 
Baseline Assessment completed to inform 2017-21 Mainstreaming Report & 
Outcomes 
 
The following baseline assessment was used to benchmark NHS Forth Valley actions, 
performance and development of our new Equality outcomes 2017-21. 
 

 
 

Desk Top 
Review 

•Analyse data, information, local and national intelligence. 

Stakeholder 
involvement 

•Information collated from service users and staff as part of the clinical services 
review, focus groups with communities, involvement of Fair for All Steering Group 
including community advisors, staff surveys, local and national service user 
opinions, user groups. 

Priority 
Assesment 

•Recommendations from  National priorities, Clinical Services Review & Health 
Care Strategy 2016-211 to inform outcomes. 

•Identify with stakeholders via Public Partnership Foum meetings, Fair for All 
Group, discussion with disability groups, BME communities, Stonewall Scotland 
and LGBT networks if this is the direction we should take. 

Confirm & 
Challenge 

•Publish/present DRAFT outcomes for further consultation via submission to Fair 
for All Group, approval process in place via Corporate Management Team, Area 
Partnership Forum and  NHS Forth Valley Board. 

Equality 
Outcomes 

•Develop NHS Forth Valley Mainstreaming Report, Outcomes and Employment 
Duty Information and publish on our web site.  

Code Detail Description 

R Red Fail to progress 

A Amber Slow to progress 

G Green On target 

P Pending Not yet started 

C Completed Project complete 

0 Ongoing Ongoing development 
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1.2 Equality Outcomes - Consultation and involvement of staff and service users  
 
Where are we now? 
 
NHS Forth Valley is committed to ensuring that staff and service users are involved in 
shaping the equality and human rights work stream and have opportunities to influence 
health service planning and delivery. NHS Forth Valley has a strong emphasis on 
engagement in its equality action plans, in order to facilitate ‘autonomy, accountability and 
democratic legitimacy’. 
 

We have undertaken engagement and consultation with a range of stakeholders to inform 
the development of the outcomes listed below so that they are relevant and meaningful. We 
have ongoing discussions with our NHS Forth Valley Fair for All Group and via local forums 
to ensure our existing actions and outcomes meet the needs of the communities we serve. 
 
As identified by the EHRC there is no single blueprint for how to go about preparing equality 
outcomes, but there are several possible approaches. In starting with our existing long-term 
national and local strategic outcomes as well as relevant evidence relating to protected 
characteristics (including input from involvement activities), this enabled us to develop our 
existing outcomes. 
 
Public Involvement: Development of NHS Forth Valley Health Care Strategy 2016-21 
 
The above approach supported a recurrent message from stakeholders throughout our 
involvement activities to inform our Equality Duties. This was to listen to patients and local 
communities using previous feedback and involvement activities. We were also asked to 
better utilise the wealth of information that we already collect to help deliver a more 
responsive services along with partners for protected and vulnerable groups. 
 
Taking this into account we used as a baseline the evidence collated from the Clinical 
Services Review6 (CSR) completed during 2015-16 to inform the majority of our ‘Equality 
Outcomes’ as well as discussions and feedback from local community groups.  
 
Engagement was a significant part of the CSR, using a variety of methods, such as 
questionnaires and group discussions, including patients, front-line staff, unpaid carers, the 
voluntary sector and the public in general.  
 
As a healthcare provider and employer we encouraged feedback from staff, service users, 
local community groups and members of the general public. This included a series of media 
briefings, public engagement events, meetings, briefing updates and use of social media.  
 
A range of diverse communities was informed about the meetings to ensure we had wide 
representation. We ensured that each session was accessible to people with disabilities as 
well as offered the provision of interpreters if required to ensure active involvement of all 
communities.  
 
A special edition of the Community Health News was circulated widely across Forth Valley 
and this described the challenges ahead and outlined the case for change. CSR sections 
were created on the staff intranet and public website to promote the review and to 
encourage feedback via a short online questionnaire.  
                                            
6 NHS Forth Valley Clinical Services Review (Full Report) http://nhsforthvalley.com/wp-
content/uploads/2014/09/A-Case-For-Change.pdf  

http://nhsforthvalley.com/wp-content/uploads/2014/09/A-Case-For-Change.pdf
http://nhsforthvalley.com/wp-content/uploads/2014/09/A-Case-For-Change.pdf
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Leaflets which could be completed and returned to feedback comments, suggestions and 
ideas, were distributed widely to staff across the organisation.  
 
Information on the CSR was also circulated widely to local community groups, voluntary 
organisations, community representatives, local councils and service user groups across 
Forth Valley. 
 
Findings demonstrated: 

 Team Questionnaires returned:        115 
 Public events & arranged meetings with patients, unpaid carers,          

staff and organisations           55 
 Questionnaires received from Staff, Public and Voluntary Sector        413  

 
The public and staff have been very helpful in providing comments on the Clinical Services 
Review, and submitting suggestions and ideas. These contributions have helped shape our 
vision and priorities in relation to our NHS Forth Valley Healthcare Strategy 2016-21 and 
our Equality Evidence and Outcomes 2017-21. 
 
Developing and Discussing our DRAFT Outcomes with Communities 
 
In addition to the research and evidence completed as part of the CSR we also used the 
findings from the Forth Valley Lesbian Gay Bisexual Transgender and Intersex (LGBTI) 
Steering Group Survey 2016 completed with partners to inform our outcomes.  
 
The findings identified the experiences, barriers and good practice within public services 
and the community and in particular those relating to local Health Service provision. 
(Full results available on our Equality and Diversity web page.7.  
 
In November/December 2016 we completed a range of 1:1 consultations with: 
 

 Communities in our 3 local authority areas,  
 Public Participation Forums,  
 Discussions within our Fair for All Group members,  
 Meetings with Black and Minority Ethnic (BME) communities,  
 Group discussions with people with disabilities. 

 
Sessions were held both during the day and during the evening to identify the direction we 
should be taking to inform our equality practice and reflect on activities completed during 
2013-17.  
 
We also discussed the proposed Equality Outcomes for 2017-21 and if they should be 
taken forward. There were no negative comments received and offers of support to deliver 
on them were received from members of the community. 
 
These contributions and information identified within the CSR and subsequent NHS Forth 
Valley Health Care Strategy 2016-21 as well as local and national equality priorities has 
informed our final equality outcomes. 
 
In February 2017 the DRAFT mainstreaming report and outcomes were completed and 
presented to ‘Fair for All’ Development Group for comment prior to submission to our 
respective NHS Forth Valley Committees. 
                                            
7 Forth Valley LGBT Survey Results: Evidence Report (Hyperlink to be added once available) 
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1.3 NHS Forth Valley Equality Outcomes 2017-21 
To deliver our vision in relation to Equality and Diversity the Board has approved the 
following outcomes which will form the basis of our plans over the next four years. These 
outcomes have been designed to support NHS Forth Valley to enhance service delivery for 
patients and communities and to ensure better working environments for staff, which are 
personal, fair and diverse. It will enable the organisation to achieve compliance with the 
Public Sector Equality Duty (2010) in a way that also helps to deliver on Mainstreaming 
Equality into the services and employment practices in place: 
 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Publications referenced within outcomes 2017-21 are available in Appendix E. 
 

Outcome 1: 
 
NHS Forth Valley staff and service 
users can identify hate crimes & 
incidents and feel confident in 
reporting them 
 

Outcome 2: 
 
Within NHS Forth Valley people from 
the ‘LGBTI’ community will not 
experience barriers to accessing or 
receiving end of life care  
 

Outcome 3: 
 
Within NHS Forth Valley people who 
experience mental health problems 
and/or learning disabilities are 
supported to live fulfilled lives without 
stigma 
 

Outcome 4: 
 
NHS Forth Valley Service users are 
equal partners in planning, 
developing and monitoring their care 
through informed choice and 
personal responsibility 
 

Outcome 5: 
 
Within NHS Forth Valley there is 
reduction in the sexual health 
inequalities experienced by 
communities through fostering a 
culture of positive sexual health which 
encompasses age, disability, gender, 
gender reassignment, race/ethnicity, 
religion and sexual orientation 

Outcome 6: 
 
Within NHS Forth Valley Transgender 
and gender variant people experience 
a care and work environment free 
from discrimination 
 

Outcome 7: 
 
NHS Forth Valley will submit to the 
Stonewall Scotland Workplace Equality 
Index in 2017 and improve their score 
year on year 
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Outcome 1: 
NHS Forth Valley staff and service users can identify hate crimes & incidents and feel 
confident in reporting them. 
 
Lead Area: Equality Manager, Risk Management & Human Resource Directorate 

 

Meets the General Duty 
 Advance equality of opportunity between groups of people with different ‘protected characteristics’; 
 Eliminate unlawful discrimination, harassment and victimization and other prohibited conduct. 
 Fostering good relations between people who share a protected characteristic and those who do not 
 
Protected Characteristic: disability, gender reassignment, race/ethnicity, religion/belief, and sexual 
orientation 
 
 Context: 
 One in six lesbian, gay and bisexual people has 

experienced a homophobic hate crime, yet three in 
four of these crimes were not reported to the police. 
Research also found that only half of LGBT young 
people are aware of their rights under hate crime 
legislation and many lacked the confidence to report 
a hate crime. This will have an impact on health and 
well being 1. 

 Bisexual young people reported low levels of 
awareness of their rights under hate crime legislation 
(47.8%) with 39.1% stating that they were not aware 
of their rights and 13% responding that they ‘did not 
know’ what rights they had. The percentage rose for 
bisexual respondents when they were asked whether 
they would feel confident reporting hate crime to the 
police, with half confirming (50%) that they would. A 
further 28.2% stated that they did not know whether 
they would feel confident reporting hate crime 2a. 

 38% have experienced physical intimidation or 
threats for being trans; 19% have been hit or beaten 
up for being trans 3 

 During the Equality and Human Rights Commission’s 
2011 Disability Harassment Inquiry provided 
evidence that Disabled people find it difficult to report 
or escape their experiences of abuse. These 
personal and situational factors provide greater 
opportunities for perpetrators of disability hate crime 
to commit offences of a  sexual nature, as well as 
acquiring the victim’s property and money3 

 EHRC stated Sept ’16 “public authorities such as 
health boards to use their existing Public Sector 
Equality Duty reporting requirements as a tool to 
tackle prejudice 4&5 

 Recent discussions with local sensory impaired 
community demonstrated that people are still not 
aware of hate incidents and actions to be taken. 

 Recent involvement events regarding NHSFV 
equality outcomes people with a disability 
commented on the rise in verbal abuse experienced 
and the impact this had on their health and well 
being. 

 Increase in Adverse Incident events reporting by staff 
noted within NHSFV 

We will do this by: 
 Complete baseline data during 2017-18 
 Enhance current NHSFV hate crime protocol 

to raise staff & service user awareness. 
 Campaigns delivered in relation to ‘Safer 

Central’ with partners 
 NHSFV staff are aware and confident about 

how to report a hate incident locally 
 Develop the structure for 3rd party reporting 

within NHSFV sites; all staff informed of 
reporting centres location etc 

 Training in place to support staff working with 
service users and partners  

 Multi Agency Hate Response Strategy 
(MAHRS) working group approach and 
resources to be developed  in relation to hate 
incidents 

Partners: NHS Forth Valley Directorates & 
Human Resource Department, Police Scotland; 
Clackmannanshire, Falkirk & Stirling Local 
Authorities, Central Scotland Regional Equality 
Council and 3rd Sector representatives. 

Measures: 
 % Increased reporting of hate incidents for all 

protected characteristics 
 Evaluate publicity campaigns  
 Third party reporting in place: by 2018 one 

site within each Local authority area. 
 Statistics published on a 6 monthly basis of 

Hate Incidents occurring within NHSFV and 
actions taken to support change 

 Monthly MAHRS reports will evidence % 
increase/decrease of reporting of hate 
incidents locally. 

 Resources in place to inform staff and service 
users on actions to take regarding Hate 
incidents and areas to signpost people to.   

 Identify if training has enhanced reporting and 
identify actions taken within key areas. 

 Evidence of  Equality Impact Assessments 
 (EQIA’s) being completed on policy, 
functions, services which may impact on this 
equality outcome 

 Repeat LGBTI Survey (2016) in 2018 to 
identify any change in results 
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Outcome 2: 
 
Within NHS Forth Valley people from the ‘LGBTI’ community will not experience 
barriers to accessing or receiving end of life care  
 
Lead Area: NHSFV Cancer Care Services, Health & Social Care Partnerships and Third sector 
bereavement services 
 

 Third sector bereavement services 

Health and Social Care Partnerships 

Meets the General Duty 
 Advance equality of opportunity between groups of people with different ‘protected characteristics’; 
 Eliminate unlawful discrimination, harassment and victimization and other prohibited conduct. 
 
Protected Characteristic: All – however a key focus is on Lesbian Gay Bisexual Transgender & Intersex (LGBTI) 
people 
 

We will do this by. 
 
 Baseline study of existing palliative 

care NHSFV service provision 2017-
18 

 Engagement with Forth Valley LGBTI 
Steering Group and National LGBTI 
people in relation to end of life care 

 Evidence of NHS recording of 
individual’s sexual orientation or 
gender identity within palliative care 
services (prefer not to answer 
allowed) 

 Evaluate current bereavement 
services ability to meet the needs of 
LGBTI people and other communities 

 Enact NHS Scottish Strategic 
Framework recommendations for 
LGBTI people as well as ensuring 
other protected characteristics needs 
are met 

 People’s religious needs are met 
within care areas 

 LGBTI Guidance in place for end of 
life care 

Measurement 
 Report available on recommendations and actions 

from baseline study are in place. 
 LGBTI engagement evidence supports existing 

and future service delivery. 
 % Increase in the recording of individual’s sexual 

orientation or gender identity. 
 Increased visibility of same sex / transgender 

resources within support delivered by palliative 
care and bereavement services. 

 NHSFV meets the recommendations identified 
within the Scottish Strategic Framework actions for 
LGBTI people. 

 Analysis and evidence of action taken of 
complaints received in relation to end of life care in 
relation to LGBTI. 

 Evidence of EQIA’s being completed on policy, 
functions, services which may impact on this 
equality outcome. 

Partners: NHS Forth Valley 
Directorates, Clackmannanshire, Falkirk 
& Stirling Local Authorities, Health and 
Social Care Partnerships, Forth Valley 
LGBTI Steering Group, Stonewall 
Scotland  

What is the issue? 
 The report by the London School of Economics in 

provision of palliative care in the UK (April 2015), 
found a startling lack of evidence about LGBT 
people’s experiences of palliative and end of life 
care1.  

 More recently, a 2016 systematic review, looking 
at evidence around the bereavement experience 
of partners of LGBT people, identified 13 relevant 
studies. All of them highlighted additional barriers 
faced by bereaved LGBT people, beyond the 
universal pain experienced after losing a partner2.  

 The Scottish Strategic Framework for Action on 
Palliative and End of Life Care makes a specific 
reference to the difficulties facing LGBT 
communities in accessing palliative care and 
commits to ensuring that everyone who needs 
palliative care has access to it by 20213. 

 Research identified by Marie Curie within ‘Hiding 
who I really am ’ 2016  -The reality of end of life 
care for LGBT people4 
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Outcome 3: 
Within NHS Forth Valley people who experience mental health problems and/or learning disabilities 
are supported to live fulfilled lives without stigma 
 

Lead area: NHS Forth Valley Mental Health Services 

Meets the General Duty 
 Advance equality of opportunity between groups of people with different ‘protected characteristics’; 
 Eliminate unlawful discrimination, harassment and victimization and other prohibited conduct. 
 
Protected Characteristic: All: However key focus on; Disability, Gender Reassignment, Race/ethnicity, sexual 
orientation 

What is the issue? 
 Evidence regarding breakdown of population available 

within NHSFV Health Care Strategy 2016-21 1 
 People who are lesbian, gay and bisexual all have a 

higher risk of mental health problems and of self-harm”. 
Equality and Human Rights Commission (2010) 2 ,3   

 Stigma includes experiences such as name-calling, 
ridicule and regular hurtful criticism that have a 
cumulative effect, and feeling humiliated or ashamed as 
a result of the attitude and behaviour of others. There 
are gaps in robust evidence relating to stigma in 
Scotland in relation to transgender people, Gypsy/ 
Travellers, Islamophobia and anti-Semitism.4 

 Scotland has a long-running national mental health 
campaign called ‘See Me’, aimed at tackling stigma and 
discrimination. However, unlike in England and Wales 
where public attitudes to mental health have improved 
slightly, in Scotland attitudes to mental health saw little 
change over the last decade.5 

 Specific evidence on the health of transgender people 
is limited. However, at UK level there is research, which 
indicates that transgender people can experience 
problems accessing health services. A Trans Mental 
Health and Emotional Wellbeing Study in the UK and 
Ireland in 2012 (with part-funding from the Scottish 
Government) found that 6 out of 10 respondents had 
experienced negative questions, attitudes or services in 
relation to Gender Reassignment clinics (62%), mental 
health services (63%) and general health services (65%) 
6 

 48% of trans people in the study had attempted suicide 
at least once.  84% had thought about ending their lives 
at some point.  53% had self-harmed at some point.(6) 

 Depression and anxiety stats e.g. 75% lifetime 
prevalence of antidepressants 6 

 Research shows that 40% of LGBT young people 
considered themselves to have a mental health problem, 
compared with the overall Scottish figure of 1 in 4. 
Transgender respondents were the most likely to 
consider themselves to have mental health problems 
(67%) followed by bisexual women and lesbian and gay 
women 7 

 National Health & Wellbeing Outcome 4: ‘Health and 
social care services are centred on helping to maintain 
or improve the quality of life for service users’.8 

 National Health & Wellbeing Outcome 5 Health & Social 
Care Services contribute to reducing health inequalities 9 

We will do this by 
 Base line to be completed during 2017-18 
 We will raise awareness and challenge stigma and 

discrimination 
 Peoples protected characteristics are identified and 

recorded (with patients permission) to enhance care 
experience. 

 Promote positive mental health through schools, 
workplaces and communities 

 We will provide holistic assessments that identify the 
outcomes important for the individual 

 Providers will work with community groups, 
organisations and individuals to develop ways of 
keeping people well and providing help, which go 
beyond statutory health and social care provision 

 Patients, carers and professionals will have the 
information needed to access the right care at the 
right time; printed versions available via intranet by 
GP’s, A&E, Mental Health etc 

 Establish mechanisms that allow local user groups to 
engage with providers and that empowers and 
supports them so that they can engage effectively.  

 Seamless, person-centred care will be provided by 
integrated teams 

Partners: Health & Social Care Partners and 3rd Sector 

Measurement 
 The percentage of LGBTI patients and carers 

satisfied with the care they receive increases. 
 Percentage of peoples protected characteristics is 

recorded and information used to enhance care. 
 Percentage of people report less stigma and 

discrimination about mental health in the Forth 
Valley area 

 Tailored approaches in place to improve 
information and support regarding mental health 
in specific equality groups.  

 Evidence from work completed  with public and 
voluntary organisations across Forth Valley to 
ensure that people can access services without 
fear of discrimination 

 Information on mental health developed ensuring 
that where appropriate all protected 
characteristics needs are identified. 

 Care plans/pathways reflect (with patient’s 
permission) the patient’s specific protected 
characteristic to ensure person centred care 
approach is taken/considered. 

 Equality Impact Assessments completed on 
policies, functions and services by monitoring and 
evaluating effectiveness of service delivery, 
especially around equality needs. 

http://nhsforthvalley.com/wp-content/uploads/2014/06/NHS-Forth-Valley-Healthcare-Strategy-2016-21.pdf
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Outcome 4: 
 
NHS Forth Valley Service users are equal partners in planning, developing and monitoring their 
care through informed choice and personal responsibility 
 
Lead Area: Directorate of Nursing, Person Centred Care Team 

Meets the General Duty 
 Advance equality of opportunity between groups of people with different ‘protected characteristics’; 
 Eliminate unlawful discrimination, harassment and victimisation and other prohibited conduct. 
 Fostering good relations between people who share a protected characteristic and those who do 

not. 
 
Protected Characteristic: All – with a specific focus on gender, age, disability, gender reassignment, 
race/ethnicity, religion or sexual orientation 

What is the issue? 
NHS Forth Valley Health Care Strategy 2016-21 
and action plan is based on findings from public 
involvement and legislative requirements its 
intention to: 
 Support patients to be more independent 

and take a greater role in managing their 
own conditions. 

 Adopt a model that engages, empowers and 
supports people in a partnership approach 
with their healthcare professionals, unpaid 
carers and community.  

 Direct people with the appropriate risk 
factors to services such as Keep Well clinics 

 Supports Implementation of NHSFV Person 
Centred Care Strategy 2017 

We will do this by. 
 Complete baseline during 2017-18 
 Introduce an Anticipatory Care Plan 

which will work across all Forth Valley to 
anticipate people’s healthcare needs in a 
person centred way 

 Implementation of Carers assessment 
within services areas 

 Through continuous public/community 
involvement identify barriers to 
healthcare and health inequalities 

 Engage with and elicit feedback from 
people from the ‘protected 
characteristics’ in order to identify 
barriers to their access to services 

 Patients are informed about their 
care/condition using their preferred 
format thereby enabling them to have 
informed choice. 

 Use patient experience/opinion & 
complaints data to identify areas for 
improvement related to patients from the 
protected groups 

Measurement 
 Anticipatory care process in place and findings 

demonstrate improvement in care. 
 Carer’s assessment process in place. 
 Identify through key themes from patient 

concerns or complaints % issues relating to 
Person Centred Care. 

 Evidence actions taken to address barriers 
identified by members of the public via NHSFV 
Person Centred Care Strategy Annual reports. 

 Public involvement activities can demonstrate 
actions taken to involve all communities in 
planning and decision making work programmes 
via breakdown of attendees by protected 
characteristics 

 Evidence of action taken to involve seldom 
heard communities 

 Evidence of access to communication support 
incl. BSL Interpreters, Community Languages 
and AAC support. 

 Evidence of percentage of EQIA’s being 
completed on policy, functions, services which 
may impact on this equality outcome 

 

Partners:  
 NHS Forth Valley Service users  
 Patients, Service Users & members 

of the public 
 Unpaid carers (where appropriate) 
 Partner Agencies including Health & 

Social Care Partners 
 Community and Voluntary 

Organisations 
 NHS Forth Valley Services & staff 
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Outcome 5: 
 

Within NHS Forth Valley there is a reduction in the sexual health inequalities experienced by 
communities through fostering a culture of positive sexual health which encompasses age, 
disability, gender, gender reassignment, race/ethnicity, religion and sexual orientation. 
 
Lead area: Sexual Health Services 

Meets the General Duty 
 Advance equality of opportunity between groups of people with different ‘protected characteristics’; 
 Eliminate unlawful discrimination, harassment and victimization and other prohibited conduct. 
 Foster good relations between people who share a protected characteristic and those who do not. 
 
Protected Characteristic: All – with a specific focus on age, disability, gender reassignment, 
race/ethnicity, religion or sexual orientation 

What is the issue? 
 Results of Service User involvement activities for the 

Clinical Services Review 1 
 In 2014 the Scottish Government surveyed a 

representative sample of 1,500 adults who had been in 
a sexual relationship in the past year. Amongst other 
findings this survey identified that those with a disability 
or illness were more likely to have experienced a sexual 
health and wellbeing issue with a potentially negative 
impact, as were respondents who were lesbian, gay or 
bisexual. Only 48% of people with a disability claimed 
to be happy in their sex life compared to 67% of those 
without a disability Sexual Health and Wellbeing 
Survey. 2 

 Transgender young people were less comfortable than 
their LGBI peers speaking about sexual health (48% 
compared to 56%), and less likely to feel safe and 
supported by the NHS (48.1% compared to 56.5%). 3 

 Waverly Care report Social Network Analysis HIV 
Prevention and Support Opportunities for Africans in 
Forth Valley reflected the continuing work required 
supporting communities. 4 

 NHSFV Sexual Health and Blood Borne Virus (BBV) 
Needs Assessment 2015 identified the range of work 
required to identify and respond to the needs of a range 
vulnerable people and community groups. 5 

We will do this by: 
 Increased recording of protected 

characteristics of people accessing services. 
 Sexual health services are provided for 

young people aged 13 upward and adults.  
 Targeted campaigns for young people and 

older people.  
 Older people are aware of sexual health risk 

and how to access services.  
 Evaluate if services and information is 

accessible to people with disabilities.  
 Services need to be accessible to people 

with physical and learning disabilities  
 Transgender people are involved in 

discussions about how to enhance sexual 
health services. 

 Staff area aware of the individual needs of 
our diverse communities. 

 Group education completed with identified 
‘seldom heard’ community groups. 

 Regular equality impact assessment for all 
sexual health services and functions.  

 
 

Measures 
 Survey completed with service users to identify if they 

feel empowered to make individual choices around their 
sexual health. This may range for information on 
relationships, contraception, STIs, HIV and consent to 
accessing local services.  

 Services can demonstrate that they and the information 
they provide are accessible to people with disabilities. 

 NHS Forth Valley can demonstrate that services, 
including outreach, are accessible to all protected 
characteristics.  

 NHS Forth Valley can evidence education and support 
provided to seldom heard communities and positive 
action taken with community groups.  

 Enhanced recording of peoples protected 
characteristics including ‘prefer not to answer’. 

Partners –  
 Forth Valley LGBTI Steering Group 
 Terrance Higgins Trust 
 Rainbow Muslim Woman 
 Al Maasar 
 Joint Work completed within local 

schools, colleges etc 
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Outcome 6: 
Within NHS Forth Valley Transgender and gender variant people experience a care and work 
environment free from discrimination. 
 

Lead Area: Equality and Diversity & Human Resource Directorate 

Measurement 
 Improved patient satisfaction. 
 Percentage of ‘Adverse Incident’ reports where 

transphobia is highlighted and actions taken by 
NHSFV.  

 Numbers of staff trained on barriers faced and 
actions taken (Review of training completed six 
months after same). 

 Actions in place from review of children services. 
 Access to resources in place to support people.  
 No of staff supported through transitioning process 
 Increased disclosure of transgender/gender variant 

staff via employee recording. 

We will do this by: 
 Ensuring people who have reassigned their 

gender are addressed by their preferred 
name and letters are received with the 
appropriate pronoun. 

 Through training and awareness raising staff 
are aware of their responsibility in ensuring 
access to services are barrier free for people 
who are/have transitioned 

 Assessment completed of Children’s 
Services regarding young people accessing it 
who have/are transitioning ensuring that 
wherever possible their needs are respected 
and actioned.  

 Enhance Partnership working with 
Transgender Alliance Scotland and Stonewall 
Scotland as part of Workplace Equality Index 
framework 2017.  

 Support school nurses to meet the needs of 
young people transitioning 

 Targeted training for staff regarding the 
implementation of the NHSFV Transitioning 
in the Workplace Protocol 

 Through the NHSFV Transitioning at Work 
Protocol staff are supported throughout the 
transitioning process. NHS Forth Valley 
Patient Relations Team to deliver awareness 
session to Forth Valley LGBTI and local 
Transgender Group on how to raise a 
concern or complaint 

Partners: 
 Directorates,  
 Forth Valley LGBTI Steering Group,  
 Stonewall Scotland,  
 LGBT Youth Scotland 

What is the issue? 
 People who have reassigned their gender 

experience high levels of discrimination in society 
and this is reflected in their experience of the NHS. 
In this study, for nearly 30% of respondents a 
healthcare professional had refused to discuss a 
gender reassignment-related health concern 1 

 Only 35% of patients in the Trans Mental Health 
study 2012 ‘had not’ experienced some form of 
discrimination from a general health professional 1 

 A Royal College of Nursing survey of more than 
1200 nursing staff has found only 13% of those 
surveyed said they had felt prepared to meet the 
needs of trans patients they cared for, with only 
14% of nursing staff saying their current service is 
equipped to meet the needs of children who 
identify as transgender or non binary 2 

 One in eight (12 per cent) practitioners with direct 
responsibility for patient care are not confident in 
their ability to understand and meet the specific 
needs of lesbian, gay or bisexual patients and 
service users. Whilst more than one in five (22 per 
cent) are not confident in their ability to respond to 
the specific care needs of Trans patients and 
service users. 3 

 9% of health and social care staff would not feel 
‘comfortable’ working alongside a trans colleague 
(Unhealthy Attitudes Scotland) 3 

Meets the General Duty 
 Advance equality of opportunity between groups of people with different ‘protected characteristics’; 
 Eliminate unlawful discrimination, harassment and victimization and other prohibited conduct. 

 
Protected Characteristic: age, gender & gender reassignment  
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Outcome 7 
NHS Forth Valley will submit to the Stonewall Scotland Workplace Equality Index in 2017 and 
improve their score year on year 

 
Lead Area: Human Resource Directorate 

What is the issue? 
 The Workplace Equality Index is a tool designed to help measure 

organisations performance and progress.   By using this 
framework, we are actively demonstrating our commitment to 
Lesbian, Gay, Bisexual, Transgender and Intersex equality 
(LGBTI). 

 The Workplace Index will assess NHS Forth Valley’s achievements 
and progress on LGBTI 

 The Scottish Government is committed to further the development 
of a culture which promotes equality, values and diversity. 

 To help support Health Boards in their approaches to LGBTI 
discrimination, Stonewall will provide dedicated support to enable 
Boards to meet the specific duties of the Equality Act (2010) and to 
officially submit to the 2017 Workplace Index. 

1. Employee Policy 
2. Training 
3. Employee Network Group 
4. All Staff Engagement 
5. Career Development 
6. Line Managers 
7. Monitoring 
8. Procurement 
9. Community Engagement 
10. Additional Work. 

 Once all submission to the Index have been received they are 
marked, ranked and the list of Stonewall’s Top 100 employers is 
released. 

 

 

We will do this by: 
 
NHS Forth Valley will do this by: 
 Developing the information 

and infrastructure to 
complete our submission for 
the Stonewall Workforce 
Equality Index. Through 
significant involvement by 
staff, the NHS Forth Valley’s 
Equality & Diversity 
Manager and HR Manager 
and Staff Governance we 
will be able to evidence 
range of work completed to 
date as well as actions to be 
taken forward. 

 Evidence will demonstrate 
consultation with the wider 
HR Team, Organisation & 
Development, Procurement, 
local LGBT network, Staff 
Side representative. 

 

Measurement: 
 The Workplace Equality Index is Stonewall’s leading 

benchmarking tool for LGBT inclusion in the workplace. 
 NHS Forth Valley’s submission will demonstrate our 

performance against a set of best practice criteria 
accompanied by supporting evidence.  The criteria will 
explore ten areas of employment policy and practice: 

 

Partners: 
 Forth Valley Directorates,  
 Forth Valley LGBTI 

Steering Group,  
 Stonewall Scotland, 
  LGBT Youth Scotland 

 

Meets the General Duty 
 Advance equality of opportunity between groups of people with different ‘protected characteristics’; 
 Eliminate unlawful discrimination, harassment and victimization and other prohibited conduct. 
 

Protected Characteristic: gender & gender reassignment  
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1.4 Meeting the Equality Act (2010) Specific Duties  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
The following sets out our continual commitment and direction of travel for the organisation 
and the framework we will use to embed equality.  
 
The following sections provide details on ‘Meeting our Public Sector Duties’: 
 

i. Our Commitment to Mainstreaming Equality and Diversity,  
ii. Our leadership and governance arrangements for equality and diversity, 
iii. Implementation and monitoring arrangements in place 
iv. Embedding equality into what we do  
v. Mainstreaming Equality into Public Involvement, Engagement and Experience 
vi. Learning from complaints, comments, concerns and compliments  
vii. Measuring performance and improving data collection 
viii. Summary of actions to enhance Equality Impact Assessments and analysis, 
ix. Procurement processes in place 
x. Financial decision making 
xi. Actions in place to support collection of information on board members gathered by 

the Scottish  Ministers and enhance diversity of membership 
xii. Publishing in a manner that is accessible 

 
Additional information 
 

xiii. Showcasing examples of case studies and activity being completed to embed 
Equality, Diversity and Human Rights 

 

(i) Mainstreaming Equality and Diversity - Our Commitment 

Where are we now? 
 
We are and will continue to be committed to fairness and in particular the promotion of 
equality of opportunity for all. Taking equality considerations into account in our work is an 
important and integral part of our approach as both a service provider and as an employer.  
 

To date Equality and Diversity as well as actions to address inequalities are mainstreamed 
within our Strategic and Local Plans including: 
 

 
‘What the Duties Say’ 

Mainstreaming the equality simply means integrating equality into the day-to-day working of 
an authority. This means taking equality into account in the way the authority exercises its 
functions. In other words, equality should be a component of everything an authority does.  
 
Mainstreaming the equality duty has a number of benefits including:  

 equality becomes part of the structures, behaviours and culture of an authority  
 an authority knows and can demonstrate how, in carrying out its functions, it is 

promoting equality  
 Mainstreaming equality contributes to continuous improvement and better 

performance.                   EHRC 2016 
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 NHS Forth Valley Annual Plan 2016-17 Incorporating the Local Delivery Plan (LDP) 
2016-178 

 Corporate Communications Strategy 2015-179 
 Person Centred Healthcare Strategy 2015-1710   
 Quality Improvement Strategy 2016-1911 
 NHSFV Workforce Plan 201612  

 
Key activities for 2017-21 
 
The NHS Forth Valley Equality Mainstreaming Report 2017-21 supported by the Equality 
Outcomes will be reviewed and published annually.  
 

 (ii) Leadership and Governance  
 
Where are we now? 
 
The overall responsibility for leading the work to deliver the requirements of Equality 
Legislation remains with the Executive Nurse Director supported by the Equality & Diversity 
Manager. However, all our staff has a responsibility in meeting equality legislation, the 
requirements of the communities we serve and in supporting their colleagues.  
 
Positive action has been taken to ensure visible leadership in meeting the equality 
legislation as well as the needs of our communities and staff. This includes ensuring 
equality is reflected in corporate reporting and by adopting and promoting a zero tolerance 
approach to discriminatory behaviour. 
 
Equality features appropriately in business planning templates, committee or other 
decision-making reports and policy development mechanisms. Papers that come before the 
Board and other major Committees identify equality related impacts including risks, and if 
identified say how these risks are to be managed. 
 
By 2021 we will: 
 

 Have systems in place to audit and monitor reports submitted to the Board to ensure 
evidence of Equality Analysis has been completed and is accurate in its findings. 

 Enhance the skills of middle managers and other line managers to support their staff 
to work in culturally competent ways within a work environment free from 
discrimination. 

(iii) Implementation and Monitoring Process  
Where are we now? 
 
Responsibilities 
The Progress report for 2015 - 2017and the Mainstreaming Activities for 2017-21 belong 
collectively to all NHS Forth Valley Directorates and staff. Each team, function, committee 
and individual has a responsibility to honour and further its aims, objectives and outcomes. 
 

                                            
8 NHS Forth Valley Annual Plan 2016-17 Incorporating the Local Delivery Plan (LDP) 2016-17  
9 Corporate Communications Strategy 2015-17  
10 Person Centred Healthcare Strategy 2015-17  
11 Quality Improvement Strategy 2016-19  
12 NHS Forth Valley Workforce Plan 2016  

http://nhsforthvalley.com/wp-content/uploads/2014/06/NHS-Forth-Valley-Annual-Plan-incorporating-the-Local-Delivery-Plan-LDP-2016-17.pdf
http://nhsforthvalley.com/wp-content/uploads/2014/06/Corporate-Communications-Strategy.pdf
http://nhsforthvalley.com/wp-content/uploads/2014/01/NHS-Forth-Valley-Person-Centred-Care-Strategy.pdf
http://nhsforthvalley.com/wp-content/uploads/2014/06/Quality-Improvement-Strategy.pdf
http://nhsforthvalley.com/wp-content/uploads/2014/01/NHS-Forth-Valley-Workforce-Plan.pdf
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Implementation 
 
Implementation of the Equality Duty requirements remains with the Director of Nursing 
supported by the Equality & Diversity Manager. This includes performance monitoring, 
planning and supporting the organisation to deliver the actions identified within the equality 
reports. 
 
Monitoring 

 
 
The NHS Forth Valley Fair for All Development group continues to support the organisation 
in meeting our equality duties in: 
 

 monitoring our progress,  
 identifying issues and  
 advising on changes to enhance equality 

 
Reports on progress or actions completed will continue to be submitted to the Operational 
and Corporate Management Teams prior to submission to the Board for final approval and 
publication.  
 
The success the implementation of our Equality Actions relies on various aspects of 
leadership and governance, systems, training, data, communication and engagement. We 
will ensure all aspects of the plan are managed to ensure effective implementation of the 
Mainstreaming Report and outcomes. 
 
Taking this approach continues to ensure that: 
 

 Our commitment to mainstreaming equality and our respective outcomes and actions 
remains fit for purpose.  

 we take account of any changes in legislation, equality data/information,  
 any changes in health equality outcomes will be addressed and all consultation 

feedback will be built into future activities as and when appropriate 
 Continued efforts are made to ensure that services are more flexible and responsive 

to people’s needs. 

Publish on line 

NHS Forth Valley Board 

Corporate Management Team 

Fair for All Steering Group 

NHS Forth Valley Equality 
Services 

National & local information including 
balanced score cards biannual reports and 

outcomes progress reports 

Annual 
Progress 
Report 

 
 
 
Bi Annual 
Progress 
Reports 

 
Equality and 
Diversity 
Executive 
Lead, 
Equality  
Diversity 
Manager, 
Human 
Resource 
Directorate 
and 
Disability 
Service 
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NHS Forth Valley Fair for All Group – Monitoring progress 
 

 
Working in partnership with staff, third sector organisations and other health and public 
organisations, the Fair for All group aims to develop, promote and implement best Equality, 
Diversity and Human Rights practice within NHS Forth Valley. 

The purpose of the group is to provide a facilitative forum for the implementation of NHS 
Forth Valley’s Equality & Diversity agenda.  
 
The focus of the group will be to provide a steer for:  
 

 Compliance in line with the Equality Act 2010 including requirements outlined in the 
Public Sector Equality Duty (PSED)  

 Monitoring developments / progress with regards to the Actions identified within the 
mainstreaming Report and Equality Outcomes 

 Ensure that that organisation is transparent in its reporting of actions taken to meet 
the Public Sector Duties 

 
A key focus over the past four years of the group has been to ensure that we deliver high 
standard services to the community we serve. 
 
Key Activities for 2017-21 
 

 Monitor the 2017-21 progress reports 
 Inform future actions to enhance diverse community needs and involvement 
 Widen our scope of obtaining feedback from communities 
 Support embedding equality into all person centred care activities 
 Improvements made regarding quality of data across protected characteristics, 

especially around addressing the cultural issues and barriers to disclosure.  
 Equality information will be published NHS Forth Valley’s website and an Annual 

Report on progress against the Action Plan will be made public by the end of April 
each year. 
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(iv) Embedding Equality 
 
Where are we now? 
 
Equality and Diversity is integral to achieving better outcomes for our population. The 
promotion of equality is fundamental to the way we sustain an accessible and inclusive 
environment for all staff and service users as well as those who we engage with. To 
evidence how we have embedded equality into our work plans we have used Mc Kinsey 7S 
model13 
 

McKinsey’s  
7 ‘S’ Elements 

Equality Perspective & Mainstreaming 

Shared 
Values 

Culture of Dignity and Respect; staff take responsibility for delivering on 
equality outcomes and positive work ethics; Human Rights based approach 
is embedded in the organisation; positive staff morale; patient experience, 
people have accessible information to enable them to make informed 
choices; Person Centred Care is a priority. 
 

Strategy Equality outcomes where possible will be linked with the NHSFV Local 
Delivery Plan, Healthcare Strategy; E&D is embedded within policy 
development and review; risk management; Equality Outcomes progress 
reports (6 monthly reviews), Reports in place to inform actions to deliver on 
mainstreaming equality into service delivery and organisational 
accountability. 
 

Skills NHS 20:20 vision and strategy, staff learning and development; awareness; 
analysis; service improvement; identification of barriers to accessing services 
and putting actions in place to address same; learn from patient experience, 
comments and concerns. 
 

Systems Key Performance Indicators (KPI); Service Level Agreements (SLA) 
Equality Leads work plans; Equality analysis (EQIA’s), Learning and 
Development); Equality PDP’s of all grades of staff including senior 
managers and clinicians. Identification of how E&D & Person Centred Care 
is mainstreamed into all service delivery and workplace support. Identify via 
Adverse Incident Reporting if staff or others have been subjected to Hate 
Incidents. 
 

Style Organisational development; collaboration support, advice and guidance; 
listening to people from representatives regarding protected characteristics, 
equitable health care; values; open and transparent. 
 

Structure Human Resources; Governance & Reporting structures; competency; 
capacity and public and staff networks. 
 

Staff Dignity at Work Advisors; leadership; partners and partnership working; 
engagement; and staff empowerment, Whistle blowing policies. 

 
During 2016 a review was completed with NHSFV Directorates to enable them to 
demonstrate how equality is mainstreamed within service delivery and employment 
practices, as well as identify actions to be taken forward during 2017-21.  
 

                                            
13 McKinsey 7’S’ Model 

http://www.mckinsey.com/business-functions/strategy-and-corporate-finance/our-insights/enduring-ideas-the-7-s-framework
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Evaluation of results has identified areas of best practice as well as where further work is 
still required. These will be discussed during 2017-18 and actions completed will be 
reflected in the Equality and Diversity Annual Report 2018. 
 
Key Activities for 2017-21 
 
To enable Directorates to evidence how they are embedding Equality into their working 
practice the following four equality priorities have been identified. Each directorate will 
develop their own implementation plan setting out specific actions for their services and 
report on a biannual basis. 
 
These priorities however are subject to the respective service provided’. For example some 
areas may only be required to complete 2 out of 4 actions due to the nature of their 
services. 
 
Our Corporate Management Team has supported this development. A baseline will be 
completed during 2017 -18.  
 
The four priority areas are: 
 

1. To improve the collection, analysis and use of equality data and monitoring for 
protected groups.  

a. Within Acute environments it is proposed for the first 2 years that areas to be 
focused on are in relation to Scottish Morbidity Returns (SMR) Returns from 
Information Services Scotland. 

b. Additional areas could evidence as part of patient/staff consultations 
c. Staff equality monitoring  

2. Services are accessible to individuals and community groups and those who share 
relevant protected characteristics to ensure they are not denied access on 
unreasonable grounds.  

3. Service and policy changes explicitly take account of protected characteristics 
through existing EQIA process. 

4. NHS Forth Valley staff can evidence that they have completed relevant equality and 
diversity awareness training (within 3 year period) appropriate to their level of 
responsibility; this includes those who are Agenda for Change Graded and those who 
are not. 

 
By taking this approach services can: 
 

 Provide assurance of compliance with the Equality Act 2010. 
 Provide disaggregated data and analysis of the impact of their services on protected 

and vulnerable groups. 
 Report against equality performance measures. 
 Demonstrate how directorates are improving their equality performance year-on-

year. 
 Ensure our staff are trained on Equality, Diversity and meet the Human Rights of 

patients and colleagues. 
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By 2021 we will:  
 
 Equality and Diversity Annual Report will reflect actions taken regarding four priority 

areas  
 Continue to report our progress against the Equality Act 2010 Specific Duties and 

produce new outcomes in 2021. 
 Evidence that an Equality Analysis has been completed on papers prior to 

submission to the Board for approval. 
 

(v) Mainstreaming Equality into Public Involvement, Engagement and Experience 
Where we are now? 
 
We continue to be committed to transparency and openness and recognise that individual 
members of the public and sections of the community may experience barriers in accessing 
information and services.  
 
NHS Forth Valley with the support of the Patient Relations Team use a wide range of 
communication methods to promote access to information such as;  how to raise a concern, 
how to actively involve communities in the work that we do. They continue to ensure that 
our engagement process is open and accessible to all.  
 
The NHS Forth Valley Person Centred Care Strategy14 sets that every patient will: 
 

 Receive a person centred experience in NHS Forth Valley 
 Be treated with care, compassion, dignity and respect 
 With their families and unpaid carers be able to say what and who matters to them 

and this will be used in all care and treatment 
 Receive care from staff who can demonstrate knowledge, skills and competencies 

necessary within their roles for the delivery of safe and effective care 
 
The strategy also encourages the mechanisms to be used to:  
 

 Engage with, and listen to, patients, carers, diverse groups and other stakeholders.  
 Ensuring that patients’ experiences are taken into account when decisions are made.  
 Communicate with stakeholders to ensure that people are kept informed of 

developments and have access to information they need, when they need it. 
 
We continue to be committed to fully involving all sections of the community in the 
development and monitoring of our outcomes, objectives and associated action plans as 
well as the ongoing work of the organisation.  
 
We endeavour to give every opportunity to our key stakeholders to comment on health 
services in particular in relation to our Clinical Services Review implementation and Local 
Delivery Plans. 
 
In previous reviews completed and in the development of our outcomes this has included: 
 

 Finding out what barriers people face and taking steps to remove them.  
 Asking if people are satisfied with health services e.g. through surveys, focus groups 

and findings from comments and concerns.  
 Setting priorities and planning changes.  

                                            
14 NHS Forth Valley Person Centred Care Strategy 2015-17  

http://nhsforthvalley.com/wp-content/uploads/2014/01/NHS-Forth-Valley-Person-Centred-Care-Strategy.pdf
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 Monitoring and reviewing current data and provision.  
 Reviewing and revising this Plan.  
 Providing feedback on how people’s views have influenced our decisions and 

actions  
 

This has been particularly evident in the development of our NHS Forth Valley Healthcare 
Strategy 2015-2115 and respective actions plans.  
 

a) Patient and Public Involvement  
 
Where we are now? 
 
NHS Forth Valley has processes in place to support the rights of the public to be involved, 
directly or through representatives, in the planning of healthcare services, the development 
and consideration of proposals for changes in the way those services are provided, and in 
decisions to be made affecting the operation of those services. We continue to be fully 
committed to working with patient’s, unpaid carers and the public regardless of protected 
characteristic to:- 
 

 Monitor Services  
 Inform how we develop current and new service provision  
 Improve the quality and safety of services  
 Identify future service requirements  
 Transform and redesign services 
 Active involvement from diverse communities in NHS Forth Valley’s Annual 

Review’s.  
 
The Person Centred Care Annual Report evidences actions completed to date and actions 
to be taken forward in the forthcoming years. 
 
Public Involvement  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
The above public engagement – patient experience will continue to be delivered during the 
life span of the NHS Forth Valley Equality Duty Mainstreaming Report (2010) 2017-21. 
                                            
15 NHS Forth Valley Healthcare Strategy 2016-2021 http://nhsforthvalley.com/wp-
content/uploads/2014/06/NHS-Forth-Valley-Healthcare-Strategy-2016-21.pdf 

 

Giving people the right information, at the right time, in the right 
way is central to how we deliver services.  
We ensure that our staff are fully informed about what matters to 
patients through joint discussion, reasonable adjustments, valuing 
diversity, respecting equality needs and shared responsibility. This 
can range from their individual care, treatment, continuing care 
etc. 
 

 

Involve: we provide a range of ways that people can get involved 
not only on personal care but also in the services we deliver 
through, Public Participation Forums, membership of NHSFV 
Steering Groups incl. Fair for All Equality Group, via Patient 
Opinion, discussions on service change and new builds – such as 
Stirling Care Village, patients experience questionnaires, 1:1 
discussions with a wide range of community groups and diverse 
communities, face book twitter etc.  

http://nhsforthvalley.com/wp-content/uploads/2014/06/NHS-Forth-Valley-Healthcare-Strategy-2016-21.pdf
http://nhsforthvalley.com/wp-content/uploads/2014/06/NHS-Forth-Valley-Healthcare-Strategy-2016-21.pdf
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b) Patient Experience 
 
Where we are now? 
 
NHS Forth Valley is a values based customer focused organisation that puts patients and 
families first.  Our Person Centred Care Strategy ensures that we meet the various needs 
of communities we serve. 
 
We provide a diverse range of services across a wide geographical area. Therefore we 
recognise that there cannot be one effective tool for measuring patient experience or 
satisfaction.  
 
Each of our services has their own unique Patient Experience and Involvement action plan 
detailing how they will measure and respond to patient and carer satisfaction. 
 
There are a wide range of methods for seeking, receiving and proactively measuring patient 
experience; this section outlines the key processes the organisation will and has used.  
 
Local Survey Programme  
 
We have in place a wide programme of patient and public feedback exercises across all 
areas of the organisation and with partners, which ensures we listen to our communities.  
 
We will continue to use a variety of methods to obtain patient feedback such as paper 
questionnaires, online and telephone surveys, one to one interviews and focus groups, 
patient opinion web site, patient stories and feedback cards.  
 
Complaints, comments, concerns and compliments  
 
The NHS Forth Valley Patient Feedback, Comments, Concerns and Compliments Report 
(2016)16 offers the organisation valuable information and understanding on how our 
services are performing.  
 
The number of complaints should not be seen as a marker in itself as to how well or poor 
the service is perceived but repeated trends and issues are addressed to stop them from 
reoccurring. However, like compliments we can and do often learn how we can maintain or 
improve our practice. 
 
NHS Patient Opinion is a rich source of qualitative patient experience data and the 
information is in the public domain so can significantly affect the public perception of the 
organisation. 
 
The Patient Rights (Scotland) Act 2011 together with supporting legislation provides the 
right to give feedback, make comment, raise concerns and make a complaint about the 
NHS in Scotland. NHS Forth Valley has used these to drive continuous improvements to 
service delivery, ensuring that care is safe, effective and person centred. 
 
 
 
 
 
                                            
16 NHS Forth Valley Patient Feedback, Comments, Concerns and Compliments Report (2016)  

http://nhsforthvalley.com/wp-content/uploads/2014/01/Feedback-Comments-Concerns-and-Complaints-Annual-Report-2015-%E2%80%93-2016.pdf
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Key Activities 2017 – 21 
 
 
 
 
 
 
We will ensure through the work of the Public Partnership Forum’s and Person Centred 
Steering Group and other individual involvement activities that we continue to have 
mechanisms for: 
 

 Identify any concerning themes within patient complaints regarding equality and 
diversity and engage directly with respective services to agree priority changes to be 
made to improve overall patient experience 

 Engage more with young people, people with a learning disability and those with 
dementia to ensure that their views are better represented 

 Establishing new and innovative ways to involve and reach out to seldom heard 
groups in which to provide feedback on concerns including. British Sign Language 
(BSL) video 

 Work with our partners to join up our approach to gathering and sharing community 
intelligence.  

 Ensure accessible and fit for purpose communication tools are used that reach as 
wide an audience as possible  

 
Person Centred Care is an Equality Outcome for 2017-21. See Outcome: 4 
 

 
 

Highlights to date - includes: 
 The Implementation of the Person Centred Health and Care Steering Group and 

Person Centred Operational Group 
 Improved patient experience within the Out Patient setting following a focussed piece 

of work with First Impressions training for staff. This work was positively evaluated by 
the Scottish Health Council 

 Further expansion of volunteering roles in the organisation to include new welcoming 
volunteers at Forth Valley Royal Hospital 

 Development of “What Matters to Me?”  and “Getting to Know Me” materials to 
enhance patient experience and assist the delivery of person centred care 

 #Hello my name is campaign continues and is embedded in our teaching materials 
 New Welcome Posters being introduced to inpatient wards 
 Further roll out of the bereavement model which began in the Intensive Care Unit 

across inpatient areas 
 A dedicated bereavement service with the Woman & Children’s Directorate  
 A designated Patient Public Panel member assigned to an inpatient ward to collect 

patient feedback and experience 
 An expansion of patient stories used now in the clinical areas 
 Increased patient feedback to inform service improvements 
 Focus groups for prisoners in health care 
 Introduction of volunteers within the acute inpatient dementia ward 
 Information directory to support staff of patients religious beliefs 
 Personal care plan for end of life care 
 Patient and family focus groups within the community hospital setting 
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(vi) Measuring performance and improving data collection 
 
Where we are now? 
 
a) Measuring Performance:  
 
To successfully embed Equality & Diversity, it is important that we continue to demonstrate 
how we monitor and measure the improvements we are making. Some of these measures 
are mandated to us and others are local measures of progress and success.  
 
We will continue to publish our progress against these measures to ensure visibility for 
patients, the public and our staff. Individual work programmes will have their own 
milestones and measures but collectively we will focus on:  
 

 Information monitored and reported as part of the Public Sector Equality Monitoring 
Report  

 Assessment and compliance with the Public Sector Equality Duty regarding Equality 
Analysis 

 Progress made within NHS Forth Valley four equality priority areas in relation to 
mainstreaming equality 

 The Local Delivery Plan where equality is a key component 
 External best practice accreditations and standards including Stonewall Workforce 

Equality Index  
 Recommendations from audits completed by Audit Scotland, Health Improvement 

Scotland etc. 
 Patient Feedback through Surveys, Complaints, Comments & Compliments  
 Response rate and results of Staff Surveys and Feedback   
 Benchmarking data from NHS Health Scotland Scottish Morbidity Returns (SMR’s) 

as well as other NHS Boards. 
 
Where we are now? 
 
b) Data Collection:  
 
Over the past four years we have highlighted the difficulties in collecting and using equality 
profile data to understand and tackle inequality. This is further compounded by a lack of 
disaggregated data in many NHS data collection systems on other protected characteristics 
covered by the Equality Act 2010 (disability, ethnicity, religion and belief and sexual 
orientation).  
 
To inform the public why we ask questions about their protected characteristics we have 
produced patient information leaflets, which identify the importance and value of knowing 
the profile of the diverse population we serve not only in providing individual care but also in 
understanding the needs of our communities. 
 
As identified in Section 1.4 (iv) To support our efforts we have developed a key priority area 
to enhance data collection and analysis.  
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Developing an evidence base and improving data collection  
 
The importance of accurate information analysis from our available workforce, patient and 
local/national population data cannot be underestimated.  
 
Collection of Ethnicity information continues to be problematic. We will continue to monitor 
the recording of Ethnicity via our NHS Information Services Division Scottish Morbidity 
Returns (SMR’s)17 submitted to the Information and Statistics Division (ISD) and put actions 
into place to enhance current recording both in the current IT structures in place as well as 
within Patient Care Planning etc. 
 
Percentage of hospital discharge episode records (SMR01) with a valid ethnic group by 
NHS Board of Treatment;  
      
    Published Feb ’13  Feb 2015  Feb 2017 
Scotland    74.9%   78.7%   82% 
NHS Forth Valley                50.5%   68.1%   72% 
 
Percentage of new outpatient appointment records (SMR00) with a valid ethnic group by 
NHS Board of Treatment 
    Published Feb ’13  Feb 2015  Feb 2017 
Scotland   59.9%    67.8%   73% 
NHS Forth Valley                52.5%   68.5%   72% 
 
The above demonstrates that there has been a slow but steady increase in data recording 
over the past three years in relation to ethnicity.  Although we currently record age and 
gender, discussions are ongoing with NHS Forth Valley Information Services to develop 
reports for service areas to identify where the gaps currently are in ethnicity and religion 
and belief recording during 2017-19 with additional protected characteristics being built into 
process during 2018-21. 
 
c) Data Recording 
 
Where we are now? 
 
Good quality data underpins all equality and diversity work from identifying priorities to 
measuring the effectiveness of our actions. The quality of data collection and analysis will 
improve in order that we may effectively understand our local population and who is using 
local services. The information collated will also inform our implementation and monitoring 
processes. The following case study demonstrates the benefits of collecting data and using 
the information to inform service delivery. 
 

(vii) Examples: How data collection can inform and enhance service delivery 
Disability Data Collection - NHS Forth Valley Disability Service are undertaking several 
pieces of work relating to demographic profile collection, specific to people who have a 
communication or access requirement. This assists in our collection of ethnicity figures per 
population of Forth Valley. 
 
As part of our Interpreting and Translation provision patient details are captured at time of 
first interaction with interpreter services.  
                                            
17 NHS Information Services Division Scottish Morbidity Returns (SMR’s) NHS Information Services Division 
Scottish Morbidity Returns (SMR’s) 

http://www.isdscotland.org/Health-Topics/Equality-and-Diversity/
http://www.isdscotland.org/Health-Topics/Equality-and-Diversity/
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The patient, supported by the interpreter, will be asked to complete a data form requesting 
the following details; name, date of birth, gender, ethnicity address, contact 
telephone/mobile number, language spoken, email and to provide a signature giving 
agreement for this information to be utilised to aid future health appointments. Presently 
patients can opt in or out of this process.  
 
The information then enables the Disability Service to identify regional language splits, age 
differentials and gender mix of users, which communities are accessing services and where 
as well as identify those who are not. This would allow more targeted work to take place in 
areas identified. 
 
The diagram below shows statistics of new users in April 2015 to April 2016, the languages 
utilised and the areas where service users live. This detail could be broken down further 
into area of home address or type of appointment being undertaken and we are considering 
how to make best use of this information in the future. During this same period there were 
2654 people on our register (including the 994) and 10 452 appointments were undertaken 
across Forth Valley. 
 

 
 
The collection of data for each new patients requiring interpretation or translation is also 
being entered, by the Disability Equality and Access team and TOPAS data collection 
system. By working closely with the Health Records Team we have been able to identify 
opportunities to capture more information than was historically possible, therefore enabling 
a focused person centred process of appointment booking.   
 

Area Balfron Bo'Ness Clacks Denny Drymen Falkirk Glasgow Grangemouth Larbert Stirling Totals

Percentage spread of 

Languages used

Language

Arabic 1 14 3 11 29 2.92%

Bengali 1  1 0.10%

Bosnian 1 1 0.10%

Bulgarian 1 5 6 0.60%

Cantonese 4 3 9 16 1.61%

Chinese 1 1 0.10%

Czech 1 1 2 0.20%

French 2 1 3 0.30%

Greek 1 1 2 0.20%

Hindi 2 2 0.20%

Hungarian 1 56 33 6 7 103 10.36%

Italian 3 1 4 0.40%

Japanese 2 2 0.20%

Kurdish 1 1 2 0.20%

Latvian 1 2 10 13 1.31%

Lithuanian 2 3 2 8 25 4 44 4.43%

Mandarin 2 5 9 30 46 4.63%

Nepalese 3 1 4 0.40%

Polish 2 28 5 23 1 174 132 9 189 563 56.64%

Portuguese 2 1 3 0.30%

Punjabi 1 6 14 7 8 36 3.62%

Romanian 2 2 0.20%

Russian 3 1 1 1 11 2 13 32 3.22%

Serbian 1 1 0.10%

Slovakian 1 2 8 11 1.11%

Spanish 1 3 6 10 1.01%

Telugu 2 2 0.20%

Thai 2 2 0.20%

Turkish 1 2 3 0.30%

Urdu 2 25 4 6 8 45 4.53%

Vietnamese 1 1 0.10%

Wolof 2 2 0.20%

4 43 12 89 2 320 0 180 22 322   994

% of total 

spread 

by Area 0.40% 4.33% 1.21% 8.95% 0.20% 32.19% 0.00% 18.11% 2.21% 32.39%
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This shared approach allows the need for communication support to be identified each time 
the patient requires a health interaction, making best use of our resources by ensuring that 
the most suitable communication support is in place, enabling health interactions to be clear 
and staff to be culturally sensitive to the communities they engage with.  
 
Linked to the above work the Disability Equality and Access team undertake appointment 
reminder calls, in the patient’s native language, for appointments where an interpreter has 
been arranged. This allows patients who may not have been able to contact NHS Forth 
Valley directly due to language barriers, to identify if they are able or not to attend their 
appointment. This work has reduced the number of “Do Not Attends” as services can be 
notified by the team of a cancellation or a request for appointments to be rescheduled, 
therefore reducing the no show ratio.  
 
Key Activities for 2017-21 
 

 Staff are confident in asking patients about their equality profile 
 Improve data collection and analysis of patients across the nine protected 

characteristics to enable effective monitoring and identification of patterns and trends  
 Develop an NHS Forth Valley Equality Profile questionnaire to be used when 

conducting service user surveys: easy read version to be developed  
 Ensure that new data systems or migrated data systems include fields to collect 

equality data and undertake an improvement programme to update existing data 
systems. 

 Put in place data collection and performance measures to track progress on the 
mainstreaming and equality outcomes for the Board for 2017-21. 

 Seek to influence national systems to include equalities data. 
 

Case Study: Data Collection Review – Emergency Department Forth Valley Royal 
Hospital 
 
A project was completed by the Emergency Department (ED) and NHS Forth Valley Data 
Analysts’ to identify the attendance at the ED during Jan ’15- Dec ‘16 based on ethnicity.  
 
The data collection system plotted for each ethnicity show that while there is variation (due to 
variable numbers) there is no obvious difference for any one ethnicity from the mean.  That 
means no evidence of discrimination 
 
Information demonstrated that Gypsy travellers were low in attendance at the Emergency 
Department with people only attending from the Clackmannanshire area. 
 
Figures regarding ethnicity did appear to reflect the percentage of population based on the 
recent local census for the three local authority areas. 
 
The additional two data sets showed the average times from arrival to discharge in the ED for 
patients of different declared religion and within different localities.   
 
The average treatment times show variability, however are generally close to the average 
waiting time of 135 minutes.   
 
Information collated demonstrated that the overall average treatment time was 135 minutes 
from attendance to discharge in the Emergency Department.   
 
No discrimination or differences were shown in relation to patient’s ethnicity or religion or belief 
receiving care. 
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Review of Religion and Belief recording 
 
Where we are now? 
 
Through evidence from discussions within the NHS Forth Valley Spiritual Care Group 
during 2015-16 and from comments and concerns raised by service users a targeted 
approach was identified to enhance staffs skills and knowledge on patients Religion and 
Belief. This protected characteristic is already included within Equality and Diversity 
Training but it was recognised that more work was required to enhance service delivery and 
Person Centred Care. DRAFT guidance & tool was developed based on NHS Multi-Faith 
Resource for Healthcare Staff18 . 
 
This resource will support staff to meet the practical needs of patients and encourage staff 
where appropriate to ask questions about the patient’s Spiritual needs and identity. The 
resource was seen as an example of best practice by the Fair for All Group and was 
presented to the NHS Forth Valley Dementia Champions in January for their comments; in 
particular focusing on people with additional needs.  
 
Further to additional comments from our Spiritual Care Team, Dementia Champions and 
lay advisors from the various faith and belief groups this resource will be trialled during 
2017-18. 
 
Key activities for 2017-21 
 

 During 2017-18 a review will be completed on our Data Collections systems to 
identify fields available to record people’s religion & belief or spiritual care needs.  

 Specific actions will be put in place to enable where appropriate to record patient’s 
religion and belief within their base line assessment.  

 Develop tools and resources to support the delivery of person centred care in 
relation to Religion and Belief. 

 Ensure actions also support work completed by end of life care and bereavement 
services.  

 
Further considerations on protected characteristics data collection: 
 
We continue to recognise that there is a need for better data to demonstrate how people 
with protected characteristics fare compared to the general population.  
 
Although ‘some’ national equality data is available we recognise that further work is 
required to enhance local information on the protected characteristics of employees or 
patients which are currently not routinely or consistently recorded. Some of these issues 
relate to national systems issues but there are improvements to be made locally so data is 
available to tell us about any inequalities that exist – access and experience of services as 
well as the experience of employees. 
 
Throughout all equality data collection processes service users are at liberty to say ‘prefer 
not to answer’, however this should be recorded rather than assumed. 
 
Key Activities for 2017-21 

 Data recording to be an equality priority for care areas. In particular for the first two 
years focusing on those areas that are required to complete SMR data returns. 

                                            
18 NHS Multi-Faith Resource for Healthcare Staff NHS Multi-Faith Resource for Healthcare Staff 

http://www.nes.scot.nhs.uk/media/3720/march07finalversions.pdf.pdf
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 Mainstream data collection, where relevant into existing structures and thereby 
improve the capture of data. Especially with regards to protected characteristics, 
where the profile is incomplete or requires more impetus. 

 Partnership working with Stonewall Scotland to enhance recording of sexual 
orientation, gender variance both from a service delivery and employment 
perspective. 

 

(viii) Partnership Working 
 
Our communities 
 
We are committed to ensuring that the people who use our services, our staff, partner 
agencies and the wider public are fully engaged and involved in all aspects of the 
planning, shaping and delivery of our services; and that individuals are fully involved in their 
own care and support. 
 
Effective involvement requires the building of relationships and the development of different 
creative ways to include people so that they are properly informed and supported to talk, 
be listened to and work together as equals.  
 
It is also about giving opportunities for people to work alongside us through volunteering 
contributing their skills, knowledge and expertise. 
 
Furthermore, it is also about learning from people’s feedback to improve their experience of 
our services. There is a wealth of insight that we can learn from including information from 
people’s personal stories ‘which we use at the opening of each board meeting’, surveys, 
complaints and compliments, listening events, focus groups and through social media. 
 
Our partners 
 
To fully embed our equality work we will continue to work in partnership with the three 
Integrated Joint Boards in Clackmannanshire, Falkirk and Stirling, our Local Authority 
partners, Scottish Health Council, Police Scotland, Stirling University, Falkirk College,  trade 
unions and staff networks, amongst other in taking forward the equality and diversity 
agenda.  
 
This will ensure that all staff and patients in NHS Forth Valley are empowered to 
communicate issues and ways of working that support effective delivery of the strategy and 
its action plans.  
 
We will also ensure through further development and use of identified voluntary 
sector/community organisations in the Forth Valley area, that we reach out and establish 
creative and mutually respectful relationships across protected characteristics.  
 
By working in partnership with our three local authorities, police, other health boards, third 
sector organisations, and others who deliver health services we can continue to support the 
diverse communities we serve. 
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a) Review of Services for Lesbian, Gay, Bisexual, Transgender and Intersex 
Communities within Forth Valley 

 
A Forth Valley wide survey was completed in October – November 2016 focusing on 
lesbian, gay, bisexual, transgender or intersex (LGBTI) people living, working or studying in 
the NHS Forth Valley area (Clackmannanshire, Falkirk and Stirling Council areas) or 
interested in LGBTI issues locally.    
 
The report was prepared by the Forth Valley LGBTI Development Group – which is made 
up of public bodies, agencies and community representatives working in and across the 
Forth Valley area. The group has an active interest in LGBTI issues and seeking to improve 
the lives and experiences of lesbian, gay, bisexual, transgender and intersex people living, 
working or studying here.   
 
One hundred and twenty seven (127) responses were received. 
 

Local Authority area % Amount 
Clackmannanshire 12.60 16 
Falkirk 30.71 39 
Stirling 56.69 72 
 
A range of questions were asked about how safe they feel where they live, health services 
provision, education, discrimination etc. 
The healthcare specific responses identified: 
 

Q: Do you feel supported by the NHS in terms of your sexual orientation and/or 
gender identity? Answered: 98 Skipped: 29 

Answer Choice Responses % Amount 
Yes 54.08% 53 
No 14.29% 14 
Don’t’ Know 20.41% 20 
Not applicable 11.22% 11 
Total  98 
 
Q: Would you feel comfortable coming out to your doctor/GP  
Answered 99 skipped 28 
Answer Choice Responses % Amount 
Yes (already have) 46.6% 46 
Yes (but not yet) 30.30% 30 
No  11.11% 11 
Don’t’ Know 3.03% 3 
Not applicable 9.09% 9 
Total  99 
 
Q: Do you feel comfortable talking about sexual health issues with your doctor/GP?   
Answered 98 Skipped 29 
Answer Choice Responses % Amount 
Yes 60.20% 59 
No 24.49% 24 
Don’t’ Know 11.22% 11 
Not applicable 4.08% 4 
Total  98 
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Q: Do you know where to get information and help with………? 
Answered 99 skipped 28 
Service Yes No Not applicable Total 
Mental Health 77.78%  (77) 17.17%  (17) 5.05%  (5) 99 
Sexual Health 88.89%  (88) 8.08%    (8) 3.03%  (3) 99 
Stress 77.78%  (77) 19.19%  (19) 3.03%  (3) 99 
 
Although the above results were encouraging we do realise that this is just a ‘snap shot’ of 
our local community. Further actions will be completed with community groups and partners 
to enhance current service provision. The above results as well as those identified by 
partners were used to inform our Equality Outcomes for 2017-21. The report summary is 
available in NHS Forth Valley ‘Equality Evidence’ Publication (link to be added) 
 
Key Activities for 2017-21 
 

 Continued partnership working with voluntary groups, third sector and statutory 
bodies 

 Deliver on achieving our equality outcomes through partnership working with our 
communities and partners 

 Greater evidence of actions taken in partnership with seldom heard communities. 
 
(ix) Equality Impact Assessments 
 
 
What the duties say 
 
The requirement to assess impact means that you must consider how a policy will impact on the 
needs of the general equality duty. In making the assessment you must consider relevant 
evidence, including evidence received from equality groups. Having considered all of these 
elements, you must take account of the results of such assessments.  
 
This requires you to consider taking action to address any issues identified, such as removing or 
mitigating any negative impacts, where possible, and exploiting any potential for positive impact. If 
any adverse impact amounts to unlawful discrimination, the policy must be amended to avert this. 
 
N.B: ‘policy’ should be understood broadly to embrace the full range of your policies, provisions, 
criteria, functions, practices and activities including the delivery of services – essentially everything 
you do                                                                                                                             (EHRC 2016) 

 
Where we are now? 
 
NHS Forth Valley is responsible for making a wide range of decisions. Equality Impact 
Assessments are completed to ensure that we consider and address:   
 

 If there are any unintended consequences for some groups and to ensure that the 
‘policy’ will be fully effective for everyone. This can involve using equality information, 
and the results of engagement with protected groups and others, to understand the 
potential effects of the decisions that are made.  

 Any practical solutions to tackle negative impacts, to advance equality and foster 
good relations.  
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This EQIA review process has been included within reports etc presented to the Board 
either for information purposes only or for approval to ensure that equality is mainstreamed 
within all aspects of the organisation.  
 
Examples to date have included: 
 

 NHS Forth Valley Nursing Strategy 
 NHS Forth Valley Workforce Plan 
 NHS Forth Valley Quality Improvement Strategy 

 
For further information about Equality Impact Assessments completed to date please go to: 
http://nhsforthvalley.com/about-us/equality-and-diversity/equality-impact-assessment/ 
 
Evidence has shown that one of the main barriers in ensuring and assessing the impact of 
our services and policies etc is the lack of consistent demographic data both internal and 
external. This lack of data can hinder our ability to assess the accessibility of services and 
future planning. Therefore data collection and equality analysis are key areas to be taken 
forward during 2017-21. 
 
Our current EQIA tool is under review and it is proposed that a more robust online method 
is put in place. The new tool will continue to meets the nine protected characteristics, 
identify inequalities in health and will also take a human rights based approach. 
 
Having an online system in place would give further ownership to services and 
departments. It will enable them to: embed EQIA within their current evaluation and 
processes; enhance recording of actions taken to mitigate impacts found; as well as enable 
Directorates to report on actions required as identified in the 4 priority areas for the 
organisation.  
 
This will enable senior management teams to consider the results of the EQIA analysis 
during the decision making process. Therefore actions are identified to ensure it does not 
impact disproportionately on any of our population and in particular those with protected 
characteristics. 
 
Key Activities for 2017-21 
 

 Review completed on current EQIA tool and process during 2017-18 
 Include Human Right Based approach to completing EQIA’s 2017-21 
 Develop an online EQIA process to enhance current recording methodology 
 Audit a range of EQIA’s completed on reports submitted to the Board 
 Ensure data is available to inform actions within EQIA’s 
 Publish EQIA’s completed on NHS Forth Valley website on a quarterly basis 

  

http://nhsforthvalley.com/about-us/equality-and-diversity/equality-impact-assessment/
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(x) Public procurement  

 
Procurement 
 
Where we are now 
 
Our Board currently complies with National tendered contracts managed by NHS National 
Services Scotland (covering 83% of Board spending on contracts). 
  
These national contracts are awarded by National Procurement who applies the following 
principles to contract awards: 
 

 Ensure that they purchase goods, services and facilities in line with public sector 
equality and diversity commitments. 

 They will not use agencies or companies who do not share our NHS values on 
equality of opportunity and diversity. 

 Meet all the New Procurement (Scotland) Regulations 2016 effective from 18th April 
2016. 

 Use the European Single Procurement Document (ESPD) that suppliers can advise 
if they are Small Medium Enterprises (SME’s) or supported businesses as part of the 
Procurement Process19.  
 

Their procedures will make sure that businesses from diverse communities have an equal 
opportunity of competing for NHSScotland contracts. 
  
In awarding our contracts, the Board will seek suppliers who can demonstrate that they 
understand their responsibilities and operate with due regard to equality legislation. 
  
We are keen to encourage all of our suppliers to introduce appropriate equal opportunities 
policies and procedures and to demonstrate that their practices eliminate unlawful 
discrimination and promote equality. 
 
 
 
 
 

                                            
19 Procurement Process www.nhsscotlandprocurement.scot.nhs.uk/ 

 
What the duties say 
Duty to consider award criteria and conditions in relation to public procurement 
 
Where a listed authority is a contracting authority and proposes to enter into a relevant 
agreement on the basis of an offer which is the most economically advantageous, it must 
have due regard to whether the award criteria should include considerations to enable it to 
better perform the equality duty. Where a listed authority is a contracting authority and 
proposes to stipulate conditions relating to the performance of a relevant agreement, it 
must have due regard to whether the conditions should include considerations to enable it 
to better perform the equality duty. Nothing in this regulation imposes any requirement on a 
listed authority where it would not be proportionate to the subject matter of the proposed 
agreement.                                                                                                           (EHRC 2016)                                                                                                                           

http://www.nhsscotlandprocurement.scot.nhs.uk/
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Key Activities for 2017-21 
 
The NHSFV Procurement Strategy 2015 - 2018 published on the NHS Forth Valley website 
and has ‘12 Strategic Objectives,’ one of them is Ethical Trading Credentials. 
In this area we will be using the new Procurement Regulations 2016 to inform the market 
on our tenders due out in next two years via our Annual Report to comply with the act.  This 
will be published on the NHSFV website by April 2017. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
(xi) Financial Decision Making 
 
NHS Forth Valley has a process in place to assess any risks in relation to the equality 
impact of costs savings.  
 
An Equality Impact Assessment Screening is completed where appropriate to support a 
quick and effective risk assessment of proposed cost saving areas with regard to equality 
groups.  
 
This is evidenced through the EQIA narrative section on papers going through CMT and the 
Board. 
 
This does not replace the need for all service redesigns to go through the EQIA’d process 
but is an additional step to equality proof all cost savings. 
 
(a)NHS Forth Valley Procurement Strategy 2015-18 http://nhsforthvalley.com/wp-content/uploads/2015/07/Procurement-
Strategy-2015-2018.pdf 
 
 

Procurement Case study - Interpretation Support for hard of hearing, Deaf and 
Deafblind people 
 
During 2014/15 a Tender and Procurement exercise was undertaken to provide a high 
quality, cost effective Interpretation service for the above communities. 
 
As NHSFV Disability Equality and Access service are based within Forth Valley Sensory 
Centre and both work with the same communities, it was decided to progress this work in a 
partnership way. Collaboration and engagement with the community was a main 
consideration and invites were given to each community to select a representative to be 
involved in the tendering work. 
  
The group was agreed and configured to include the following: Deaf British Sign Language 
User, Deafblind User, Lip reading User, Procurement Manager, Disability Equality and 
Access Lead, Disability Administrative Coordinator, Forth Valley Sensory Centre Manager 

 
The group discussed the current provision and how that had been evaluated, this led to the 
development of a specific criteria and need for Forth Valley. The service users were given 
details on how tendering and procurement is bound by legal obligations, the confidentiality 
required and how the details of this service would be advertised to interested parties.  
 
The scoring sheet was explained in detail and the importance of this system highlighted 
regards fairness and transparency. This process was extremely successful with a very 
positive outcome. The partnership and collaboration approach, whilst challenging at times, 
was a real learning process for all involved. It is however, now the way in which we will 
approach our future procurement for this service. 
 

http://nhsforthvalley.com/wp-content/uploads/2015/07/Procurement-Strategy-2015-2018.pdf
http://nhsforthvalley.com/wp-content/uploads/2015/07/Procurement-Strategy-2015-2018.pdf
http://nhsforthvalley.com/wp-content/uploads/2015/07/Procurement-Strategy-2015-2018.pdf
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(xii)     Information on members or board members gathered by the Scottish Ministers 
 
On 5 January 2017, the Scottish Government issued a consultation on the draft Gender 
Representation on Public Boards (Scotland) Bill (GRPB Bill)20. 
  
The consultation document notes that women are under-represented in political, civic and 
public life at senior levels and in boardrooms (making up 24% of local government 
councillors in Scotland, for example).  
 
As part of its drive to realise women's equality in Scotland, the Scottish government intends 
that the GRPB Bill will require positive action to be taken to redress gender imbalances on 
public sector boards. It is intended to apply to non-executive appointments to the boards of 
Scottish public authorities. 
  
The consultation seeks views on the practical application of the GRPB Bill and how its 
effects might be strengthened. It invites comments, in particular, on:  
 

 The Gender Representation Objective, by which a public board would aim to have an 
equal mix of males and females (or individuals who identify as each).  

 The "Tie-Breaker Provision", by which a candidate of the under-represented sex 
would be appointed to a position for which there are two or more equally qualified 
candidates.  

 
The Scottish Government intends to introduce the GRPB Bill to the Scottish Parliament in 
the summer of 2017, which is out with the publication date of this report. Progress on 
actions taken will be reflected in NHS Forth Valleys Annual Report in April 2018. 
 
Our progress to date  
 
In October/November 2016 NHS Forth Valley advertised for a new Non-Executive member 
to join its Board. It was identified within the advert that people applying did not need to be a 
health expert or have previous Board experience. 
 
To ensure all members of our diverse community could apply and be aware of this vacancy 
the Equality and Diversity Manager distributed information to the local LGBTI Steering 
Group, Central Scotland Regional Equality Council and via the Fair for All Development 
Group members to enable them to inform the local community groups, asking them to 
disseminate this advert and contact details for further information across their networks. 
 
Key Activities for 2017-21 
 

 Await outcome from Scottish Government Consultation and take action accordingly. 
 Hold information sessions about the work of the board specifically targeted at the 

diverse communities within NHS Forth Valley area during 2017-21. 
 

As of 1st February 2017 the Gender Representation on our Board is: 
Nine men and eight women. 

                                            
20 Scottish Government issued a consultation on the Draft Gender Representation on Public Boards 
(Scotland) Bill (GRPB Bill). https://consult.scotland.gov.uk/equality-unit/draft-gender-representation-on-public-
boards/ 
 

http://nhsnss.us6.list-manage.com/track/click?u=c4243e0c8519042a427694d9c&id=f26c96af5a&e=94dbb51520
http://nhsnss.us6.list-manage.com/track/click?u=c4243e0c8519042a427694d9c&id=f26c96af5a&e=94dbb51520
http://nhsnss.us6.list-manage.com/track/click?u=c4243e0c8519042a427694d9c&id=f26c96af5a&e=94dbb51520
http://nhsnss.us6.list-manage.com/track/click?u=c4243e0c8519042a427694d9c&id=f26c96af5a&e=94dbb51520
https://consult.scotland.gov.uk/equality-unit/draft-gender-representation-on-public-boards/
https://consult.scotland.gov.uk/equality-unit/draft-gender-representation-on-public-boards/
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(xiii) Publish in a manner that is accessible 
As required by The Public Sector Equality Duty (2010) this report and the additional 
methods used by NHS Forth Valley’s existing public performance reporting systems as 
practicable will publish our:  
 
• Report on mainstreaming the equality duty on the NHS Forth Valley Webpage  
• Set of equality outcomes and report on progress made to achieve these outcomes  
• Gender pay gap information  
• Statement on equal pay and occupational segregation.  
 
The Mainstreaming Report is accessible to the public via our internet site as well as 
produced in easy read format. This will be advertised using a range of existing methods 
including web, twitter, facebook, local networks and forums. 
 
An executive summary can also be made available in alternative languages and accessible 
formats on request. 
 
Key Activities for 2017-21 
 

 Equality Mainstreaming Report 2017-21 Communication Strategy in place  
 Ensure communities can access the Equality Report  
 Publish Report by April 2017 
 Biennial Report available in April 2019 
 Summary version of Equality Report will be available in May 2017 

 

(xiv)  Showcasing examples of case studies and activity being completed to embed   
Equality, Diversity and Human Rights 

The following demonstrates some of the actions that services have undertaken within 2013-
16 to make NHS Forth Valley a better and fairer place for patients and staff.  
It builds on previous work and reports on-going work and new actions. 
The following demonstrates how services have embedded Equality, Diversity and Human 
Rights’ and shows three examples of the work we have done to:  
 

 Help all people, whoever they are; to receive high quality health care and provide an 
inclusive work environment– equality 

 Recognise that every person is an individual - diversity.  
 Make sure every person is treated with dignity and respect - human rights.  
 
The report identifies some of the activities we have completed, why we did them, what the 
outcome of our activity was and what improvements we have achieved, for staff and 
patients as a result of that activity. It would be impossible to identify all the work that 
services and the organisation has completed but hopefully these case studies and 
examples from services will demonstrate our commitment and that of our staff are fully 
committed to ensuring people’s needs are met. 
 
Disability Equality and Access Service  
 
Within the organisation the Disability Equality and Access Service are an identified 
team/hub for both staff and patients to contact for assistance or advice in Forth Valley. 
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What this team set out to do: 
 

 Tackle inequalities 
 Increase opportunities for people with a disability 
 Assist the organisation to achieve our Person Cantered Vision 
 Assist the organisation to achieve equitable Patient Focus Public Involvement 
 Support staff to provide appropriate communication support 
 Support staff to provide accessible services 
 Support staff members who have a disability in the workplace 
 Assist managers to support their workforce equitably 
 To engage with communities, partner organisations, third sector organisations and 

charities working with people with a disability   
 To provide various training support 

 
Some actions completed to date: 
 

 Developed new Interpretation and Translation policy and information to support staff 
relating to Interpretation and Translation provision. Flow chart, staff handbook and 
language identification card.  

 Updated “Assistance Dogs in Healthcare Policy” with engagement from local 
assistance dog users. 

 Updated NHS Forth Valley’s webpage with information in British Sign Language 
Clips. This is an on-going process and clips will be increased in number. e.g. Know 
where to go to when you are ill21.   

 Assisted community members to participate fully in NHS Forth Valley’s Annual 
Review process. Working in partnership with the Patient Relations Team and by 
providing communication support enabled individuals to express fully their opinions. 

 Initiated a “data form” to support the interpretation and translation provision to collect 
ethnicity details for those utilising the service. 

 Initiated an “appointment reminder” service for those utilising Interpretation and 
Translation. This has led to a reduction in DNA’s; in 2017 a report will be complied to 
enable this information to be reviewed in more detail. 

 Identified a one telephone number, 24/7 contact for Interpretation and Translation.  
 Supported managers and staff relating to reasonable adjustments and equipment 

support provision. 
 In partnership with our Health Records Team we have reviewed how to collect 

information relating to “language spoken” and if “interpreter is required” as well as 
any “communication” or “access” need for those who may have a disability within our 
TOPAS systems. This project will continue to be reviewed regularly and progress 
highlighted as part of our tackling inequalities work. 

 Developing in partnership with Stirling University, a Deaf BSL Tutor, a Deafblind 
Tutor and an Interpretation specialist an intensive week long Sensory Impairment 
module. This will be trialled during 2017 with semester nine mental health students. 

 
 
 
 
 
                                            
21 Know where to go to when you are ill ‘Know where to go to when you are ill’ (BSL Version) 

http://nhsforthvalley.com/health-services/know-who-to-turn-to-when-you-are-ill/#bsl
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Future Actions 
Implementation of BSL Act 2015 (Scotland) and continued communication support to be 
2017-21 outcomes to be developed.  
 
Measure: BSL Plan will be implemented locally and action plan created. 
 
Activity: NHSFV will work with BSL National Advisory Group and take advice from the 
network. Community engagement opportunities will be made available to Deaf BSL users 
and to Deafblind people who require communication support, enabling discussion on how 
the BSL Act (Scotland) will be implemented in Forth Valley. 
 
Outcome: People will be able to access appropriate interpretation and communication 
support for all health journeys. The above will not be a separate outcome for NHS Forth 
Valley but will be mainstreamed into existing practice. 
 
Case Study 1: Meeting the General Duty: meeting different needs includes (among other 
things) taking steps to take account of disabled people’s disabilities.  
 
We offer dedicated support for patients with learning disabilities in hospital to ensure they 
receive high quality services, real choice and control over their care. The following 
demonstrates through our learning disability liaison nurse, acute services staff and service 
users and unpaid carers working together we can ensure that support and positive action 
can be put in place to ensure that people with a disabilities journey can be barrier free. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 

Young man (29) ADHD, Autism and Tourettes – SURGICAL Treatment at Forth Valley Royal Hospital - 
Mother contacted NHS Forth Valley Learning Disability Liaison Nurse when her son received an appointment 
for surgical investigation which required him to have an anaesthetic. Liaison Nurse able to alert pre-op who 
identified that they didn’t need to see the patient; his mother came in for the appointment and gave them the 
relevant information thereby saving any distress to the patient. Nurse liaised with consultant psychiatrist to 
identify if there were any bloods needed from the patient as he is on an atypical antipsychotic drug and he is 
very unwilling to have bloods taken normally. List identified of what was required and blood bottle labels printed. 
 
Discussions held with the dental department who were able to arrange with the surgeon to have a look at 
patient’s teeth whilst he was under anaesthetic. Section 47 Adults with Incapacity Certificate signed for the 
procedures. As the patient knew the liaison nurse well but can be difficult to get in to the hospital at times the 
nurse collected him and his mother from home on the morning of his surgery. He was taken through the hospital 
using a quieter route to the day surgery unit. Nursing staff at ‘Day Surgery’ gave the patient, mother and nurse a 
place to sit away from everyone else in the department so that it was quiet and they were able to settle him 
easily. 
 
When his bed was ready they went round to his room, the nurse brought the pre op medicine, which the patient 
took with no difficulty. The medication can take quite a while to work and because patient was in a single room it 
was easy to keep him entertained and settled until he became sleepy. Mum and liaison nurse were able to go 
with the patient to theatre and waited with him until he was anaesthetised. This also reassured Mum that he had 
not been distressed at any time. 
 
During the surgery the liaison nurse and Mum went to the canteen, the dentist came round to them and stated 
that some dental issues had been identified and needed to be fixed and that they wanted to go ahead with this 
whilst he was sleeping. This was agreed to be a sensible plan. Mum waited back in the room for him, he was 
given plenty of time to recover in the Day Surgery Unit prior to being discharged. The bloods identified that the 
patient had an elevated blood sugar, which is now being controlled by diet 
 
Outcome: Patient received treatment with reasonable adjustments made throughout the patient journey. The 
surgeon was been able to examine and treat the existing wound: None of this could have been undertaken 
without anaesthetic. Diabetes identified and managed by diet, patient’s teeth are in good order and not causing 
pain and the blood results also show that his atypical antipsychotics are not causing him harm.  
 

Involved staff and departments – Learning Disability Liaison Nurse, Pre-Op staff, Consultant Surgeon, 
Anaesthetist, Day Surgery Nursing staff, Theatre staff, Dental Department staff, Consultant Psychiatrist. 
 

NHS Forth Valley would like to thank the family for agreeing to the use of this case study. 
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Case Study 2 : Meeting the General Duty: (advancing equality of opportunity) involves, in 
particular, having due regard to the need to: Remove or minimise disadvantage suffered by 
people due to their protected characteristics; Take steps to meet the needs of people with 
certain protected characteristics where these are different from the needs of other people. 

 
 

 
 
“Getting to know me” - Since January 2016 there are 3200 ‘Getting to Know Me’ 
documents in circulation. All staff are encouraged to transfer the completed document into a 
folder, along with photographs (and any other helpful information) and have this available at 
the individual’s bedside with their permission.   
 
Since March 2015 approximately 800 staff has had education and awareness sessions on 
the use and benefit of this document. Staff include; housekeeping staff, Scottish Ambulance 
Service, Healthcare Assistants’, Staff Nurses and Allied Health Professional as well as if the 
patient is transferred to another area including long term care. Biannual visits to the carers 
centre allow open discussions and feedback. 
 
On one occasion when a carer identified that they had found it difficult to know which 
information to include a home visit was provided. This meant the family were in their home 
surroundings and felt comfortable to have open discussions. The information was then 
compiled and returned to the family within 24hrs ready for them to utilise at next clinic/ 
inpatient visit.  See Patient Story (waiting on link going online)  
 
This publication highlights key information about the individual but also informs staff and 
others about whom and what is important to our patients, families and unpaid carers. This is 
encouraged to be kept at the patient’s bedside so that everyone who is in contact with the 
patient is aware of what is important to the person. 
 
From an Equality and Diversity perspective this would give patients the option to highlight: 
 

 Indication of who knows them best - could be same sex partner 
 What is important to them – could be their cultural identity 
 Information on the individuals life so far – would be free text and reflect what is 

important to them 
 I would like you to know – that the person has a wig and doesn’t wish to go out 

their room or be seen without it.  
 
From evaluations completed to date this publication for staff and families has proven to be a 
success. An initial training session with Dementia Champions on embedding Equality and 
Diversity and Human Rights into ‘Getting to Know Me’ was completed in January 2017, 
which proved to be a thought provoking session. 
 
Action 2017-21 - Enhance the use of ‘Getting to Know me’ in relation to equality and 
diversity via staff training and working with local diverse communities about the benefits of 
this resource. 
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Case Study 3 – Meeting the General Duty: meeting different needs includes (among 
other things) taking steps to take account of disabled people’s disabilities  
 
‘Human Right Based Approach’ 
 

 
 
Healthcare Team in HMP Glenochil – Proving care for long term conditions 
 
The Healthcare Team in HMP Glenochil provides outstanding care for patients with a wide 
range of long term conditions, including palliative care in a very busy, complex and 
challenging environment.  
 
Further to a significant review they have worked with Scottish Prison Service (SPS) 
colleagues to review service provision and undertake joint training to ensure continuity of 
care. They have successfully adapted the services and support available to meet the 
changing needs of the prison population which is now made up of many older, physically 
frailer men. The healthcare team consist of nursing, allied health professional, addiction and 
medical staff, supported by the wider health team in NHS Forth Valley.  
 
The key objective of the team is to ensure that prisoners have access to the same 
standard and range of healthcare as the wider community as it was evident that with the 
changing population within HMP Glenochil, healthcare staff were increasingly having to 
deal with health issues that they had not encountered before.  
 
Example of actions taken: 
 

 Forged close links with the NHS Forth Valley Palliative Care Team and Macmillan 
Cancer Care to access training resources and support. This ensures that 
prisoners/patients are cared for with dignity and compassion at the end of their lives 
and have access to the same high level of medical and nursing care as the rest of 
the general population.  

 Evaluated and created appropriate accommodation for delivering high quality 
healthcare.  

 Workforce structure & redesign of services evaluated and changes commenced.  
 Development of a Rehabilitation Support Worker was introduced.  
 Accommodation was transformed to meet the health needs of patients including: re-

design a number of cells to allow prisoners to use hospital beds, hoists and 
wheelchairs showers were adapted to allow those with a disability easier access with 
hand rails, ramps etc. 

 A number of training initiatives were identified & provided for both NHS and SPS 
staff. 

 Range of training put in place to enhance staffs skills and service delivery. 
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An example of the impact the results had: 
 
Services for older people and those with long term conditions have been transformed.   
 

 Staff developed new skills providing a wider range of services/ support.   
 Range of training completed by staff including: 

o Non-medical prescribing advanced clinical examination, low intensity 
psychological therapies, palliative care and dementia training. 

o Dementia trainer in place for healthcare assistants  
o Sage and Thyme training provided to all grades of staff on how to listen and 

respond to patients who are distressed or concerned.  
o Training provided jointly to SPS and NHS staff: training is designed to prevent 

falls in older people and is led by both staff groups.  
 Second Rehabilitation worker proposed 

 
Patients at end of life now have the opportunity to complete advanced care plans in which 
their wishes are documented and respected. Weekly ward rounds take place in the halls 
where the older people reside with the GP and member of the primary care team reviewing 
all patients. SPS staff are involved in all the ward rounds to ensure a holistic care approach 
is taken.  
 
The changes have made a huge difference to prisoners. In the past all prisoners who were 
dying were transferred to an acute hospital prior to death.  Until recently, there had never 
been a “planned death” in a prison. Many of the patients in the healthcare teams care look 
upon the prison as their home, due to the length of their sentences.  
 
Earlier this year a patient voiced a request to die in prison rather than being transferred out 
to hospital. 
 
A great deal of planning took place by both NHS and SPS. This was a new concept for SPS 
staff and agreement had to be obtained from SPS staff at a senior level to allow this to 
occur. The patient completed an Anticipatory Care Plan and his wishes taken into 
consideration; this would include all aspects of individuals protected characteristics. 
 
Support was provided to healthcare staff by the NHS Palliative Care Team and Macmillan 
Cancer Care. Arrangements were made to allow access for community staff overnight and 
agreement was provided by SPS to permit the use of a syringe driver pump, if required. 
 
Outcome: These innovative developments have resulted in improvements in service 
provision to those patients presenting with long term conditions and complex care needs. 
Furthermore, where possible people have equity of access to services and care whether 
within a community environment of within prison services.  
 
In recognition for their work and benefits to patients needs staff won the Scottish 
Health Awards 2016 - Integrated Care for Older People Award. 
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Improving Health of our Communities 
 
Throughout the year, NHS Forth Valley continued to develop and improve a wide range of 
services for patients and their families. This section highlights a number of the key 
developments taken forward across the organisation during 2015/16 with several caring 
forward for years to come. 
 
Further information can be found NHS Forth Valley Summary of Health News and 
Developments 2016’ http://nhsforthvalley.com/wp-content/uploads/2014/01/Annual-
Report-2015-2016.pdf22 

 

The following are some examples of work completed within NHS Forth Valley to not only 
improve the health of our diverse communities but also put in place to enable people to 
have control over their own health and well being. 
 
Social Network Analysis – HIV Prevention and Support Opportunities for Africans in Forth 
Valley Dec ‘1523 

 
 

 
Africans living in Forth Valley are now getting help in a joint project between staff from NHS 
Forth Valley and Waverley Care, Scotland’s HIV and Hepatitis C charity which aims to raise 
awareness of HIV and reduce transmission of the virus. 
 
The need for the new service comes in response to an assessment and report by NHS 
Forth Valley which identified improved engagement with African communities as a key aim 
of its HIV prevention strategy for the years ahead. Staff from Waverley Care travelled to the 
sexual health clinic at Falkirk Community Hospital for the launch. 
 
NHS Forth Valley Consultant in Genito-Urinary Medicine and HIV, Dr Kirsty Abu-Rajab said: 
“Key issues for people from African countries include late diagnosis of HIV, and isolation.  
 
A needs assessment  by NHS Forth Valley, carried out in partnership with HIV Scotland , 
suggested that a coordinated response was required to engage with Africans living in Forth 
Valley, using culturally sensitive staff and engaging with organisations in touch or working 
with Africans. 
 
Information from findings has been used to inform future service delivery and will be 
beneficial in the baseline being completed to meet Outcome 5 
 
 
 
 

http://nhsforthvalley.com/wp-content/uploads/2014/01/Annual-Report-2015-2016.pdf22
http://nhsforthvalley.com/wp-content/uploads/2014/01/Annual-Report-2015-2016.pdf22
http://nhsforthvalley.com/working-with-african-communities-in-forth-valley-to-reduce-hiv/
http://nhsforthvalley.com/working-with-african-communities-in-forth-valley-to-reduce-hiv/
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Fighting Flu 
 
In September 2015, a new Immunisation Team was created to support 
the roll-out of the national flu vaccination programme. Continued efforts 
were made to encourage people to take up the offer of a number of key 
vaccinations during the year 2015/16 
  
Over the course of three months, the Team vaccinated around 24,000 primary school pupils 
across Forth Valley. The majority of clinics were carried out during school hours with all 
children being offered the vaccine in the form of a nasal spray.  The programme was 
delivered in collaboration with the three local authority education departments. Around 
8,700 pre- school children aged between two and five years of age were offered the nasal 
form of the vaccine by their local GP Practice.  
 
The childhood flu immunisation programme is an extension to the existing annual flu 
vaccination which targets people aged over 65 or those under 65 with chronic illnesses 
which can make flu much more dangerous. 
 
These include people with heart disease, chest complaints such as bronchitis, 
emphysema or asthma, chronic kidney failure, cystic fibrosis, lowered immunity due to 
disease or treatment, diabetes or liver problems.  
 
Pregnant women and unpaid carers are also eligible for vaccination. Peoples diversity 
needs were taken into account during the vaccination programme. During the 2015/16 
campaign NHS Forth Valley again achieved a higher uptake of the flu vaccine by over 65s 
(77%) and unpaid carers (60%) compared with Scotland as a whole. 
 
Supporting People to Stop Smoking 
 

Hundreds of people sought help from NHS Forth Valley’s Stop Smoking Service and local 
pharmacists during the ‘Stopathon Campaign’, which encouraged smokers to come forward 
and sign a pledge to quit by National No Smoking Day on the 9th March 2016.  
 
The Campaign also saw local Stop Smoking advisers visit workplaces across Forth Valley 
to offer one-to-one support and free nicotine replacement products.  
 
Specific work was completed with the Polish Community to encourage methods in which to 
‘Stop Smoking’ by the smoking cessation service and the Disability Team with positive 
results. Many others also signed a smoke free home pledge to help protect their children 
and pets from the harmful effects of smoke. 
 
Weight Management – Supporting BSL users & wider community 
 
NHS Forth Valley Disability Service in partnership with Forth Valley Sensory Centre and 
Slimming World developed a weight management class which is fully accessible to all and 
held within the sensory centre on a weekly basis.  
 
The class provides a BSL interpreter, information in large print or in audio and has team 
leaders who have received sensory impairment training. The class is open to the general 
public and very well attended, increasing opportunities for integration of sensory impaired 
and non-sensory impaired people. Passive learning takes place as those attending witness 
how alternative communication means are provided. This has been a successful test which 
will be continued on a more permanent basis.  
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Section 2 – Meeting our Equality Outcomes 2013-17 
 
 

 
Members of the Falkirk Young Carers Group 
 
 
 
 

 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

The following section is a summary of the progress made in meeting our 2015 – 2017 
Equality Outcomes. These reports reflect: 

 Measures in place 
 Activity completed 
 Outcome achieved 
 Future action if required. 

 
Link to NHS Forth Valley Equality Annual Reports  - during 2013-16 
http://nhsforthvalley.com/about-us/equality-and-diversity/ 
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2.1       Balance Score Card Summary of NHS Forth Valley Equality Outcomes 2013-17 
 

 
1.Long term Outcome: Within NHS Forth Valley, everyone has the best start in life and is able to live 
longer and healthier lives 
LGB &T, Disabled, ethnic minority and people of various ages have a positive experience of services 
that are equality informed and are sensitive to their diverse needs and potential impact of 
discrimination. 
1.1 G 1.2 G 1.3 C 
 
Long term NHS Outcome 2: Within NHS Forth Valley everyone has a positive experience of health 
care.   
EQUALITY OUTCOME 2a:   NHS Forth Valley promotes and delivers on patient centred care and will 
meet best practice standards in relation to equality and diversity. 
2.1a G 2.2a G 2.3a G 
2.4a C 2.4a cont G 2.4a cont C 
2.5a G 2.6a  G 2.7a G 
2.8a C  
 
2. b All healthcare developments, polices and plans are informed by information on profile/protected 
characteristics of patients in the community 
2.1b A 2.2b A 2.2b G 
 
2. C NHS Forth Valley is equitable in the way it employs and supports its workforce.   
2.1c G 2.2c C 2.3c P – review 2017 
2.4c C 2.5 G  
 
Outcome 3: Within NHS Forth Valley, people are able to live well in the community 
Outcome 3a People in Forth Valley are confident that diversity is respected; discrimination challenged 
and actively encouraged to report hate incidents motivated by malice or ill will based on racism, 
religious bigotry, homophobia, transphobia and disability related discrimination 

3.1a G 3.1a cont C  
 
3.b In collaboration with partner agencies, NHS Forth Valley will improve the early identification of 
women and men experiencing Gender Based Violence within local health services; particular focus on 
A&E, Mental Health, Substance Abuse, Community Care, Sexual Health and Women and Children’s 
Services. 
3.1b G 3.1b cont A 3.1b cont C 3.1cont G 
3.1b cont G 3.1b cont A  
 
3.c NHSFV Employees (women and men) affected by GBV, including those with protected 
characteristics, are confident that they will receive support in the workplace and improved safety, 
health and well-being 
3.1c G 

Code Detail Description 

R Red Fail to progress 

A Amber Slow to progress 

G Green On target 

P Pending Not yet started 

C Completed Project complete 

0 Ongoing Ongoing development 
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2.2 Outcomes Report 2015-17 
Equality outcome 1:  LGB &T, Disabled, ethnic minority and people of various ages have a positive experience of services that are equality informed 
and are sensitive to their diverse needs and potential impact of discrimination 
No: &  Actions taken 
1.1 Measure: All Agenda for Change graded staff will complete Equality and Diversity Training on a 3 year basis 

 
Activity completed:  

 Improved staff awareness on equality issues, patient needs & improvement in practice. 
 5915 staff complete E&D e-learning module – this is monitored via Personal Development Plans 04/13 – 11/16 
 EQIA process in place which ensures that services are provided in where direct or indirect discrimination is assessed against the general duty 

and actions put in place to prevent same 
 National programme of PREVENT training in place for staff to support vulnerable people from being radicalised. 

 
Outcome: Staff have increased confidence in recognising & responding to the needs of people from the respective protected characteristic groups 

1.2 Measure:  Reports available on campaigns delivered; service users aware of their personal responsibility to have smear tests and those relating to 
their age/gender etc completed 
 
Activity completed:  

 Campaigns delivered, service data demonstrates increased uptake of screening i.e. Cervical testing of lesbian women 
 Developed inclusive & targeted preventative healthcare messages for LGB including why NHS ask about sexual orientation and information on 

screening services. Displayed in a range of areas including GP’s, Pharmacies and disseminated via local LGBTI Steering Group. (seen as best 
practice nationally) 

 NHSFV Health Promotion materials developed and in place to inform service users about their responsibility to have a range of screening 
completed. This includes information for people with a disability, whose first language not English, Sexual Orientation 

 Discussions held with NHS Health Scotland (Sept ember 2015) informed about meeting the needs of women regardless of sexual orientation to 
have smear testing completed, however national data sets do not collate information on profile of people having smears tests 

 NHSFV Disability Service & NHS Health Promotion - Smoking Cessation Team worked with local Polish community re stopping smoking.  The 
project commenced in October of 2015 with communities engaged in process. 

  
Outcome: All national cervical screening reminder letters and booklets sent to women’s homes specifically highlighted the need and reasons for 
lesbian women to have a smear test completed thereby giving ownership to respective individuals to have their health care needs met.  
 
Future actions:  Longer term plan is to widen the support for people with a Sensory Impairment that may require additional support to stop smoking to 
access an already established clinic or to attend a clinic that has been set up specifically in the Sensory Centre in Camelon 

1.2 
cont... 

Measure:  Men’s Health Programme in place 
Activity completed:  

 Programme in place : report available on changes made 
 Staff delivering programme have completed training on Gender Based Violence, Harmful and Traditional Practices as well as ongoing gender 

and health specific training programmes 
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Outcome: The Men’s Health Program is now mainstreamed into the Keep well programme. 
o  Keep Well continues to provide a health improvement service that is gender sensitive. Men account for 50% of all users of this service 

with most of these men living in areas of relative deprivation. 
 During the period of the report 6,000 men have attended the service 
 From August 2015 risk assessment and if required testing for blood born virus was included within the Keepwell process – during this time 151 

tests were completed with men aged below 40 being the highest risk group identified. 
 Staff confident in recognising and responding to Gender Based Violence 
 

Activity completed: In 2015 a pilot project was completed aimed at enhancing the reach of Keepwell through partnership working with Healthy 
Working Lives. This project provided workplace Keep Well health assessments with the aim of recognising opportunities for health improvement as well 
as identifying those at risk of preventable ill health (including those with undetected chronic disease) and providing effective therapeutic engagement, 
goal setting and individual support which deliver on health outcomes.  
 
Outcome: Results identified 

1. Twice as many men (59) than women were seen. 
2. Most were men in manual or lower income work 
3. Significant early health issues were identified particularly in the men who participated with health improvement interventions put in 

place for those at risk. 
 Keep Well and HWL working in partnership to provide the Keep Well model of primary anticipatory care within the workplace proved successful not 
only in terms of reach (particularly with men) but also in providing significant health gain for those employees that took part. 

1.3 Measure: Transgender Protocol in place 
Activity completed: 

 NHS Forth Valley follows NHS Scotland Adult Aesthetic Referral Protocol and NHS Scotland Gender Reassignment Protocol as per NHS 
Health Scotland Guidance. 

 Information on policies etc made available on NHS Board public website 
 Transgender Etiquette in place and reviewed 
 NHS Scotland Audit Protocol in place. Information also provided to the public about the arrangements in place within NHS Forth Valley as well 

as where to obtain additional support and advice: 
o http://nhsforthvalley.com/health-services/public-health/transexual-and-sex-change 
o http://nhsforthvalley.com/about-us/equality-and-diversity/protected-characteristics/gender-reassignment 

 Transgender Etiquette reviewed and amended with support from Scottish Transgender Alliance 
 NHS staff transgender e-learning training in place plus NHS NES Training developed and in place designed by NES and Stonewall with input 

from NHSFV in design etc. Face to face training delivered when required 
 Guidance developed by Sexual Health and Local Authority partners to support young people transitioning in schools (November 2016) 
 NHSFV HR Gender Reassignment Employee Protocol and Guidance in place. Training delivered to support same. Evaluation completed with 

positive outcome 
Outcome:    

 Staff are confident in meeting the needs of service users or colleagues who have/are transitioning 

http://nhsforthvalley.com/health-services/public-health/transexual-and-sex-change
http://nhsforthvalley.com/about-us/equality-and-diversity/protected-characteristics/gender-reassignment
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 Guidance used to inform practice in NHS Forth Valley now used in several other NHS Boards 
 Face to face training completed: 84% staff, said they would know where to go for further advice and support. 93.5% felt that as a result of the 

training they were aware of their moral and legal obligations in which transgender identity is set. 93.55% said they would recommend this 
training to others. 

Future Action: Carry forward outcome to 2017-21 People who have reassigned their gender are not discriminated against in our services either as 
service users or as employees 

1.4 Measure: NHS Forth Valley web site can be accessed as an App on mobile phones to ensure ease of access to information, advice and 
support 
 
Activity completed:     

 Further to active involvement with younger members of our community NHSFV web app now available and is accessible by members of the 
public and staff with smart phones 

 System evaluated by a range of people including schools and young carers with positive outcomes. 
 Media campaign completed to inform public about resource as well as information to specific equality groups 
 ‘App’ can be accessed by people with a hearing impairment easily on their phone so no telephone calls required for information, contacts etc. 

People with visual impairments can use the system via existing technology available on their phones. 
Outcome: Information is now available in a format which meets the social media preference of people.  
Young people have highlighted during discussions and workshops the benefits of this information in this format. It has supported them in not only 
contacting services but also in obtaining information regarding healthcare needs in their preferred format. 

1.5 Measure: Information in place to support communities to make best use of current services available, thereby enhancing direct patient care and 
preventing inappropriate use services   
Activity completed:   

 Leaflets developed, available online both in English and nine other languages for members of the public. All people attending who have English 
as a Second and Other Language classes (ESOL) are offered and materials to support them to access appropriate services. These can also 
be downloaded at NHS Forth Valley Services. 

http://nhsforthvalley.com/health-services/know-who-to-turn-to-when-you-are-ill/  
 Information sheet available for communities identifying correct use of existing NHSFV services incl Acute, GP, Pharmacy, Out of hours, 

dentists, emergency services and NHS24 
 Information designed in plain English to ensure it meets communities needs 
 Information available in nine languages 
 Information cascaded through community groups including Muslim Women’s Groups and Disability Forums and is available on web site for 

down load. 
 

Outcome: People are aware of alternative services available to support their healthcare needs out with existing GP and A&E services. This will prevent 
delays in accessing support and ensure people can access services which meet their needs. Evaluation/Feedback from Public Partnership Forum 
members has been positive.  

 
 

http://nhsforthvalley.com/health-services/know-who-to-turn-to-when-you-are-ill/
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No: Action taken 
2.1a Measures – Patients and unpaid carers can readily access services and report positive experiences.  

Activity completed – Review carried out to measure if there have been more of less complaints/concerns raised about access to services and 
if there has been an increase in the number of positive experiences received.  
Outcome - Increase in positive feedback relating to access to services and reduction in complaints. 
NHS Forth Valley Patient Feedback, Comments, Concerns and Compliments Report 2016 

2.2a Measure – Feedback, comments, concerns and complaints from service users or others, reflects where possible specific actions taken to 
enhance people with protected characteristics care. 
Activity completed – Enhance theme work to capture gender and age group.  New processes in place to track and pull this information.  
Outcome – Breakdown of themes being developed: Ongoing review to be completed on themes emerging from complaints as use these to 
inform practices.  

2.3a Measure - Evidence in place which demonstrates that NHS Forth Valley involves and consults with the public by giving them the opportunity to 
inform or monitor our actions in an equitable way. 
Activity completed – We have a number of user groups to support patients/families/unpaid carers to inform services, this includes working with 
patients and families to support patient with Parkinson’s to inform and improve services.   Cancer Users Group, Maternity Users Group, 
Prisoners Health Group, Neurological Group 
Outcome – Meeting the needs of our patients and the implementation of the Patient Rights (Scotland) Act 2011. Reduction in complaints and 
increase in feedback.   

2.4, 2.6 & 
2.7a 
 re translation 
& 
Interpretation 
amalgamated 

 Measure:  
 People will receive a safe, high quality interpreting and translation service  
 Systems in place to identify particular needs including community language and sensory impairment prior to appointment being sent out 

from NHSFV both acute and primary healthcare areas. Including ‘Sci Gateway’ and Topaz systems. 
 Statistical evidence of those utilising interpretation and translation and from which demographical areas of Forth Valley will be available 

 
Activity completed:  
 Review completed on interpreting, translation and communication support arrangements for languages other than English. 
 Put into operation a development plan including processes for booking appropriate interpreters and recording of generic translated 

materials. 
o System now streamlined 

 Reviewed Interpretation, translation and communication support arrangements for hard of hearing, Deaf and Deafblind people.  
o System now streamlined 

 Singular hub in place allows for better flexibility and governance to take place, with continual monitoring of all health appointments across 
Forth Valley within a live system. 

 Staff and patients have a direct telephone contact and email address for the service. All appointments for interpretation or translation are 
made via these routes. 

 Increased usage of interpreter services : Positive evaluation of services received 

file://antonine.local/nhsfv/home%20folders/Lynn.Waddell/Equality%20reports%202017-21/Mainstreaming%20Report/nhsforthvalley.com/wp-content/uploads/2014/01/Feedback-Comments-Concerns-and-Complaints-Annual-Report-2015-–-2016.pdf
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 NHS Forth Valley Disability Service has created a service user directory, this directory provides details of: 

o Language required 
o User address details 
o User contact details 
o Family connections 
o Particular considerations required for appointment processing 

 Staff Training module in place and further work being progressed for on-line eLearning module for spring 2017 
 A Staff Handbook relating to Interpretation and Translation has been designed and distributed to support the use of this service and to give 

staff advice regarding appropriate service, usages etc 
 Interpreters trained in Gender Based Violence (GBV), Literacy issues, working with speech and language services 
 Patient’s records and referral systems identify people’s additional needs incl. communication. 
 
Outcome’s:  
 Robust and responsive Interpreter Service in place meeting both staff and  service users’ needs and  ensuring high quality service delivery 
 NHS Forth Valley Disability Service has a ‘live’ visual picture of all interpretation appointments taking place across Health Provisions in 

Forth Valley. Staff or managers can check details on all bookings relating to their service via the hub telephone number. This system also 
details cancelled appointments, Do No Attends and over-running appointments. These details allow us to support staff and service users 
and ensure financial accountability. 

 Increased usage has been identified with growing service user numbers, in 2013 there were 205 users registered; now in 2016 there are 
2894 people registered. Assignments undertaken by Interpreters increased from 4012 in April 2014 - March 2015 up to 5272 for the same 
period 2015 - 16 for those requiring minority language translations. 

 For British Sign Language, Deafblind Manual and Deafblind Guide Communication the number of service users remains similar across the 
last few years with 243 people registered and the average annual appointments undertaken being in the region of 2464. 

 Interpretation Policy has been updated, booking Flow Charts and Staff Handbooks have been issued across the organisation 
 Staff are more confident in requesting an interpreter to meet people’s needs and record when interpreter provisions are refused by a service 

user and the reason why. 
 Interpreters are aware of the role they play in interpreting at GBV situations. 
 
Future Actions 
Implementation of BSL Act (Scotland) and continued communication support to be 2017-21 outcomes to be developed.  
Measure: BSL Plan will be implemented locally and action plan created. 
Activity completed: NHSFV will work with national NAG Group and take advice from the network. Community engagement opportunities will 
be made available to Deaf BSL users and to Deafblind people who require communication support, enabling discussion on how the BSL Act 
(Scotland) will be implemented in Forth Valley 
 
Outcome: People will be able to access appropriate interpretation and communication support for all health journeys 
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 Appropriate use of Telephone Interpreting Services 
Measure: Language Line Telephone Interpreting available in Pharmacies to enhance direct patient support re minor ailments, patients to take 
ownership for own care and reduce wait and attendance at GPs. 
 
Activity completed:   As part of the launch of the Interpretation and Translation Policy and Staff Handbook, information is included regarding 
how to access and utilise language line. Training will be made available on use of language line to services wishing support, all directorate 
areas now have an individual ID code linking to their specific area. This will allow targeted training to those utilising service and to make contact 
with those who are not and address any needs they may have.  
 
Outcome: People can get information in their preferred language at time of need. Prevents people from having to access other services when 
information or support from Pharmacy staff is suitable 
 
Future Actions: ongoing review completed 
Measure: Evidence demonstrates the right of individuals and groups to hold religious and non religious beliefs without experiencing 
discrimination.  
Activity completed: Process in place to inform patients/families how to access spiritual services.   
Outcome: All patients have access to a spiritual care lead for the religion of their choice.  
Future Actions: Guidance developed for care areas to support individualised patients care needs and evaluate 2017/18 

2.5a Measure: Gypsy traveller community are equally informed about NHSFV services. 
Activity completed: The Health Visitors at Meadowbank Health Centre liaise with the Travelling Persons Officer (TPO) on a regular basis.  
This relationship has proved invaluable to support travelling families with children under five years as TPO will direct the families to staff and will 
alert NHS to the children arriving on site.  
 
(i)Issue: Gypsy traveller community having problems registering with a GP 
Outcome: Health Visitors facilitates GP registration and support with the required documentation for families with pre-five children.  System in 
place to liaise with the midwives when required and promote enrolment at the local nursery 
 
(ii) Issue: Missed health appointments for children due to the appointments being delivered to the wrong pitches on site was resolved by the 
TPO and the Post Office being made aware of the problem. 
Outcome: Health Visitors proactively contacted Travelling families to alert them to appointments as they may be out of the area and not 
received postal appointments. 
 
(iii) Issue: Travelling children can also miss out if referred to health services such as Occupational therapy as they may remain on waiting lists 
or be discharged as they are not in the area when appointments become available.  
 
Outcome: Health Visitors have alerted Allied Health Professionals and others to the issue and duplicate appointments can be sent to the 
Health Visitor. 
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(iv) Issue:  Literacy issues arise often with Travelling families  
Outcome: Travelling families are given support by Health Visitors with Healthy Start applications and seek ways to promote health other than 
written information. Support also given via adult education in Stirling and Clackmannanshire. Approximately five referrals were also made via 
Keep Well programme.  
 
(v) Issue: Staff worked with community to identify ways to manage the increased risk to babies in the Travelling Community of cot deaths as 
infants commonly co-sleep with parents and siblings when their crib is outgrown.    
 
Activity to date: Lack of space for a cot for an infant has led Health Visitors to suggest the use of Travel Cots in order to reduce the risk and 
the Travelling Community has responded well to this advice; travelling community supportive in development of this guidance.  Health Visitors 
deliver advice to all new parents about the risk factors for the Sudden Unexplained Death of Infants but additional actions to be taken in relation 
to supporting/informing Gypsy traveller community. 
 
Future action: Most detailed information is written; need to use other methods to deliver this information and advice effectively to support those 
with literacy issues; additional work required with communities to ensure publication/information meets their respective needs. 
 
(vi) Issue: Integrated Mental health services from Clackmannanshire recognised that they were receiving a lot of referrals from the travelling 
community in their area and raised the issue with HP and Keep Well services. 
It was decided to hold two sessions per month at the Clackmannanshire travellers’ site for members to contact health professionals. 
Issues raised were of a social nature, benefits, court appearances, rent arrears, relationship problems education to name a few. 
 
Outcome: NHS staff engages with travellers around identifying their health need and signposting to relevant services. This work continues on 
an ongoing basis and is part of the staff remit; the staff have also been effective in working across partnerships and NHS services for the benefit 
of the travelling population, who are now more aware about asking for services.  

2.8a Measure: Gaps in service provision to BME communities in relation to sexual health identified and addressed 
Activity completed :  

 Engagement targeted to local people of BME communities, to ensure accurate information on local sexual health and Blood Borne 
Virus (BBV) service provision and its accessibility.  

 Deliver a one page leaflet (available in different languages on request) on sexual health services which will include; 
o Access to specific sexual health services and the services provided by primary care and pharmacy 
o Where to access BBV testing, condoms, contraception 
o Information on the cervical screening program 

Action completed:  
 Information leaflet on the services and support provided by the team have been made available in a range of local languages and 

disseminated via a range of channels. Main languages are Hungarian, Lithuanian, Mandarin, Urdu, Russian and Polish. 
 NHS Forth Valley sexual health and BBV needs assessment completed to support the above including specific actions for BME 

Communities. 
 Support workers from Waverley Care –worked to identify and engage with the African Community in Forth Valley.  

 They attended a number of meetings/events, provided workshops on HIV, Sexual Health and stigma and utilised Sexual Health 
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Knowledge and attitude questionnaires prior to and after interventions to identify increased knowledge 
 This input was extremely well received and produced some positive feedback. The full published report can be found at   

www.waverleycare.org/about-us/publications-and.../reports/ 
 Information submitted to Muslim Women’s Rainbow Group April 2016 & Gypsy traveller groups  regarding access to sexual health 

services 
 Barriers identified re access to services access and actions put in place to potentially prevent inappropriate contact with other services 

for example, the emergency department. – training undertaken within the general hospital and dental setting to raise awareness around 
stigma and patient experience 

Outcome  
 Communities’ have information to enable them to make an informed choice about their health, and support required therefore the 

delivery of patient centred care. Interpreter services available  
 Dry Blood Spot (DBS) testing has commenced in community groups reflecting in an increased numbers of at-risk individuals being able 

to access testing for Hepatitis B & C and HIV 
 Increased usage of sexual health services from range of Minority groups 
 Fast track referral process in place this includes access for Community Alcohol and Addictions Services and Looked After Children 

 
Future Actions 
Equality outcome in regards to sexual health identified for 2017-21 

 
No: Action 

2.1b Measure: SMR Returns regarding patient ethnicity are completed and increase in recording noted 
 
Activity completed:    

 Training delivered to over 50 staff Medical Records Team; staff now aware of importance of collating information 
 Guidance designed by medical records team for staff usage 
 Proforma in place to identify categories within Acute reception areas 
 Leaflet developed informing people why we ask and benefits from same; available in key languages 
 2016 - 98% recording identified in Emergency Department 
 2016 - 98% noted in Women and Children’s services 
 Acute services SMR01  Inpatient and day care recorded    April 2013 was      50.5%       August  2016  69.4% 
 Acute services SMR00 Outpatients  recorded                      April  2013 was    52.5%        August  2016  68% 
 GP’s requested to record at source but due to capacity issues felt this was not achievable; only completed on new patients 

Outcome: Approx 17% increase in recording of patient’s ethnicity 
Future Actions: Continue to work with teams to identify methods in which to record patient’s ethnicity. Identified as 1:4 priority areas for services 
during 2017-21 
 
 

http://www.waverleycare.org/about-us/publications-and.../reports/
http://nhsforthvalley.com/about-us/equality-and-diversity/


65 
 

2.2b Measure: Data recorded data on LGB &T and other protected characteristics to increase. 
 
Activity completed:    

 100% recording on age and gender 
 Actions to be taken forward to support staff in asking about other protected characteristics 

 
Outcome:   No significant change noted in increase in recording of sexual orientation. Main details held within patients care plans rather than 
accessible from current IT systems. This is a national problem and one that is discussed at NHS E&D Forums 
Future Actions: 

 Identify if fields are in place within electronic systems to record patients other protected characteristics 
 Enhance methods in which we can support communities to understand importance of disclosure and the confidentiality surrounding 

information 
 

2.3b Measure:  National and local evidence available within EQIA on-line tool to support staff to complete EQIA’s 
 
Activity completed: 

 Information online re profile and population  
 SMR Return broken down to Age, Gender & Ethnicity available  
 Disability Service can produce reports on Interpreter usage  
 All reports to Board assessed by respective owners for equality prior to submission.  No adverse impacts indentified to date  
 Discussions ongoing about placing individual EQIA’s on web site as per legislative requirements rather than summary report 
 Census data available for staff 

Outcome: NHS staff have information available to contrast population profile from 2001 – 2011. This information to be used to inform current 
service provision, gaps and future direction of current work completed within NHS Forth Valley 
 
Future Actions: Review information available on web site during 2017-19 
                           - EQIA tool to be reviewed June 2017 
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No: Action 
2.1c Measure 

 Impact assessments completed on recruitment pathway and actions addressed. 
 Recruitment panel staff  have  completed equality and diversity training either face to face or online 
 Staff surveys and imatters programme in place 

Activity completed: 
 The 2015 Recruitment Training Pack provides E&D training for staff on recruitment panels. 
 All HR Policies are EQIA’d prior to publication ensuring that information contained is up to date and reflects current profile of staff as well 

as identification of gaps where relevant. 
 Workforce Strategy has had an EQIA completed on it; no discrimination noted.  
 Electronic Employee Support System (eESS) - NHSFV staff complete the eESS system therefore self identifying their protected 

characteristics. This information is held on a central data base and is used to inform profile of staff, EQIAs’ etc. This information is collated 
and not person identifiable 

 Roll out of iMatters continues, with a full roll out by June 2017. 
 Results from the most recent staff survey show that 62% of our staff thinks that NHS Forth Valley acts fairly and offers equality of 

opportunity with regard to career progression/promotion; this is an increase of 4% from the previous year. 
 

Outcome: NHS Forth Valley has fair, non discriminatory recruitment, selection and employment processes in place. 
2.2c Measure: Equal Pay statement published 

 
Activity completed  : Report available demonstrating any pay gap or gender imbalance 
 
Outcome: Statement in place with revised Equal Pay Statement published in April 2017. 

2.3c Measure ‘Blue Light’ LGBT staff network in place with partner organisations from police and fire brigade 
 
Activity: 

 Guidance given from Stonewall Scotland 
 Information disseminated to staff via pay slips, posters web link etc re potential for LGBT staff network 
 No uptake from same 

 
Outcome: There was no uptake to the “Blue Light” LGBT network.  To be reviewed during 2017-19 
 
Future Actions: Build on linkages with Stonewall and Transgender Alliance to develop submission for Stonewall Workforce Equality Index 2017 

2.4c  Measure: Dignity at Work Policy embedded within the organisation 
 
Activity completed:  

 Dignity and Respect at Work Policy launched in May 2014 along with our organisational values.   
 140 Managers attended Dealing with Difficult People, Avoiding Accusations of Bullying and Harassment and a  
 ‘Managers Toolkit’ for embedding values at team level has been piloted and is now in place. 
 Three staff supported via Dignity at Work Advisors during 2015-16 – there were no cases in relation to Equality & Diversity. 

 

Outcome: NHS Forth Valley has a culture that is inclusive and responsive to current and potential staffs needs. 
 

Future Actions: The Dignity and Respect at Work Policy will be reviewed in April 2017. 
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2.5c Measure: NHS Forth Valley culture is one of openness and promotes positive mental health and wellbeing for staff and reduces the stigma of 
mental ill health. 
 
Activity completed:  

 ‘See Me’ campaign completed with partners from public bodies. 
 Support available to staff via Occupational Health and Human Resource along with employee counselling services. Staff self refer to 

counselling so we would not be aware of input or outcome from sessions. 
 Mental health workplace e-learning package in place.  98 members of staff accessed this e-learning package during 2015/16.  
 Manager e-learning package on managing work related stress risks was launched in September 2016. 
 Analysis of sickness absence completed which showed managers fully complied with the Attendance Management policy. 

Outcome: staff and community members have an increased awareness of See Me, with staff self identifying need to attend Stress Awareness 
sessions. 
Future actions: Equality Outcome for 2017-21 is focussing on Mental Health and Stigma. 
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Equality outcome 3a People in Forth Valley are confident that diversity is respected; discrimination challenged and people are actively encouraged 
to report hate incidents motivated by malice or ill will based on racism, religious bigotry, homophobia, transphobia and disability related 
discrimination 
Measure: NHS Forth Valley staff recognise and record incidents via ‘Adverse Incident Reporting Form’ 
 
Activity: 

 NHS Forth Valley Hate Incident Protocol in place 
 Hate Incidents reported and recorded within NHSFV services  

o 2013    9 
o 2014    14 
o 2015    7 
o 2016    8  

 NHSFV has worked in partnership within the ‘local’ Multi Agency Hate Incident Reporting Steering Group to deliver an area wide partnership approach 
to addressing hate incidents. 

 Social media policy in place regarding Business and Personal Use. 100% staff informed of policy via range of mediums 
 1000 school children and teachers taught about Equality and Hate Incidents 2015 and the impact on health and well being. Evaluation excellent 
 Work completed with LGBT Youth Scotland in enhancing awareness of young people and communities. 
 No Bystanders work completed in partnership with Police Scotland during festive season, focusing on hate incidents, sexual assault and trafficking.  
 Training delivered to staff including NHS Prison staff on reporting and responding to hate incidents 

 
Outcome completed:  People better recognise hate crimes and incidents and feel confident reporting them. Staff are aware and can implement NHS Forth 
Valley Hate Incident Protocol as identified above. 
 
Future actions: Hate incidents to remain as an NHSFV Equality Outcome for 2017-21. 
 
 
 
 
 
 
 
 
 
 
 
 



69 
 

Measure: Increased numbers of staff attending routine enquiry training 
 
Activity completed: 

 NHSFV GBV Steering group in place 
 All health visitors to date have completed routine enquiry training (those off sick or on maternity leave etc will receive training as part of 

refresher programme) 
 All Maternity staff have completed GBV awareness training and course currently ongoing in relation to Harmful and traditional practices 

including Female Genital Mutilation (FGM). 
 Sexual Health staff have completed GBV training and update on harmful and traditional practices 
 Programme of training ongoing within Mental Health and substance misuse services on GBV with 80 adult mental health staff and 30 

Signpost Recovery staff trained in the last 6 months  
 12 staff completed Train the Trainers course. 
 Approximately 16 staff trained within Emergency Department on GBV; however this requires to be expanded to cover other team 

members 
 One hundred and two staff have completed GBV e-learning package between 1 April and 30 September 2016 with 63 of those trained 

being staff within the six key sites. As well as this, 80 adult mental health staff have undertaken one day face-to-face GBV training 
 NHS staff piloted contributing to the MARAC Group 
 Six key sites as identified by Scottish Government Health Department Chief Executive Letter 41 have care pathways in place for people 

experiencing GBV 
 Infrastructure in place to provide effective advice and support at point of contact with individual – adult mental health services having 

undertaken 746 routine enquiries with service users and Signpost Recovery undertaking 65 routine enquiries with service users in the 
last 6 months 

 NHSFV supported Christmas campaign with police Scotland on GBV and trafficking. Over 1000 stickers and cards disseminated to taxi 
drivers, pubs and individuals 

 Guidance developed for staff and information for service users plus a new practice of police domestic abuse disclosure undertaken in 
antenatal clinics.  

 Programme of work completed during festive season with both police and local women’s aid groups 
 2 seminars held by NHSFV in relation to GBV approx 200 people in total attended including partners and 3rd sector. 

 
Outcome:  

o Greater numbers of NHS Forth Valley service users within the key sites are now undergoing routine enquiry.         
o In key sites where routine enquiry is regular practice, managers report an increase in staff confidence in asking routine enquiry 

questions.  
o Mental Health Services, Women and Children Services, Community Nursing, Substance Abuse services have staff trained to deliver 

GBV Training to their peers, therefore sessions can be delivered or adapted to suit practice areas needs 
 
Future actions: Development of a new NHS Forth Valley GBV action plan to address the NHS contribution to Equally Safe within the Forth 
Valley area.  
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Summary of evidence: Signpost Recovery 
 Numbers of staff trained on routine enquiry – 30.   Number of routine enquiries undertaken - 65    
 All staff record monthly outcomes which captures the number of clients who have or are experiencing domestic abuse, commercial sex 

work.  Within the update period, 65 individual service users have responded to routine enquiry. 
 
Good practice: Since implementing routine enquiry, Signpost Recovery amended the initial assessment process.  Prior to routine enquiry, 
letters inviting individuals to attend for initial assessment encouraged the person to bring family or a partner for support.  Letters now specify that 
the initial assessment appointment must be attended by the individual on their own, though partners and family are welcome to wait in the 
reception area.  This procedural change has allowed routine enquiry to be more person centred with individuals being assessed having a safe 
space to respond to questions relative to GBV. People’s additional needs or protected characteristics would be considered as part of the 
assessment. 
 
Report on GBV roll out in Adult Mental Health Services - April  to October 2016 
 
Training: Since April 2016 Adult Mental Health (AMH) services have been rolling out a training programme on routine enquiry across in-patient 
acute and community mental health services. To date, there have been 80 staff from across these services trained, with a further 20 staff 
scheduled for the training in November 2016. There has also been a further member of staff supported and trained to deliver the GBV training 
programmes, bringing our current number of GBV trainers to four. 
 
Routine enquiry - is monitored through AMH’s electronic care plan system, Care Partners. This system has been in the process of 
improvement to support better reporting on routine enquiry and actions associated with this. It is only in the last week that Care Partners has 
been improved to support this, and it is anticipated that the next report will give more detailed information. Therefore, this report still only 
provides minimal information regarding routine enquiry. Out of a possible 3861, only 746 service users had data collected. 
 
Report on page 73 reflects actions taken. 
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3c NHSFV Employees (women and men) affected by GBV, including those with protected characteristics, are confident that they will 
receive support in the workplace and improved safety, health and well-being.   
 
Measure: Policy in place which supports all staff experiencing abuse 
 
Activity completed:  

 As assistance is completed confidentially/privately we are unable to give exact figures of staff receiving help in relation to GBV.  
 Staff GBV policy in place: several staff directly supported during 2013 -16 including those affected by abuse via 3rd party 
 HR Department, Occupational Health and Equality Manager provide practical advice and support to staff and managers if need arises. 

 
Outcome: Staff who are/have experienced of gender-based violence are safer and are confident that NHS Forth Valley are responsive to their 
needs 
 
Future actions: Awaiting update from National GBV Team on policy development and e-learning package for management 
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3d: Through’ Keep Well’ health promotion initiative NHS Forth Valley in partnership with other agencies will increase opportunities for health 
improvement and disease prevention in deprived and vulnerable populations 
Measure: Reduction in health inequalities by providing health assessments and follow up sessions targeting those at particular risk of preventable serious ill 
health, predominantly heart disease, and offering appropriate interventions, services and follow-up 
 
Activity completed:  During the period 1st April 2013 to 28th October 2016 there have been 11,704 people who have attended Keep Well in various venues 
across Forth Valley including soup kitchens, the work place and health board clinics. The service provides appointments both during the day and in the 
evening.  
The Keepwell intervention involves  a one to one person centred health assessment with the purpose of 

 Recognising opportunities for health improvement as well as identifying those at risk of preventable ill health (including those with undetected 
chronic disease) 

 Providing effective therapeutic engagement, goal setting and individual support which deliver on health outcomes 
If health issues are identified during the assessment follow up is also offered at three months to review and record individual outcomes. 
 
Outcome: Of the 11,704 people who attended Keepwell during this period 7,375 or 63% were identified as living in areas of relative deprivation.  

 Recognising that men have been less likely to attend NHS services, particularly those aimed at preventing ill health (and have poorer health 
outcomes generally than women). Specific measures were put in place to attract men to the service. This resulted in almost equal numbers of men 
and women attending. Unpaid carers were also targeted as potentially having unmet health needs – 1098 carers have attended. 

 2,592 people were followed up at three month to record health changes and to assess the effectiveness of interventions. The results from this group 
of people were: 

 597 New conditions identified early as a result of the Keepwell assessment this included 48 diabetes, 182 hypertension, 7 cancers and 37 with 
diabetes. 

 2,375 individual lifestyle/health behaviour improvements were reported including 110 quit smoking (167 reduced amounts they smoked), 863 lost 
weight, 280 reduced alcohol intake, 651 increased their physical activity, 235 improved mental wellbeing and 69 reported improvements to their social 
wellbeing e.g. improved employability, debt issues and improved support in caring role.   

Future actions:  
 Integrate Keepwell person centred approach within other services 
 Mental Health – pilot underway using Keep Well approach as part of assessment process 
 Addictions Services: As part of the Keep Well assessment process will be considered for people using addictions service 
 Exploring Keepwell approach to those using A&E inappropriately to reduce dependence on acute services 
 Review recently developed younger person’s assessment. 
 Develop older person’s assessment, implement and review effectiveness 
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3.1 NHS Forth Valley - Creating and Supporting a Diverse 
Workforce 

NHS Forth Valley believes in active involvement with our workforce. The collation of our 
workforce data forms part of the equality information that we use to help us meet our duty to 
eliminate discrimination and harassment, promote equality of opportunities and foster good 
relations between different groups within our workforce.  
 
We believe that a supported inclusive workplace, where staff services users and partner 
agencies are treated with dignity and respect, is everyone’s responsibility: these and other 
values, such as fairness, guide the way we work.  
 
The diversity of our staff as one of our key strengths, and we value the range of knowledge, 
skills and experience they bring to our work.  
 
Respect for each other and recognition of our differences lie at the heart of our values. 
 
Our staff are our most important asset and we want to continue to create an organisation 
where they can flourish. Furthermore, create a culture that enables and encourages them to 
make the best contribution they can – a culture in which they feel valued and supported.  
 
The responsibility of meeting our Equality Employment Duties is led by The Associate 
Director of Human Resource. 
 
Where we are now? 
Through our workforce diversity monitoring we continue to demonstrate our commitment to 
understanding, valuing and incorporating differences, in order to ensure a workplace that is 
fair, equitable and inclusive for all. 
 
The 2015 Staff Survey results show that: 

 62% of respondents felt NHS Forth Valley acts fairly and offers equality of 
opportunity with regard to career progression/promotion (on the basis of age, 
disability, gender reassignment, marriage and civil partnership, pregnancy and 
maternity, race, religion or belief, sex or sexual orientation. 

 
Outputs from the Staff Survey were used to form a Staff Survey Action Plan, and NHS Forth 
Valley is committed to: 

 Ensure ‘Values and Behaviours’ are embedded in leadership and management 
competencies, recruitment processes, policies and procedures. 

 Review and implement policies on Managing Health at Work and Secondary 
Employment. 

 In terms of equality and diversity in relation to age, we will continue to support young 
people in gaining access to employment; whilst also ensuring the needs of the 
maturing workforce are supported. 

 
Highlights to date: 
 
iMatter Staff Experience Improvement Toolkit has been place since 2015 and NHS Forth 
Valley will achieve full roll out June 2017. 

 79% of respondents say they are treated with dignity and respect as an individual 
 77% of respondents say that they are treated fairly and consistently 
 Local Action Plans are developed by departments 
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Key Activities 2017 – 21  
The National Annual Staff Survey will be discontinued and future national staff experience 
will be measured using the iMatter Continuous Improvement Model (iMatter) supplemented 
by a short questionnaire.  
 
Additional questions relating to the following areas will be included in the iMatter 
questionnaire which will include specific questions on discrimination including: 

 Bullying and harassment 
 Abuse and violence from patients and public 
 Discrimination 
 Whistleblowing 
 Resourcing. 
 

3.2 Gather and use employee information 
 
Where we are now? 
NHS Forth Valley is committed to equality and uses the data produced by our monitoring 
processes to enhance a culture of fairness and equality for all through continuous 
improvement in all areas. 
A Workforce Diversity Monitoring Report is produced quarterly and submitted to the Area 
Partnership Forum and Staff Governance Committee.  This report is used to analyse trends, 
highlight areas requiring attention and assess the impact of appropriate actions.  These 
actions may include: 

 Targeted training sessions 
 Review of advertising media 
 Involvement of key stakeholders in reviewing procedures. 

NHS Forth Valley’s workforce consists: 
85% - Female    
15% -  Male 
68% of the workforce are 40 years old or older. 
 
Information of gender and age is available for all staff but limited information is known 
regarding the protected characteristics of: 
    unknown 
Ethnicity   38% 
Disability   59% 
Religion   38% 
Sexual Orientation  36% 
Disabled   59% 
Gender reassignment  59% 
The above statistics in relation to Sexual Orientation and Gender Reassignment will be 
used as a basis to inform our actions regarding the Stonewall Workforce Equality Index 
submission for 2017. As per Outcome 7 2017-21 
 
As new members of staff are recruited to NHS Forth Valley, they must complete an Equality 
Monitoring Form, although they can decline to provide specific details. 
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Key Activities 2017 – 21 
 

 The implementation of eESS (Electronic Employee Support System) will improve the 
capture of equalities data at the point of recruitment and each interaction thereafter. 

3.3 Gender Pay Information 
 
The Gender Pay Gap Duty requires public authorities with 20 or more employees to publish 
a Gender Pay gap figure which is the percentage difference between men’s and women’s 
average hourly pay, excluding overtime. The new duties as of April 2017 require public 
bodies to include race and disability considerations alongside Gender in their equal pay 
statement and Occupational Segregation evidence. 
 
NHS Forth Valley will publish their Gender Pay Gay information by April 2017. 
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Job Family AfC Band
Count of 
Gender

Average of 
Total Hourly 

Rate

Gender 
Count as % 

of Job 
Family

Count of 
Gender

Average of 
Total Hourly 

Rate

Gender Count 
as % of Job 

Family

Monetary 
Variance Male 

to Female £

Monetary 
Variance Male 
to Female %

Total 
Count of 
Gender

Total 
Average 
of Total 
Hourly 
Rate

ADMINISTRATIVE SERVICES Band 2 265 9.00 23.94% 24 8.68 2.17% -0.32 -3.71% 289 8.98
Band 3 159 9.98 14.36% 8 9.77 0.72% -0.21 -2.16% 167 9.97
Band 4 315 11.38 28.46% 15 10.87 1.36% -0.51 -4.72% 330 11.36
Band 5 83 14.03 7.50% 16 13.92 1.45% -0.11 -0.80% 99 14.02
Band 6 60 17.12 5.42% 26 17.17 2.35% 0.05 0.31% 86 17.14
Band 7 44 20.91 3.97% 25 20.46 2.26% -0.45 -2.18% 69 20.75
Band 8A 12 24.75 1.08% 5 24.81 0.45% 0.06 0.24% 17 24.77
Band 8B 16 29.07 1.45% 8 29.77 0.72% 0.70 2.36% 24 29.30
Band 8C 2 33.41 0.18% 3 33.13 0.27% -0.29 -0.87% 5 33.24
Band 8D 0.00% 1 34.74 0.09% N/A N/A 1 34.74
Band 9 1 45.07 0.09% 0.00% N/A N/A 1 45.07
Not Assimilated 19 10.39 1.72% 0.00% N/A N/A 19 10.39

ADMINISTRATIVE SERVICES Total 976 12.03 88.17% 131 16.23 11.83% 4.21 25.90% 1107 12.53
ALLIED HEALTH PROFESSION Band 2 14 9.44 2.42% 0.00% N/A N/A 14 9.44

Band 3 31 10.11 5.35% 1 10.40 0.17% 0.28 2.71% 32 10.12
Band 4 38 11.57 6.56% 5 11.60 0.86% 0.03 0.23% 43 11.58
Band 5 100 13.32 17.27% 10 13.12 1.73% -0.20 -1.53% 110 13.30
Band 6 179 17.54 30.92% 14 17.04 2.42% -0.50 -2.92% 193 17.50
Band 7 131 21.12 22.63% 10 21.23 1.73% 0.11 0.51% 141 21.13
Band 8A 33 24.68 5.70% 10 24.85 1.73% 0.17 0.68% 43 24.72
Band 8B 3 30.70 0.52% 0.00% N/A N/A 3 30.70

ALLIED HEALTH PROFESSION Total 529 17.07 91.36% 50 17.98 8.64% 0.91 5.05% 579 17.15
HEALTHCARE SCIENCES Band 2 25 9.36 12.44% 2 8.86 1.00% -0.50 -5.68% 27 9.32

Band 3 21 10.26 10.45% 8 9.97 3.98% -0.29 -2.95% 29 10.18
Band 4 15 11.35 7.46% 3 11.10 1.49% -0.25 -2.27% 18 11.31
Band 5 4 12.32 1.99% 6 12.64 2.99% 0.32 2.51% 10 12.51
Band 6 65 17.82 32.34% 13 17.63 6.47% -0.19 -1.07% 78 17.79
Band 7 16 21.20 7.96% 10 20.51 4.98% -0.69 -3.39% 26 20.94
Band 8A 5 23.98 2.49% 3 24.57 1.49% 0.59 2.41% 8 24.20
Band 8B 2 29.77 1.00% 2 29.77 1.00% 0.00 0.00% 4 29.77
Not Assimilated 1 9.92 0.50% 0.00% N/A N/A 1 9.92

HEALTHCARE SCIENCES Total 154 15.30 76.62% 47 16.47 23.38% 1.17 7.12% 201 15.57
MEDICAL AND DENTAL SUPPORT Band 2 9 9.02 9.09% 0.00% N/A N/A 9 9.02

Band 3 7 10.04 7.07% 0.00% N/A N/A 7 10.04
Band 4 40 11.36 40.40% 0.00% N/A N/A 40 11.36
Band 5 28 14.17 28.28% 3 15.71 3.03% 1.54 9.79% 31 14.32
Band 6 5 17.59 5.05% 0.00% N/A N/A 5 17.59
Band 7 5 20.27 5.05% 1 21.37 1.01% 1.10 5.14% 6 20.46
Not Assimilated 1 14.17 1.01% 0.00% N/A N/A 1 14.17

MEDICAL AND DENTAL SUPPORT Total 95 12.69 95.96% 4 17.13 4.04% 4.43 25.88% 99 12.87
NURSING/MIDWIFERY Band 2 685 9.19 21.64% 64 9.20 2.02% 0.01 0.12% 749 9.19

Band 3 131 10.25 4.14% 16 10.30 0.51% 0.06 0.54% 147 10.25
Band 4 31 11.51 0.98% 0.00% N/A N/A 31 11.51
Band 5 1158 13.99 36.59% 99 14.14 3.13% 0.15 1.04% 1257 14.00
Band 6 572 17.28 18.07% 46 17.61 1.45% 0.33 1.88% 618 17.31
Band 7 253 20.60 7.99% 29 20.77 0.92% 0.16 0.77% 282 20.62
Band 8A 40 24.21 1.26% 5 23.49 0.16% -0.72 -3.06% 45 24.13
Band 8B 15 29.20 0.47% 0.00% N/A N/A 15 29.20
Band 8C 1 32.55 0.03% 0.00% N/A N/A 1 32.55
Not Assimilated 14 15.83 0.44% 6 14.58 0.19% -1.24 -8.53% 20 15.45

NURSING/MIDWIFERY Total 2900 14.12 91.63% 265 14.23 8.37% 0.11 0.75% 3165 14.13
OTHER THERAPEUTIC Band 2 13 9.07 5.78% 10 9.24 4.44% 0.17 1.89% 23 9.14

Band 3 7 9.40 3.11% 2 10.40 0.89% 0.99 9.55% 9 9.62
Band 4 10 11.06 4.44% 1 11.60 0.44% 0.54 4.68% 11 11.11
Band 5 30 14.13 13.33% 1 14.70 0.44% 0.57 3.85% 31 14.15
Band 6 22 14.90 9.78% 4 14.91 1.78% 0.01 0.09% 26 14.90
Band 7 33 19.22 14.67% 7 19.27 3.11% 0.06 0.30% 40 19.23
Band 8A 46 23.67 20.44% 11 23.74 4.89% 0.07 0.29% 57 23.68
Band 8B 11 29.10 4.89% 1 29.77 0.44% 0.67 2.26% 12 29.16
Band 8C 11 34.26 4.89% 0.00% N/A N/A 11 34.26
Band 8D 2 38.37 0.89% 1 37.22 0.44% -1.16 -3.11% 3 37.99
Band 9 1 49.50 0.44% 0.00% N/A N/A 1 49.50
Not Assimilated 1 40.00 0.44% 0.00% N/A N/A 1 40.00

OTHER THERAPEUTIC Total 187 19.42 83.11% 38 17.43 16.89% -2.00 -11.46% 225 19.09
PERSONAL AND SOCIAL CARE Band 5 2 13.03 20.00% 0.00% N/A N/A 2 13.03

Band 6 3 17.18 30.00% 3 17.18 30.00% 0.00 0.00% 6 17.18
Band 7 1 21.37 10.00% 0.00% N/A N/A 1 21.37
Band 8A 1 24.81 10.00% 0.00% N/A N/A 1 24.81

PERSONAL AND SOCIAL CARE Total 7 17.68 70.00% 3 17.18 30.00% -0.50 -2.93% 10 17.53
SUPPORT SERVICES Band 1 0.00% 1 8.25 0.24% N/A N/A 1 8.25

Band 2 256 8.80 62.59% 45 8.91 11.00% 0.11 1.27% 301 8.82
Band 3 27 10.17 6.60% 26 10.21 6.36% 0.03 0.32% 53 10.19
Band 4 6 11.60 1.47% 27 12.88 6.60% 1.28 9.97% 33 12.65
Band 5 4 13.21 0.98% 4 14.52 0.98% 1.31 9.01% 8 13.86
Band 6 0.00% 4 16.96 0.98% N/A N/A 4 16.96
Band 7 1 16.74 0.24% 3 21.37 0.73% 4.63 21.67% 4 20.21
Band 8A 1 20.68 0.24% 2 24.81 0.49% 4.14 16.67% 3 23.43
Band 8B 0.00% 2 28.98 0.49% N/A N/A 2 28.98

SUPPORT SERVICES Total 295 9.11 72.13% 114 11.58 27.87% 2.47 21.34% 409 9.80
Grand Total 5143 13.95 88.75% 652 14.84 11.25% 0.89 5.99% 5795 14.05

N.B.Staff described as being in "Not assimilated" Pay Bands are Prison staff, directly managed GP Practice staff or joint appointments with the Council 

Agenda for Change Job Families
Female Male Overall
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Hourly Rate Comparisons by Job Family & Ethnicity

Job Family Ethnic Group
Count of 
Ethnicity

Comparison 
to Average 

Total Hourly 
Rate

ADMINISTRATIVE SERVICES Asian - Chinese, Chinese Scottish or Chinese British 1 38.39%
Asian - Indian, Indian Scottish or Indian British 2 41.82%
Asian - Other 1 -34.14%
Caribbean or Black - Caribbean, Caribbean Scottish or Caribbean British 2 6.78%
Don't Know 152 -3.10%
Mixed or Multiple Ethnic Group 4 -15.47%
Prefer not to say 42 28.41%
White - Irish 3 29.64%
White - Other 10 20.08%
White - Other British 56 14.01%
White - Scottish 834 -2.20%

ADMINISTRATIVE SERVICES Total 1107 0.00%
ALLIED HEALTH PROFESSION Asian - Indian, Indian Scottish or Indian British 1 6.10%

Don't Know 47 -16.72%
Mixed or Multiple Ethnic Group 2 -25.20%
Prefer not to say 19 2.14%
White - Irish 13 -11.56%
White - Other 14 -5.22%
White - Other British 53 0.43%
White - Scottish 430 2.30%

ALLIED HEALTH PROFESSION Total 579 0.00%
HEALTHCARE SCIENCES Asian - Chinese, Chinese Scottish or Chinese British 1 -5.60%

Asian - Indian, Indian Scottish or Indian British 1 16.83%
Asian - Pakistani, Pakistani Scottish or Pakistani British 4 -9.02%
Don't Know 24 -16.72%
Other Ethnic Group - Other 1 32.76%
Prefer not to say 9 1.77%
White - Irish 1 -2.71%
White - Other 1 -41.24%
White - Other British 10 7.02%
White - Scottish 149 2.36%

HEALTHCARE SCIENCES Total 201 0.00%
MEDICAL AND DENTAL African - African, African Scottish or African British 3 7.67%

African - Other 5 11.23%
Asian - Bangladeshi, Bangladeshi Scottish or Bangladeshi British 2 -6.89%
Asian - Chinese, Chinese Scottish or Chinese British 9 -12.81%
Asian - Indian, Indian Scottish or Indian British 31 5.18%
Asian - Other 3 -33.08%
Asian - Pakistani, Pakistani Scottish or Pakistani British 10 -11.56%
Caribbean or Black - Caribbean, Caribbean Scottish or Caribbean British 2 -3.70%
Don't Know 72 1.00%
Mixed or Multiple Ethnic Group 11 -7.90%
Other Ethnic Group - Other 5 10.10%
Prefer not to say 32 17.26%
White - Irish 18 -21.55%
White - Other 43 10.90%
White - Other British 104 -5.82%
White - Polish 1 -34.69%
White - Scottish 254 0.33%

MEDICAL AND DENTAL Total 605 0.00%
MEDICAL AND DENTAL SUPPORTAfrican - African, African Scottish or African British 1 9.78%

Don't Know 14 -6.31%
Prefer not to say 4 35.09%
White - Other 1 14.19%
White - Other British 2 -24.08%
White - Scottish 77 -0.36%

MEDICAL AND DENTAL SUPPORT Total 99 0.00%
NURSING/MIDWIFERY African - African, African Scottish or African British 7 -8.37%

Asian - Chinese, Chinese Scottish or Chinese British 1 -11.17%
Asian - Indian, Indian Scottish or Indian British 1 4.02%
Asian - Other 5 -17.62%
Asian - Pakistani, Pakistani Scottish or Pakistani British 2 -18.80%
Don't Know 303 -5.63%
Mixed or Multiple Ethnic Group 10 -4.43%
Other Ethnic Group - Other 3 -10.06%
Prefer not to say 108 3.22%
White - Irish 30 11.35%
White - Other 30 -4.48%
White - Other British 159 3.39%
White - Scottish 2506 0.35%

NURSING/MIDWIFERY Total 3165 0.00%
OTHER THERAPEUTIC Don't Know 23 -6.77%

Mixed or Multiple Ethnic Group 2 84.59%
Prefer not to say 12 5.09%
White - Irish 6 -5.72%
White - Other 8 7.13%
White - Other British 25 12.41%
White - Scottish 149 -2.73%

OTHER THERAPEUTIC Total 225 0.00%
PERSONAL AND SOCIAL CARE African - African, African Scottish or African British 1 3.78%

Prefer not to say 1 3.78%
White - Irish 1 21.89%
White - Scottish 7 -4.21%

PERSONAL AND SOCIAL CARE Total 10 0.00%
SENIOR MANAGERS Don't Know 9 -34.55%

Mixed or Multiple Ethnic Group 1 35.83%
Prefer not to say 3 -51.80%
White - Other British 2 26.42%
White - Scottish 22 17.17%

SENIOR MANAGERS Total 37 0.00%
SUPPORT SERVICES African - African, African Scottish or African British 1 -13.73%

Asian - Other 1 -13.73%
Don't Know 65 0.33%
Prefer not to say 11 24.86%
White - Irish 1 -11.87%
White - Other 3 -10.18%
White - Other British 10 23.95%
White - Scottish 317 -1.46%

SUPPORT SERVICES Total 409 0.00%
Grand Total 6437  
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Hourly Rate Comparisons by Job Family & Disability

Job Family eESS Disabled
Count of 
Disability

Comparison 
to Average 

Total Hourly 
Rate

ADMINISTRATIVE SERVICES Don't Know 708 2.02%
No 360 -5.72%
Prefer not to say 26 15.32%
Yes 13 17.62%

ADMINISTRATIVE SERVICES Total 1107 0.00%
ALLIED HEALTH PROFESSION Don't Know 377 5.92%

No 193 -12.16%
Prefer not to say 6 10.28%
Yes 3 17.39%

ALLIED HEALTH PROFESSION Total 579 0.00%
HEALTHCARE SCIENCES Don't Know 146 3.00%

No 53 -7.22%
Prefer not to say 1 -22.51%
Yes 1 -33.25%

HEALTHCARE SCIENCES Total 201 0.00%
MEDICAL AND DENTAL Don't Know 218 26.30%

No 370 -15.61%
Prefer not to say 14 15.15%
Yes 3 -55.64%

MEDICAL AND DENTAL Total 605 0.00%
MEDICAL AND DENTAL SUPPORT Don't Know 45 6.57%

No 51 -5.99%
Prefer not to say 2 -2.18%
Yes 1 14.19%

MEDICAL AND DENTAL SUPPORT Total 99 0.00%
NURSING/MIDWIFERY Don't Know 1928 3.68%

No 1169 -6.19%
Prefer not to say 62 0.91%
Yes 6 13.94%

NURSING/MIDWIFERY Total 3165 0.00%
OTHER THERAPEUTIC Don't Know 108 -1.49%

No 109 1.50%
Prefer not to say 4 12.68%
Yes 4 -13.39%

OTHER THERAPEUTIC Total 225 0.00%
PERSONAL AND SOCIAL CARE Don't Know 5 14.95%

No 4 -19.63%
Prefer not to say 1 3.78%

PERSONAL AND SOCIAL CARE Total 10 0.00%
SENIOR MANAGERS Don't Know 25 9.94%

No 12 -20.70%
SENIOR MANAGERS Total 37 0.00%
SUPPORT SERVICES Don't Know 265 2.40%

No 138 -4.44%
Prefer not to say 4 -1.46%
Yes 2 -8.57%

SUPPORT SERVICES Total 409 0.00%
Grand Total 6437  
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3.4 Equal Pay Statement 
 

NHS Forth Valley’s Equal Pay Statement is agreed in partnership and reviewed on a regular 
basis by NHS Forth Valley and the Staff Governance Committee.  Its objective is to 
eliminate unfair, unjust or unlawful practices that impact on pay equality. 
 
NHS Forth Valley supports the principle of equal opportunities in employment and believes 
that staff should receive equal pay for the same or broadly similar work, or work rated as 
equivalent and for work of equal value, regardless of their gender, race, colour, nationality, 
ethnic and national origin, sexual orientation, age, marital status, religion or belief, or 
whether or not they have a disability. 
  
NHS Forth Valley understands that the right to equal pay between women and men is a 
legal right under both domestic and European law, and that other legislation is in place in 
the UK, concerning race, colour, nationality, ethnic and national origin, disability, sexual 
orientation, religion or belief, age, and part time and fixed term employees.  This legislation 
includes provisions relating to pay.    
 
NHS Forth Valley recognises that in order to achieve equal pay for employees doing the 
same or broadly similar work, work rated as equivalent, or work of equal value, it should 
operate pay systems which are transparent, based on objective criteria and free from 
unlawful bias.   
 
Equal Pay Statement 2017 (attached –insert link when available) 
 
 

3.5 Improving equality outcomes for our employees 
Where we are now? 
 
Equality and Diversity  
 
NHS Forth Valley is committed to ensuring that all our employment policies and practices 
for staff are fair, advance equality of outcome, eliminate discrimination and foster good 
relations. A range of HR policies have been developed to support staff. 
 
NHS Forth Valley Equality, Diversity and Human Rights Policy was developed from national 
PIN in 2015. This policy sets out the aims of NHS Forth Valley to:  
 

 Eliminate unlawful discrimination, harassment and victimisation and other conduct 
prohibited by the Equality Act 2010 and less favourable treatment of other categories 
of worker as set out within relevant legislation.  

 Advance equality of opportunity between people who share a protected characteristic 
(i.e. age, disability, gender reassignment, marriage and civil partnership, pregnancy 
and maternity, race, religion or belief, sex or sexual orientation) and those who do 
not.  

 Foster good relations between people who share a protected characteristic and those 
who do not. 
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A range of additional Policies and Protocols have been developed to support our workforce 
including: 
 
Transgender Protocol - The Transgender Protocol was developed in 2015, and we will 
review the implementation of this Protocol in 2017. 
 
NHS Forth Valley recognises that transgender people are entitled to fair and equal access 
to all NHS services. A person’s gender status will not exclude them from the high standards 
of employment expected from NHS Forth Valley. 
 
Dignity and Respect at Work Policy - The Dignity and Respect at Work Policy has been in 
place since 2010 will be reviewed in April 2017. 
 
The aim of this policy is to ensure that a constructive process is in place to enable dignity 
and respect at work issues to be dealt with in a fair and consistent manner, to develop a 
working environment in which bullying and/or harassment is known to be unacceptable and 
where individuals can be confident in raising concerns or complaints without fear of ridicule 
or reprisal.  
 
The policy provides assistance to employees in addressing bullying and/or harassment 
issues and a fair and consistent means of resolving bullying and/or harassment issues.  
 
Policy on Flexible Working - All NHS Forth Valley employees have an entitlement under 
this policy to request flexible working arrangements.  It recognises that NHS Forth Valley 
wishes to retain the knowledge, skills and experience of its maturing workforce. 
 
Shared Parental Leave - This policy has been in place since 2016.  Shared Parental leave 
is a form of leave available to working parents following the birth or adoption of a child; it 
allows leave to be shared between both parents. Since its implementation there have been 
four employees who have applied to use this policy. 
 
Recruitment & Selection Policy - The Recruitment and Selection policy ensures that no 
applicant or employee received less favourable treatment on the grounds of age, disability, 
gender reassignment, marriage and civil partnership, pregnancy and maternity, race, 
religion or belief, sex or sexual orientation. 
 
Key Activities 2017-21 

 Continuation of the Modern Apprentice programme extending into Trades and 
Healthcare support Apprenticeships. 

 NHS Forth Valley will go forward for Assessment of Investors in Young People during 
2017/18. 

 Continue to support Career’s Event within schools and colleges. 
 Work with Stonewall Scotland to meet the specific duties of the Equality Act which 

will enable NHS Forth Valley to submit to the 2017 Workplace Index. 
 

HR Policy Group will review policies on: 
 Equality, Diversity and Human Rights Policy  
 Transgender Protocol 
 Dignity and Respect at Policy on Flexible Working 
 Policy on Flexible Working 
 Shared Parental Leave 
 Recruitment & Selection Policy 
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3.6 Equality Impact Assessment – Human Resources Policies 
As a public sector organisation, NHS Forth Valley has a duty to analyse the effects of its 
Human Resource policies and practices on equality across all of the protected 
characteristics.  This helps us to identify any practical steps to tackle any negative effects of 
discrimination, and to promote equality and foster good relations between different groups. 
 
As an organisation we will continue to undertake equality analysis (equality impact 
assessment) on all Human Resource policies and practices on equality across all of the 
protected characteristics. This helps us to identify any practical steps to tackle any negative 
effects or discrimination, and to promote equality and foster good relations between different 
groups. 
 
Equality impact assessments are embedded as part of NHS Forth Valley’s Policy Guidelines 
and no policies are approved unless a completed equality impact assessment is 
undertaken. 
 
3.7 Examples of Best Practice Completed during 2015-17 

 
 
 
Working with Young People 
Scottish Government has committed to the creation of 500 Modern Apprentices by 31 July 
2017, we recruited 14 in 2016 (11 of those have been retained in employment in NHS Forth 
Valley) and 15 so far in 2017, therefore exceeding our target. 
 
A Maturing Workforce. 
 
The multigenerational workforce of NHS Forth Valley is 
maturing and with that poses the risk of losing valuable 
skills and experience form the workforce, particularly with 
some employee groups able to retire as young as 55.  As 
such, from the evidence we have on the age profile of our 
workforce NHS Forth Valley has considered how best to 
support and encourage mature workers to remain as an 
important part of the workforce. 
 
A key action of the NHS Scotland 2020 Workforce Vision is to ensure that all Health Boards 
have the right people available to deliver the right care, in the right place, at the right time.   

Of significant importance in ensuring that NHS Forth Valley can do this is to take account of 
the role and value of our maturing workforce and the organisation will do this by adopting 
recommendations from the Working Longer Review. 
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In order to gain a better understanding of this from the mature workers’ perspective and 
what is important to them an open invitation was given  form the Staff Matters Group to 
mature workers to attend two world café style workshops. 
 
Feedback from participants to date has been: 
 
 
 
 
 
 
 
 
 
 
 
 
The main topics captured mirrored the themes contained in the Working Longer Review and 
can be summarized under the heading of: 

 Flexible working 
 Job Opportunities 
 Keep Well 
 Pension Information 
 Links to Training 
 Talking with your Manager 
 Working Longer Review information 
 Workforce Demographic Information 
 Flexible working 

To support our staff particular actions are in place to retain our maturing workforce. This 
includes: 
 

 Flexible Working – NHSFV Flexible Working Policy makes specific reference to the 
need to support Flexible Working for the Experienced Worker. 

 Job Opportunities - As an equal opportunities employer NHSFV encourages 
applications for vacancies from all its employees irrespective of age.  

 Keep Well - Keeping Well is important at any age and particularly so as we mature.  
NHSFV provides a comprehensive Occupational Health Service for all employees 
with access to Staff Physiotherapy, Staff Podiatry and Counseling Services.  

 Training and Development - NHSFV encourages and support all staff to undertake 
lifelong learning and development.  Training and development opportunities are 
available to all and mature workers are no exception.   

 
 

 
 
 

“Useful opportunity to 
consider and share 
thoughts and solutions 
on issues around the 
mature worker.” 

 

Very valuable: 
loads of great 
ides 

“Will this be 
in place 
before we 
retire?” 

 

http://nhsforthvalley.com/__documents/ig/policies_areawide_hrfiles/flexible_working_policy.pdf
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3.8 NHS Forth Valley Workforce Diversity Monitoring Report Quarter 3 2016/2017 
1. Introduction 
 
This is the NHS Forth Valley Workforce Diversity Monitoring Report for the period of 
October – December 2016. 

NHS Forth Valley is committed to equality and uses the data produced by our monitoring 
processes to enhance a culture of fairness and equality for all through continuous 
improvement in all areas. The information contained in this report is used to analyse trends, 
highlight areas requiring attention and assess the impact of appropriate actions. 

These actions may include; 

 Targeted training sessions 
 Review of advertising media 
 Involvement of key stakeholders in reviewing procedures 

The NHS Forth Valley Workforce Modernisation Board, Staff Governance Committee and 
Fair for All Groups will receive regular reports based on this data. 

2. Legislative Framework 
 
The following information enables NHS Forth Valley to comply with their legal duties under: 
 

·        Section 149 of the Equality Act 2010 (the public sector equality duty), and 
·        The Equality Act 2010 (Specific Duties) (Scotland) Regulations 2012. 

  
The general duty requires that organisations (subject to the duty) must in the exercise of 
their functions have due regard to the need to: 
 

 Eliminate unlawful discrimination, harassment and victimisation and other conduct 
prohibited by the Equality Act.  

 Advance equality of opportunity between people who share a protected characteristic 
and those who do not.  

 Foster good relations between people who share a protected characteristic and those 
who do not. 

  
The specific duties require NHS Forth Valley to take steps to gather information on the 
composition of our employees and information on the recruitment, development and 
retention of people as employees with respect to, in each year, the number and relevant 
protected characteristics of such people. 
  
This following information covers data on NHS Forth Valley’s employees. 
  
Section 5 
 2 (a) The numbers of –  

i. Staff in post, and 
ii. Applicants for employment, training and promotion from each such 

group and 
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2 (b) Where that body or person has 150 or more full-time staff, the 
numbers of staff from each such group who –  

i. Receive training; 
ii. Benefit or suffer detriment as a result of its performance assessment 

procedures; 
iii. Are involved in grievance procedures 
iv. Are the subject of disciplinary procedures; or 
v. Cease employment with that person or other body. 
 

(3)  Such a body or persons shall publish annually the results of its 
monitoring under paragraph (2). 
 

3.0 Classifications of Ethnic Origin 
 

For the purpose of consistency NHS Forth Valley had used the classifications of ethnic 
origin as defined in the 2001 Census however; new descriptors were introduced during Q1 
of 2012/13 to match the 2011 national census categories. It was not possible to match some 
of the previous categories to the new descriptors on the basis of available information. They 
are now defined in Scotland as: 
 
White 
White Scottish 
White - Other British 
White Irish 
White - Other 
White - Gypsy Traveller 
White - Polish 
 
Asian 
Asian - Bangladeshi, Bangladeshi Scottish or Bangladeshi British 
Asian - Chinese, Chinese Scottish or Chinese British 
Asian - Indian, Indian Scottish or Indian British 
Asian – Other 
 
African 
        African - African, African Scottish or African British 
        African – Other 
 
Caribbean 
Caribbean or Black - Black, Black Scottish or Black British 
Caribbean or Black - Caribbean, Caribbean Scottish or Caribbean British 
Caribbean or Black - Other 
         
Other 
 
Mixed or Multiple Ethnic Group 
 
Other Ethnic Group - Arab, Arab Scottish or Arab British 
 
Other Ethnic Group – Other 
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4. Staff in Post (31st December 2016)  
 
4.1 Table1 and Chart 1 below detail the number of staff in post at 31st December 2016 by 
ethnic group. This data has been collected via diversity questionnaires and staff 
appointment forms. The information is held securely in the national eESS system (electronic 
Employee Support System) from where it is transferred into the national workforce database 
(SWISS) which was used for reporting purposes until March 2015. As a result of a 
continuing issue with the SWISS data which appears to have arisen since March 2015, this 
information is now being taken largely from eESS  with any new staff not yet on the system 
being recorded as “Not Known” for this purpose. We have now completed the roll out the 
Self Service functionality of eESS for staff across the organisation and, although we 
continue to input information direct into eESS centrally at present until, in due course, we 
are able to collect it via direct entry by applicants for posts at the time of recruitment using 
the recruitment module of eESS.  
 
At 31st December, we have information on 90.50% of our employees, an increase on 
89.14% in December 2015. However, as stated above as a problem has arisen with the 
SWISS data since March 2015 and now, this information is being taken from our eESS data 
with any new staff not yet on the system being recorded as “Not Known” for this purpose, 
affecting the “known” percentage slightly at this time as the Equality information is no longer 
part of a shared table with other Boards as it was in SWISS.  
 
4.2 In terms of the diversity of its workforce, this table demonstrates a positive picture of the 
workforce demographic of NHSFV compared to the local demographic. However, the 10 
fields identified with (*) highlight the following: 
 
*NHSFV’s White Scottish workforce is 13.00% lower than that of the local population 
*NHSFV’s White - Polish workforce is 0.71% lower than that of the local population 
*NHSFV’s White – Other British workforce is 0.27% lower than that of the local population 
*NHSFV’s White – Gypsy Traveller workforce is 0.09% lower than that of the local 
population 
*NHSFV’s Other Ethnic Group – Arab, Arab Scottish or Arab British workforce is 0.07% 
lower than that of the local population 
*NHSFV’s Asian – Chinese, Chinese Scottish or Chinese British workforce is 0.25% lower 
than that of the local population 
*NHSFV’s Asian – Other workforce is 0.07% lower than that of the local population 
*NHSFV’s Asian - Pakistani, Pakistani Scottish or Pakistani British workforce is 0.34% lower 
than that of the local population 
*NHSFV’s *Caribbean or Black - Black, Black Scottish or Black British workforce is 0.02% 
lower than that of the local population 
*NHSFV’s Caribbean or Black – Other workforce is 0.01% lower than that of the local 
population 
 
All other ethnicity groups show the same or higher representation in the NHSFV 
workforce as in the local population, which is positive. 
 
NB: The census data is newly published and reflects the 2011 census results whilst SWISS 
data (which is published annually) shows the national 31st March 2016 position and the 
NHSFV in-post data is contemporary at December 2016. Of note, and in line with other 
areas in Scotland, is that there has been a growing Eastern European demographic. 
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NHSFV has prioritised work to compare and better understand population information from 
our Local Authority and Central Scotland Police colleagues. We hope that this will further 
inform our information base and assist in service planning and employment monitoring. 
 

Ethnicity 

Dec-15 Dec-16 Diff 
NHSFV 
2011 
census 
data 

Diff 
SWISS 
March 
2016 
data 

Diff 

African - African, African Scottish or 
African British 0.19% 0.20% 0.02% 0.16% 0.05% 0.4% -0.16% 

African - Other 0.03% 0.08% 0.05% 0.00% 0.08% 0.1% -0.03% 
Asian - Bangladeshi, Bangladeshi 
Scottish or Bangladeshi British 0.03% 0.03% 0.00% 0.01% 0.02% 0.0% -0.01% 

Asian - Chinese, Chinese Scottish or 
Chinese British* 0.14% 0.19% 0.05% 0.44% -0.25% 0.3% -0.08% 

Asian - Indian, Indian Scottish or Indian 
British 0.46% 0.58% 0.12% 0.28% 0.30% 0.8% -0.26% 

Asian – Other* 0.15% 0.17% 0.02% 0.24% -0.07% 0.4% -0.25% 
Asian - Pakistani, Pakistani Scottish or 
Pakistani British* 0.28% 0.25% -

0.03% 0.59% -0.34% 0.4% -0.10% 

Caribbean or Black - Black, Black 
Scottish or Black British*   0.00% 0.02% -0.02% 0.0% -0.02% 

Caribbean or Black - Caribbean, 
Caribbean Scottish or Caribbean British 0.05% 0.06% 0.02% 0.05% 0.01% 0.0% 0.03% 

Caribbean or Black – Other*   0.00% 0.01% -0.01% 0.0% 3.77% 

Declined 4.03% 3.80% -
0.23% 0.00% 3.80% 14.0% -

13.56% 
Mixed or Multiple Ethnic Group 0.42% 0.47% 0.05% 0.26% 0.21% 0.3% 0.14% 
Other Ethnic Group - Arab, Arab 
Scottish or Arab British* 0.05%  -

0.05% 0.07% -0.07% 0.0% -0.02% 

Other Ethnic Group - Other 0.14% 0.14% 0.00% 0.08% 0.06% 0.2% -0.10% 
Questionnaire   0.00% 0.00% 0.00%  0.00% 

Unknown 10.86% 9.50% -
1.36% 0.00% 9.50% 17.9% -8.38% 

White - Gypsy Traveller*   0.00% 0.09% -0.09% 0.0% 0.00% 
White - Irish 1.12% 1.17% 0.05% 0.68% 0.49% 1.0% 0.13% 
White – Other 1.74% 1.73% 0.00% 1.42% 0.31% 3.1% -1.37% 
White - Other British* 6.60% 6.65% 0.05% 6.92% -0.27% 8.4% -1.74% 
White – Polish*  0.02% 0.02% 0.72% -0.71% 0.0% -0.03% 

White – Scottish* 73.72% 74.95% 1.24% 87.95% -13.00% 52.4% 22.52% 

                                                      % 
Known: 89.14% 90.50% 1.36%     

   Table 1 
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4.3 Table 1 shows the comparative demographic of the staff employed in NHS Scotland as 
a whole as at 31st March 2016 using data sourced from the SWISS system which is 
published annually by the Information and Statistics Department (ISD) of National Services 
Scotland (NSS). 
 
Again the figures demonstrate a positive picture of the workforce demographic of NHSFV 
compared to the national demographic, particularly in relation to the percentage of the 
workforce for whom ethnicity has been recorded. 

 
From this table it appears that: 

 
 NHS Forth Valley’s African - African, African Scottish or African British workforce is 0.16% 

lower than the NHS Scotland overall workforce 
 NHS Forth Valley’s African - Other workforce is 0.03% lower than the NHS Scotland overall 

workforce 
 NHS Forth Asian – Bangladeshi, Bangladeshi Scottish or Bangladeshi British workforce is 

0.01% lower than the NHS Scotland overall workforce 
 NHS Forth Asian – Chinese, Chinese Scottish or Chinese British workforce is 0.08% lower 

than the NHS Scotland overall workforce 
 NHS Forth Asian – Indian, Indian Scottish or Indian British workforce is 0.26% lower than the 

NHS Scotland overall workforce 
 NHS Forth Valley’s Asian - Other workforce is 0.25% lower than the NHS Scotland overall 

workforce 
 NHS Forth Valley’s Asian - Pakistani, Pakistani Scottish or Pakistani British workforce is 

0.10% lower than the NHS Scotland overall workforce 
 NHS Forth Valley’s Caribbean or Black - Black, Black Scottish or Black British workforce is 

0.02% lower than the NHS Scotland overall workforce 
 NHS Forth Valley’s Declined - workforce is 13.56% lower than the NHS Scotland overall 

workforce 
 NHS Forth Valley’s Other Ethnic Group – Arab, Arab Scottish or Arab British workforce is 

0.02% lower than the NHS Scotland overall workforce 
 NHS Forth Valley’s Other Ethnic Group – Other workforce is 0.10% lower than the NHS 

Scotland overall workforce 
 NHS Forth Valley’s Unknown workforce is 8.38% lower than the NHS Scotland overall 

workforce 
 NHS Forth Valley’s White - Other workforce is 1.37% lower than the NHS Scotland overall 

workforce 
 NHS Forth Valley’s White – Other British workforce is 1.74% lower than the NHS Scotland 

overall workforce 
 NHS Forth Valley’s White – Polish workforce is 0.03% lower than the NHS Scotland overall 

workforce 
 
Although the information in SWISS has been updated via the link to eESS, the local data 
has been taken from eESS because of an issue with the SWISS data. However, the eESS 
data is not yet fully complete which means that these comparisons should be treated with 
caution. The differences can be less marked when compared to the published percentages 
for the other individual Boards, although some values have been suppressed even in the 
national statistics (which include headcounts as well as percentage values) because the 
numbers were so low as to make the information personally identifiable either by actual 
declaration or by calculated difference values. 
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Chart 1 
4.4 Table 2 shows gender of staff in post compared to December 2015 (all data taken from 
SWISS).  There was a decrease of 0.04% in the female workforce in this period of time. 
 

Gender Dec-15 Dec-16 Diff 

Female 85.17% 85.13% -
0.04% 

Male 14.83% 14.87% 0.04% 
% known: 100.00% 100.00%   

                                  Table 2 
 
4.5 With tables 3 -6 in this section, data was not captured in Scotland’s Census 2011; 
therefore we can only give comparisons within NHSFV. 
 
There is a high percentage of “unknown” amongst existing employees, mainly because of 
an amendment which was made to SWISS nationally some years ago which over-wrote 
then existing data in the definite “No” category with “Unknown” but this data is now being 
collected via equality and diversity questionnaires, as Good Practice, with staff appointment 
forms. The information is held securely in the national workforce databases SWISS and its 
replacement eESS (electronic Employee Support System) and thereafter collected primarily 
via direct entry by applicants for posts at the time of recruitment 
 
 

Staff in Post 

African - African, African Scottish or African British 
African - Other 
Asian - Bangladeshi, Bangladeshi Scottish or Bangladeshi British 
Asian - Chinese, Chinese Scottish or Chinese British 
Asian - Indian, Indian Scottish or Indian British 
Asian - Other 
Asian - Pakistani, Pakistani Scottish or Pakistani British 
Caribbean or Black - Black, Black Scottish or Black British 
Caribbean or Black - Caribbean, Caribbean Scottish or Caribbean British 
Caribbean or Black - Other 
Mixed or Multiple Ethnic Group 
Other Ethnic Group - Arab, Arab Scottish or Arab British 
Other Ethnic Group - Other 
White - Gypsy Traveller 
White - Irish 
White - Other 
White - Other British 
White - Polish 
White - Scottish 
Declined to Comment 
Unknown 
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Table 3 shows transgender of staff in post compared to December 2015.  
 

Transgender Dec-15 Dec-16 Diff 
No 34.29% 39.65% 5.36% 
Declined to Comment 2.08% 2.11% 0.03% 
Yes 0.48% 0.03% -0.45% 
Unknown 63.15% 58.21% -4.94% 
% known: 36.85% 41.79% 4.94% 

                                 Table 3 
 
4.6 Table 4 shows the sexual orientation of staff in post compared to December 2015. 
During this period of time, the number of staff who declined to give their sexual orientation 
has decreased by 0.38%, and the number of unknown has decreased by 3.14%. This may 
be a reflection of the request to complete the questionnaires on appointment and the switch 
on of the link to eESS allowing automatic updating of the SWISS data. The remaining 
numbers, other than “Heterosexual”, show little change only. 
 

Sexual Orientation Dec-15 Dec-16 Diff 
Bisexual 0.39% 0.41% 0.02% 

Declined 6.26% 5.88% -
0.38% 

Gay 0.42% 0.50% 0.09% 
Heterosexual 53.66% 57.10% 3.44% 
Lesbian 0.31% 0.32% 0.01% 

Other 0.19% 0.16% -
0.03% 

Unknown     0.00% 

% known: 38.77% 35.63% -
3.14% 

                                Table 4 
 
4.7 Table 5 shows the disability of staff in post compared to December 2015. The number of 
staff known to have a disability has increased by 0.04% from the previous year. However, 
overall there was a decrease of 4.48% in the unknown group (largely attributable to an 
increase in the number of definite “no” responses – data in this field was also affected by 
the national SWISS change some years ago which over-wrote the then existing definite “no” 
responses with “unknown”). This may be a reflection of the request to complete the 
questionnaires on appointment and the switch on of the link to eESS allowing automatic 
updating of the SWISS data. 
 

Disabled Dec-15 Dec-16 Diff 

Unknown 63.15% 58.66% -
4.48% 

No 34.29% 38.94% 4.65% 
Declined to 
Comment  2.08% 1.87% -

0.20% 
Yes 0.48% 0.52% 0.04% 
% known: 36.85% 41.34% 4.48% 

                              Table 5 
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 4.8 Table 6 shows the age profile of staff in post compared to December 2015.There has 
been a decrease in the staff in post aged between 16 – 24 and 30 – 54 and an increase in 
the staff in post aged 25 – 29 and 55+. 
 

Age Band Sep-15 Sep-16 Difference 
16-19 0.19% 0.09% -0.09% 
20-24 4.42% 4.11% -0.31% 
25-29 7.95% 8.32% 0.38% 
30-34 9.06% 8.95% -0.11% 
35-39 10.53% 10.48% -0.05% 
40-44 12.77% 12.25% -0.52% 
45-49 17.18% 16.22% -0.96% 
50-54 18.84% 18.82% -0.02% 
55-59 12.65% 13.55% 0.90% 
60-64 5.08% 5.78% 0.70% 
65+ 1.35% 1.42% 0.07% 
Grand Total 100.00% 100.00% 0.00% 

                                    Table 6 
 
4.9 Table 7 shows the religion of staff in post compared to December 2015 and the Forth 
Valley Health Board 2011 Census results. There was a decrease of 0.87% in those who 
“Declined” to give their religion, and a decrease of overall unknown of 3.14% between the 
two reporting periods in the local data. This also may be a reflection of the request to 
complete the questionnaires on appointment and the switch on of the link to eESS allowing 
automatic updating of the SWISS data. Meaningful comparison with the census data is 
impossible because of the high percentage of “unknown” religious beliefs in the local data. 
 

Religion Dec-15 Dec-16 Diff 2011 
Census Diff 

Buddhist 0.39% 0.38% -
0.01% 0.18% 0.20% 

Christian - other 5.10% 5.20% 0.10% 4.87% 0.33% 
Church of Scotland 17.82% 18.23% 0.41% 35.70% -17.47% 

Declined 6.03% 5.86% -
0.17% 6.73% -0.87% 

Hindu 0.36% 0.41% 0.05% 0.13% 0.28% 

Jewish 0.12% 0.11% -
0.01% 0.04% 0.07% 

Muslim 0.62% 0.49% -
0.13% 0.78% -0.29% 

No religion 20.15% 22.61% 2.46% 39.41% -16.80% 

Other 0.90% 0.87% -
0.03% 0.27% 0.60% 

Roman Catholic 7.66% 8.11% 0.46% 11.80% -3.69% 
Sikh 0.09% 0.11% 0.02% 0.08% 0.03% 

Unknown 40.77% 37.63% -
3.14% 0.00% 37.63% 

% known: 59.23% 62.37% 3.14% 100.00% -37.63% 
                    Table 7 
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5. Applicants for Employment and Promotion 
 
5.1 All NHS Forth Valley vacancies are advertised internally and, where appropriate 
externally, in line with our Recruitment and Selection Procedures. This ensures that staff 
have equal access to promotional opportunities and all candidates, both internal and 
external, are treated consistently. There were a total of 188 posts advertised during this 
period, and 5 posts were considered suitable through the redeployment process. 
 
The NHS Forth Valley recruitment system E-cruit ensures the capture of diversity 
information provided by applicants for all posts.  The following table shows the comparative 
ethnicity of individuals at the application, shortlisting and offer of employment stages of the 
recruitment process between 1st October – 31st December 2016. 
 
5.2 In terms of the reporting schedule, as is the norm, not all posts for which applications 
were received during this time period had reached the shortlisting or offer of employment 
stages of the process at the time of reporting.  
 
5.3 Approximately 50.96% of those who applied for posts were shortlisted for interview and 
approximately 13.29% of those who applied for posts were offered employment during the 
reporting period. The largest numbers of those who applied, were shortlisted or offered 
employment were of White Scottish background, which is to be expected given the 
demographics of Forth Valley.  
 
NOTE: 3.01% of applicants declined to disclose their ethnicity. NB: this is lower than 
the September 2016 position of 3.79%. 
 
 

Ethnic Desc Applied Shortlisted  Offered  
African 1.30% 1.08% 1.55% 
Any Mixed 
Background 0.82% 0.27% 0.00% 
Bangladeshi 0.14% 0.13% 0.00% 
Caribbean       
Chinese 0.07% 0.00% 0.00% 
Indian 1.44% 1.34% 1.03% 
Other Asian 0.41% 0.54% 0.52% 
Other Black       
Other Ethnic 
Background       
Pakistani 1.10% 0.54% 0.52% 
Prefer Not To 
Answer 3.01% 3.76% 4.64% 
White British 6.16% 6.85% 4.64% 
White Irish 2.40% 2.28% 4.12% 
Other White 4.86% 2.69% 3.09% 
White Scottish 78.29% 80.51% 79.90% 
Grand Total 100.00% 100.00% 100.00% 

                             Table 8 
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Tables 9- 13 show information on the gender, sexual orientation, disability status and 
religion of those applying for posts between 1st October and 31st December 2016 compared 
to the previous quarter.  
 

  
% of Total 
Applicants 

Gender Description Sep-16 Dec-16 
Female 85.62% 79.86% 
Male 11.24% 17.81% 
Declined to Comment 3.14% 2.33% 
Grand Total 100.00% 100.00% 

                                         Table 9 
 

  
% of Total 
Applicants 

Transgender Status  
Description Sep-16 Dec-16 
No 95.92% 96.64% 
Yes 0.24% 0.27% 
Prefer not to answer 0.59% 0.07% 
No Info Provided 3.25% 3.01% 
Grand Total 100.00% 100.00% 

                                  Table 10 
 
 

  
% of Total 
Applicants 

Sexual Orientation 
Description Sep-16 Dec-16 
Bisexual 0.71% 0.82% 
Gay 3.08% 3.29% 
Heterosexual 87.81% 88.22% 
Info Not Provided 4.62% 5.00% 
Lesbian 0.71% 0.41% 
Other 0.12% 0.00% 
Prefer Not To Answer 2.96% 2.26% 
Grand Total 100.00% 100.00% 

                                   Table 11 
 
 

  
% of Total 
Applicants 

Disabled Sep-16 Dec-16 
 No 100.00% 100.00% 
 Yes 0.00% 0.00% 
Grand Total 100.00% 100.00% 

                                             Table 12 
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% of Total 
Applicants 

Religion 
Descriptor Sep-16 Dec-16 
Buddhist 0.06% 0.27% 
Christian - Other 4.50% 6.99% 
Church of Scotland 23.08% 19.18% 
Hindu 0.30% 0.41% 
Jewish 0.65% 0.14% 
Muslim 0.65% 1.44% 
No Religion 51.36% 50.75% 
Other 1.18% 0.82% 
Roman Catholic 11.12% 13.22% 
Sikh 0.00% 0.14% 
Prefer not to 
Answer 3.08% 2.40% 
No info provided 4.02% 4.25% 
Grand Total 100.00% 100.00% 

                                          Table 13 
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6. Staff who applied for and received training  
 
We now have our Learning Management System in selected areas, with roll out to all areas 
being timetabled, however, the chart below is based on data held within LearnPro and may 
not be a true reflection of all staff that have applied for or received face to face training.   
 

 
Chart 2 
 
It is now also possible to report on staff who undertook eLearning. Table 14 overleaf shows 
the Ethnicity of staff who completed one or more eLearning modules between 1st October 
and 31st December 2016. 
  

Mixed or Multiple Ethnic Group 

 
 
 
 
 

Unknown 

White - Irish 

White - Other 

White - Other British 

White - Scottish 

Ethnicity of Staff Who Applied For and Attended Training 
African - African, African Scottish or African 
British 
African - Other 

Asian - Bangladeshi, Bangladeshi Scottish or 
Bangladeshi British 
Asian - Chinese, Chinese Scottish or Chinese 
British 
Asian - Indian, Indian Scottish or Indian British 

Asian - Other 

Asian - Pakistani, Pakistani Scottish or 
Pakistani British 
Caribbean or Black - Black, Black Scottish or 
Black British 
Caribbean or Black - Caribbean, Caribbean 
Scottish or Caribbean British 
Caribbean or Black - Other 

Declined 

Mixed or Multiple Ethnic Group 

Other Ethnic Group - Arab, Arab Scottish or 
Arab British 
Other Ethnic Group - Other 

Unknown 

White - Gypsy Traveller 

White - Irish 

White - Other 

White - Other British 

White - Polish 

White - Scottish 

AttendAttendAttendAttended 

Declined 

Asian - Indian 

African - African 

Asian - Pakistani 

Asian - Other 
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Ethnicity Total 
African - African, African Scottish or African British 0.29% 
African - Other 0.06% 
Asian - Bangladeshi, Bangladeshi Scottish or Bangladeshi 
British 0.04% 
Asian - Chinese, Chinese Scottish or Chinese British 0.18% 
Asian - Indian, Indian Scottish or Indian British 0.93% 
Asian - Other 0.28% 
Asian - Pakistani, Pakistani Scottish or Pakistani British 0.15% 
Caribbean or Black - Black, Black Scottish or Black British 0.00% 
Caribbean or Black - Caribbean, Caribbean Scottish or 
Caribbean British 0.05% 
Caribbean or Black - Other 0.02% 
Declined 3.80% 
Mixed or Multiple Ethnic Group 0.69% 
Other Ethnic Group - Arab, Arab Scottish or Arab British 0.00% 
Other Ethnic Group - Other 0.13% 
Unknown 8.53% 
White - Gypsy Traveller 0.00% 
White - Irish 1.29% 
White - Other 2.00% 
White - Other British 7.45% 
White - Polish 0.02% 
White - Scottish 74.11% 
Grand Total 100.00% 

Table 14 
 
7. Staff who benefit or suffer from Performance Assessment Procedures  
 
Executive Directors and the Senior Managers Group are currently the only staff within the 
Scottish NHS, and therefore within NHSFV, where staff appraisal is linked to staff reward 
(pay). 
 
The full introduction of Agenda for Change and the Knowledge Skills Framework (KSF) will 
however create a link in future between evidenced staff competence, the KSF profile for a 
post and approval for staff to progress through salary scale gateways for pay progression. 
 
Information, including information on ethnic origin, was transferred to the eKSF system from 
the Scottish Workforce Information Standard System (SWISS) during 2008/09.  
 
NHS Forth Valley will then, in line with other Scottish Health Boards, be able to report 
accurately in this area. 
 
8. Staff who are involved in Grievance Procedures 

 
NHS Forth Valley monitors the ethnicity of those staff who are involved in grievance 
procedures. 100% of staff who raised informal or formal grievances or had these resolved 
during this time period were White Scottish. 
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9. Staff who are the subject of Disciplinary Actions  
 
NHS Forth Valley monitors the ethnicity of those staff who are the subject of disciplinary 
actions. 100% of staff who were recorded as being the subject of disciplinary action during 
the period between October and December 2016 were White Scottish. 
 
10. Staff who Ceased Employment with the Board 
 
Table 15 identifies the number of staff who left the organisation between October and 
December 2016 by ethnic group.   
 The total number of leavers during this period was 147 
 Of these, 66, approximately 44.90%, were Nursing & Midwifery staff (all grades), which 

regularly show turnover due to promotional activity  
 Of these, 24, approximately 16.33% were Admin Services and Managers 
 Of these, 19, approximately 12.93% were Medical and Dental staff (marking the absence 

of a major changeover of training grade doctors) 
 Of these, 15, approximately 10.20% were Allied Health Professionals 
 Of these, 10, approximately 6.80% were Other Therapeutic staff 
 Of these, 7, approximately 4.76% were Support Services 
 Of these, 3, approximately 2.04% were Healthcare Science staff 
 Of these, 3, approximately 2.04% were Medical and Dental Support 
 Of these, 0, were Personal and Social Care staff 
 Of these, 0, were Senior Managers 

 

Ethnic Group 

% of 
Total 
Leavers 

Leavers as % 
of In-post 
staff 

African - African, African Scottish or African British 0.00% 0.00% 
African - Other 0.68% 20.00% 
Asian - Bangladeshi, Bangladeshi Scottish or Bangladeshi British 0.00% 0.00% 
Asian - Chinese, Chinese Scottish or Chinese British 0.00% 0.00% 
Asian - Indian, Indian Scottish or Indian British 0.68% 2.70% 
Asian - Other 1.36% 18.18% 
Asian - Pakistani, Pakistani Scottish or Pakistani British 0.68% 6.25% 
Caribbean or Black - Black, Black Scottish or Black British 0.00% 0.00% 
Caribbean or Black - Caribbean, Caribbean Scottish or Caribbean 
British 0.00% 0.00% 
Caribbean or Black - Other 0.00% 0.00% 
Mixed or Multiple Ethnic Group 0.00% 0.00% 
Other Ethnic Group - Arab, Arab Scottish or Arab British 0.00% 0.00% 
Other Ethnic Group - Other 0.00% 0.00% 
White - Gypsy Traveller 0.00% 0.00%! 
White - Irish 3.40% 6.76% 
White - Other 1.36% 1.82% 
White - Other British 10.20% 3.55% 
White - Polish 0.00% 0.00% 
White - Scottish 66.67% 2.06% 
Declined to Comment 2.04% 1.24% 
Unknown 12.93% 3.15% 
Grand Total 100.00% 2.32% 

       Table 15 
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 Seasonal variations in relation to medical and dental staff occur particularly at the end of 
July/early August and early February due to the changeover of the training grades. 

 Such seasonal variations of this type mean that comparisons over time should be 
treated with caution as the number of leavers can vary quite markedly between reporting 
periods. 

 

       
Chart 3 
 
11. Conclusion 
 
The workforce diversity information presented above in chart 3 indicates a relatively stable 
situation in NHS Forth Valley. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

African - African, African Scottish or African British 
African - Other 
Asian - Bangladeshi, Bangladeshi Scottish or Bangladeshi British 
Asian - Chinese, Chinese Scottish or Chinese British 
Asian - Indian, Indian Scottish or Indian British 
Asian - Other 
Asian - Pakistani, Pakistani Scottish or Pakistani British 
Caribbean or Black - Black, Black Scottish or Black British 
Caribbean or Black - Caribbean, Caribbean Scottish or Caribbean British 
Caribbean or Black - Other 
Mixed or Multiple Ethnic Group 
Other Ethnic Group - Arab, Arab Scottish or Arab British 
Other Ethnic Group - Other 
White - Gypsy Traveller 
White - Irish 
White - Other 
White - Other British 
White - Polish 
White - Scottish 
Declined to Comment 
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Appendix A: Census Figures 2011 for NHS Forth Valley and within Scotland: 
 
Facts Age and Gender NHS Forth Valley area 2011 Scotland 2011 
All People 297636 5295403 
% Females 51.5 51.5 
% Males 48.5 48.5 
Median age - females 42 42 
Median Age - Males 40 40 
 
Facts Disability NHS Forth Valley area 2011 Scotland 2011 
All People 297636 5295403 
% Limited a lot 9.2 9.6 
% Limited a little 10.1 10.1 
% Not Limited  80.7 80.4 
% with no condition 70.3 70.1 
% with 1 or more long term condition 29.7 29.9 
% with deafness or partial hearing loss 6.5 6.6 
% with blindness or partial sight loss 2.2 2.4 
% with a learning disability (e.g. Down’s Syndrome) 0.5 0.5 
% with a learning difficulty (e.g. Dyslexia) 2.0 2.0 
% with developmental disorder (e.g. Autistic Spectrum 
Disorder etc) 

0.6 0.6 

% with a physical disability 6.8 6.7 
% with mental Health condition 4.1 4.4 
% with other condition 18.6 18.7 
 
Ethnicity NHS Forth Valley area 2011 Scotland 2011 
All people 297636 5295403 
% White - Scottish 88.0 84.0 
% White - Other British 6.9 7.9 
% White - Irish 0.7 1.0 
% White - Polish 0.7 1.2 
% White - Other 1.5 2.0 
% Asian, Asian Scottish or Asian British 1.6 2.7 
% Other ethnic groups 0.6 1.3 
 
Facts – Marital Status NHS Forth Valley area 2011 Scotland 2011 
All people 297636 5295403 
% single 31.1 35.4 
% married or registered in a same sex partnership 48.8 45.4 
% separated but still legally married/same sex civil 
partnership  

3.3 3.2 

Divorced/same sex civil partnership 8.3 8.2 
% widowed or surviving partner from a same sex civil 
partnership 

7.5 7.8 

Religion & belief NHS Forth Valley area 2011 Scotland 2011 
All people 297636 5295403 
% Church of Scotland 35.7 32.4 
% Roman Catholic 11.8% 15.9 
% Other Christian 4.9 5.5 
% Muslim 0.8 1.4 
% Other religions 0.7 1.1 
% No religion 39.4 36.7 
% Not stated 6.7 7.0 
 
 
 
 
 
 
 
 
 
 



102 
 

Appendix B:  Health and Social Care Integration 

The Scottish Government initiated a major programme of reform through the Public Bodies 
(Joint Working) (Scotland) Act 2014. This was set up to support the 2020 Vision. NHS 
Boards and Local Authorities are legally required to establish local Health and Social Care 
Partnerships, led by an Integration Joint Board.  
 
These Partnerships work in an integrated way to deliver the nine National Health and 
Wellbeing Outcomes described in Table 1. Adult health and social care services are 
planned by the integration partnerships. The Partnership’s continue to work closely with a 
number of stakeholders, including the voluntary sector and the independent sector 
Outcome 1 People are able to look after and improve their own health and 

wellbeing and live in good health for longer 

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

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

Outcome 4 Health and social care services are centred on helping to maintain 
or improve the quality of life of service users 

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

Outcome 6 People who provide unpaid care are supported to reduce the 
potential impact of their own health and wellbeing 

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

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

Outcome 9 Resources are used effectively in the provision of health and social 
care 

Table 1: National Health and Wellbeing Outcomes 

NHS Forth Valley covers three council areas who have agreed on two health and social 
care partnerships (Figure 1). One partnership is Clackmannanshire Council and Stirling 
Council with NHS Forth Valley. The other partnership is Falkirk Council with NHS Forth 
Valley. For both partnerships an Integration Joint Board has been set up consisting of 
Council and NHS members, led by a Chief Officer. With effect from 1st April 2016, the two 
Integration Joint Boards became operational and have responsibility for the planning and 
delivery of health and social care services for adults within the boundaries of the agreed 
areas. 
 
The Scottish Public Health Observatory (ScotPHO) health and wellbeing profiles provide 
detailed information at Local Authority level. It is important to remember that when looking at 
statistics for small populations the differences are not always statistically significant; 
therefore it is useful to remember that longer term trends can better demonstrate the true 
position. 
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Appendix C:  Summary of Involvement activities used to inform our Equality Outcomes 

 
Involvement in Clinical Services Review & Equality Outcomes: 
 

 Crainlarich Community Council 
 Community Council, PPF Falkirk 
 Supports MLSC 
 Public Health Practitioners 
 Maddiston Community Council 
 Parliamentary Officer and Senior Caseworker, Bruce Crawford MSP 
 Braveheart 
 Cancer Network 
 WASP 

People First Alloa 
 Programme Manager Social & Health 
 CTSI Change Plan Manager 
 Service Carer Involvement Coordinator 
 PPF Service users 
 Parkinson’s UK 
 Action in Mind Stirling 
 Falkirk and District Mental Health 
 Council Staff 
 Loretto Care 
 Scottish Health Council 
 Make it Happen over 50’s organisation 
 Larbert & Torwood Community Council 
 CVS Falkirk and District 
 Older peoples Forum 
 Outside the box 
 LGBTI Survey 
 Fair for All Members 
 Session at Sensory centre 
 Rainbow Muslim Women’s Group 
 Al Maasar Group 
 Member of the public and patient at Buchlyvie Medical Centre 
 MAHRS Group 

 
There were also sessions held for people to attend at a range of areas across the 
Forth Valley area. 
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Appendix D: Mainstreaming Report References 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

1. NHS Forth Valley Healthcare Strategy 2015-21  
http://nhsforthvalley.com/wp-content/uploads/2014/06/NHS-Forth-Valley-Healthcare-Strategy-2016-
21.pdf 
 

2. Human Rights and the Right to Health 2016 http://www.healthscotland.scot/publications/human-
rights-and-the-right-to-health 
 

3. Clackmannanshire and Stirling Integration Joint Board http: //nhsforthvalley.com/about-us/health-
and-social-care-integration/clackmannanshire-and-stirling/clacks-and-stirling-integration-board/ 
 

4. Falkirk Integration Board http://nhsforthvalley.com/about-us/health-and-social-care-
integration/falkirk/falkirk-integration-board/ 
 

5. Equality and Human Rights Commission: Non Statutory Guidance on the Public Sector Equality 
Duties 2016 www.equalityhumanrights.com/en/advice-and-guidance/guidance-scottish-public-
authorities 

 

6. NHS Forth Valley Clinical Services Review. :http://nhsforthvalley.com/wp-
content/uploads/2014/09/A-Case-For-Change.pdf 

 

7. Forth Valley LGBT Survey 2016 (link tbc) 
 

8. NHS Forth Valley Annual Plan 2016-17 Incorporating the Local Delivery Plan (LDP) 2016-17 
https://www.google.co.uk/#q=7.%09NHS+Forth+Valley+Annual+Plan+2016-
17+Incorporating+the+Local+Delivery+Plan+(LDP)+2016-17 
 

9. NHS Forth Valley Corporate Communications Strategy 2015-17 http://nhsforthvalley.com/wp-
content/uploads/2014/06/Corporate-Communications-Strategy.pdf 
 

10. NHS Forth Valley Person Centred Healthcare Strategy 2015-17  http://nhsforthvalley.com/wp-
content/uploads/2014/01/NHS-Forth-Valley-Person-Centred-Care-Strategy.pdf 
 

11. NHS Forth Valley Quality Improvement Strategy 2016-19 http://nhsforthvalley.com/wp-
content/uploads/2014/06/Quality-Improvement-Strategy.pdf 
 

12. NHS Forth Valley Workforce Plan 2016 http://nhsforthvalley.com/wp-content/uploads/2014/01/NHS-
Forth-Valley-Workforce-Plan.pdf 

 

13. http://www.mckinsey.com/business-functions/strategy-and-corporate-finance/our-insights/enduring-
ideas-the-7-s-framework 

 

14. NHS Forth Valley Peron Centred Care Strategy 2015-17 http://nhsforthvalley.com/wp-
content/uploads/2014/01/ 

 

15. NHS Forth Valley Healthcare Strategy 2016-21 http://nhsforthvalley.com/wp-
content/uploads/2014/06/NHS-Forth-Valley-Healthcare-Strategy-2016-21.pdf 

 

16. NHS Forth Valley Patient Feedback, Comments, Concerns and Compliments Report 2016 
http://nhsforthvalley.com/wp-content/uploads/2014/01/Feedback-Comments-Concerns-and-
Complaints-Annual-Report-2015-–-2016.pdf 
 

17. NHS Information Services ‘Improving Ethnic Data Collection for equality and diversity monitoring’  
http://www.isdscotland.org/Health-Topics/Equality-and-Diversity/ 
 

18. NHS Multi-Faith Resource for Healthcare Staff http://www.nes.scot.nhs.uk/education-and-
training/by-discipline/spiritual-care/about-spiritual-care/publications/a-multi-faith-resource-for-
healthcare-staff.aspx 
 

19. NHS National Procurement www.nhsscotlandprocurement.scot.nhs.uk/ 
 

20. Scottish Government Consultation on the Draft Gender Representation (2017) 
http://www.gov.scot/Publications/2017/01/2526 
 

21. NHS Forth Valley’s information in British Sign Language Clips ‘Know where to go to when you are 
ill’. http://nhsforthvalley.com/health-services/know-who-to-turn-to-when-you-are-ill/#bsl 
 

22. Summary of Health News and Developments 2016’ http://nhsforthvalley.com/wp-
content/uploads/2014/01/Annual-Report-2015-2016.pdf 
 

23. HIV Prevention and Support Opportunities for Africans in Forth Valley 2015 
http://nhsforthvalley.com/working-with-african-communities-in-forth-valley-to-reduce-hiv/ 
 

 
 

http://nhsforthvalley.com/wp-content/uploads/2014/06/NHS-Forth-Valley-Healthcare-Strategy-2016-21.pdf
http://nhsforthvalley.com/wp-content/uploads/2014/06/NHS-Forth-Valley-Healthcare-Strategy-2016-21.pdf
http://www.healthscotland.scot/publications/human-rights-and-the-right-to-health
http://www.healthscotland.scot/publications/human-rights-and-the-right-to-health
http://nhsforthvalley.com/about-us/health-and-social-care-integration/falkirk/falkirk-integration-board/
http://nhsforthvalley.com/about-us/health-and-social-care-integration/falkirk/falkirk-integration-board/
http://www.equalityhumanrights.com/en/advice-and-guidance/guidance-scottish-public-authorities
http://www.equalityhumanrights.com/en/advice-and-guidance/guidance-scottish-public-authorities
http://nhsforthvalley.com/wp-content/uploads/2014/09/A-Case-For-Change.pdf
http://nhsforthvalley.com/wp-content/uploads/2014/09/A-Case-For-Change.pdf
https://www.google.co.uk/#q=7.%09NHS+Forth+Valley+Annual+Plan+2016-17+Incorporating+the+Local+Delivery+Plan+(LDP)+2016-17
https://www.google.co.uk/#q=7.%09NHS+Forth+Valley+Annual+Plan+2016-17+Incorporating+the+Local+Delivery+Plan+(LDP)+2016-17
http://nhsforthvalley.com/wp-content/uploads/2014/06/Corporate-Communications-Strategy.pdf
http://nhsforthvalley.com/wp-content/uploads/2014/06/Corporate-Communications-Strategy.pdf
http://nhsforthvalley.com/wp-content/uploads/2014/01/NHS-Forth-Valley-Person-Centred-Care-Strategy.pdf
http://nhsforthvalley.com/wp-content/uploads/2014/01/NHS-Forth-Valley-Person-Centred-Care-Strategy.pdf
http://nhsforthvalley.com/wp-content/uploads/2014/06/Quality-Improvement-Strategy.pdf
http://nhsforthvalley.com/wp-content/uploads/2014/06/Quality-Improvement-Strategy.pdf
http://nhsforthvalley.com/wp-content/uploads/2014/01/NHS-Forth-Valley-Workforce-Plan.pdf
http://nhsforthvalley.com/wp-content/uploads/2014/01/NHS-Forth-Valley-Workforce-Plan.pdf
http://www.mckinsey.com/business-functions/strategy-and-corporate-finance/our-insights/enduring-ideas-the-7-s-framework
http://www.mckinsey.com/business-functions/strategy-and-corporate-finance/our-insights/enduring-ideas-the-7-s-framework
http://nhsforthvalley.com/wp-content/uploads/2014/01/
http://nhsforthvalley.com/wp-content/uploads/2014/01/
http://nhsforthvalley.com/wp-content/uploads/2014/06/NHS-Forth-Valley-Healthcare-Strategy-2016-21.pdf
http://nhsforthvalley.com/wp-content/uploads/2014/06/NHS-Forth-Valley-Healthcare-Strategy-2016-21.pdf
http://www.isdscotland.org/Health-Topics/Equality-and-Diversity/
http://www.nes.scot.nhs.uk/education-and-training/by-discipline/spiritual-care/about-spiritual-care/publications/a-multi-faith-resource-for-healthcare-staff.aspx
http://www.nes.scot.nhs.uk/education-and-training/by-discipline/spiritual-care/about-spiritual-care/publications/a-multi-faith-resource-for-healthcare-staff.aspx
http://www.nes.scot.nhs.uk/education-and-training/by-discipline/spiritual-care/about-spiritual-care/publications/a-multi-faith-resource-for-healthcare-staff.aspx
http://www.nhsscotlandprocurement.scot.nhs.uk/
http://www.google.co.uk/url?sa=t&rct=j&q=&esrc=s&source=web&cd=1&cad=rja&uact=8&ved=0ahUKEwijssrnq_HRAhWLK8AKHfUlDS0QFggaMAA&url=http%3A%2F%2Fpwc.blogs.com%2Ftax%2F2017%2F01%2Fscottish-government-consultation-on-the-draft-gender-representation-on-public-boards-scotland-bill-.html&usg=AFQjCNGmtkOmAFj02n9l5TOiTJqY7q9zGA&bvm=bv.146073913,d.ZGg
http://www.gov.scot/Publications/2017/01/2526
http://nhsforthvalley.com/health-services/know-who-to-turn-to-when-you-are-ill/#bsl
http://nhsforthvalley.com/wp-content/uploads/2014/01/Annual-Report-2015-2016.pdf
http://nhsforthvalley.com/wp-content/uploads/2014/01/Annual-Report-2015-2016.pdf
http://nhsforthvalley.com/working-with-african-communities-in-forth-valley-to-reduce-hiv/
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Appendix E: NHS Forth Valley Equality Outcomes References & Link to Local & National 
Priorities 

 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

References 
1. Guasp et al. (2013) Homophobic Hate Crime: The Gay British Survey. Stonewall & YouGov. 
2. Lough Dennell and Logan (2015) Life in Scotland for LGBT Young People: Safety Report. LGBT Youth 

Scotland. 
3. Trans Mental Health Study 2012 https://www.gires.org.uk/assets/Medpro-Assets/trans_mh_study.pdf 
4. Report of the Independent Advisory Group on Hate Crime Prejudice and Community Cohesion. September 

2016. http://www.gov.scot/Resource/0050/00506074.pdf 

5.    https://www.equalityhumanrights.com/en/our-work/news/scotland%E2%80%99s-equality-body-calls-
coordinated-leadership-tackle-hate-crime 

References 
1) London School of Economics (2015) Equity in the Provision of Palliative Care in the UK:      Review of Evidence, 

http://www.pssru.ac.uk/archive/pdf/4962.pdf  
2) Bristowe K, Marshall S, Harding R (2016). The bereavement experiences of lesbian, gay, bisexual and/or trans* 

people who have lost a partner: A systematic review, thematic synthesis and modelling of the literature. 
Palliative Medicine. DOI: 10.1177/0269216316634601 

3) The Scottish Government (2016) Strategic Framework for Action on Palliative and End of Life Care 2016-2021, 
http://www.gov.scot/Resource/0049/00491388.pdf 

4) Hiding who I really am Marie Curie 2016. 
https://www.mariecurie.org.uk/globalassets/media/documents/policy/policy-publications/june-2016/reality-end-
of-life-care-lgbt-people.pdf 

 
 

Outcome 1: 
NHS Forth Valley staff and service users can identify hate crimes & incidents and feel confident 
in reporting them. 
 
Lead Area: Equality Manager, Risk Management & Human Resource Directorate 

 

Outcome 2: 
 
Within NHS Forth Valley people from the ‘LGBTI’ community will not experience barriers to 
accessing or receiving end of life care support 
 
Lead Area: NHSFV Cancer Care Services, Health & Social Care Partnerships and Third sector 
bereavement services 

 

 Third sector bereavement services 

Health and Social Care Partnerships 

http://www.gov.scot/Resource/0050/00506074.pdf
https://www.equalityhumanrights.com/en/our-work/news/scotland%E2%80%99s-equality-body-calls-coordinated-leadership-tackle-hate-crime
https://www.equalityhumanrights.com/en/our-work/news/scotland%E2%80%99s-equality-body-calls-coordinated-leadership-tackle-hate-crime
https://www.mariecurie.org.uk/globalassets/media/documents/policy/policy-publications/june-2016/reality-end-of-life-care-lgbt-people.pdf
https://www.mariecurie.org.uk/globalassets/media/documents/policy/policy-publications/june-2016/reality-end-of-life-care-lgbt-people.pdf
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Outcome 3: 
 

Within NHS Forth Valley people who experience mental health problems and/or learning disabilities 
are supported to live fulfilled lives without stigma 
 

Lead area: NHS Forth Valley Mental Health Services 

1. http://nhsforthvalley.com/wp-content/uploads/2014/06/NHS-Forth-Valley-Healthcare-Strategy-2016-
21.pdf 

2. How Fair is Britain? Equality, human rights and good relations in 2010. The First Triennial Review, 
available at: http://tinyurl.com/ EhRcTriennialReview 

3. Equality and Human Rights Commission (2009) Trans Research Review, available at: http://tinyurl. 
com/EhRcTransReseachReview 

4. The Scottish Social Attitudes Survey 2013: Analysis of Is Britain Fairer? using data from the Scottish 
Health Survey. www.equalityhumanrights.com/en/britain-fairer/scotland-fairer-introduction/scotland-
fairer-report 

5. Reid, S., Hinchliffe, S. and Waterton, J. (2014) Attitudes to mental health in Scotland: Scottish Social 
Attitudes Survey 2013. Available at: http://www.natcen.ac.uk/media/563039/ssamental-health.pdf 

6. McNeil, J., Bailey, L., Ellis, S., Morton, J. and Regan, M. (2012) Trans Mental Health and Emotional 
Wellbeing Study 2012. Available at: http://www.gires.org.uk/assets/MedproAssets/trans_mh_study.pdf 

7. Lough Dennell and Logan (2013) Life in Scotland for LGBT Young People: Health Report. LGBT Youth 
Scotland 

8. Mental Health Strategy: 
www.mwcscot.org.uk/media/240757/human_rights_in_mental_health_care_in_scotland.pdf 

9. Public Bodies (Joint Working) Scotland Act 2014 
 
 Outcome 4: 
 
NHS Forth Valley Service users are equal partners in planning, developing and monitoring their 
care through informed choice and personal responsibility 
 
Lead Area: Directorate of Nursing, Person Centred Care Team 

Link to Local and/or National Priorities  
 Scottish Governments 20:20 vision 
 Supports delivery of NHSFV Health Care Strategy 2016-21 – Person Centred Care 
 The Charter of Patient Rights and Responsibilities 2012 
 Carers Act 2016 
 Public Bodies (Joint Working) Scotland Act 2014 

 

http://nhsforthvalley.com/wp-content/uploads/2014/06/NHS-Forth-Valley-Healthcare-Strategy-2016-21.pdf
http://nhsforthvalley.com/wp-content/uploads/2014/06/NHS-Forth-Valley-Healthcare-Strategy-2016-21.pdf
http://www.equalityhumanrights.com/en/britain-fairer/scotland-fairer-introduction/scotland-fairer-report
http://www.equalityhumanrights.com/en/britain-fairer/scotland-fairer-introduction/scotland-fairer-report
http://www.natcen.ac.uk/media/563039/ssamental-health.pdf
http://www.gires.org.uk/assets/MedproAssets/trans_mh_study.pdf
http://www.mwcscot.org.uk/media/240757/human_rights_in_mental_health_care_in_scotland.pdf
http://nhsforthvalley.com/wp-content/uploads/2014/06/NHS-Forth-Valley-Healthcare-Strategy-2016-21.pdf
http://www.gov.scot/resource/0039/00390989.pdf
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Outcome 5: 
Within NHS Forth Valley there is a reduction in the sexual health inequalities experienced by 
communities through fostering a culture of positive sexual health which encompasses age, 
disability, gender, gender reassignment, race/ethnicity, religion and sexual orientation 

1. NHS Forth Valley Health Care Strategy 
2. www.gov.scot/Publications/2014/11/1876/0   
3. Lough Dennell and Logan (2013) Life in Scotland for LGBT Young People: Health Report. LGBT 

Youth Scotland 
4. Waverly Care Report http://www.waverleycare.org/wp-content/uploads/2016/06/Forth-Valley-

Social-Network-Analysis-Final-version.pdf 
5.  Sexual Health and Blood Borne Virus (BBV) Needs Assessment 2015. 

http://nhsforthvalley.com/wp-content/uploads/2014/02/Sexual-Health-and-Blood-Borne-VirusBBV-
Needs-Assessment.pdf 

Link to Local and/or National Priorities  
 Supports delivery of NHSFV Health Care Strategy 2016-21 Women & Children Services 
 Scottish Governments 20:20 vision 

The Scottish Sexual Health and BBV Framework (2015 - 2020) 
http://www.gov.scot/Resource/0048/00484414.pdf 

Outcome 6: 
 
Within NHS Forth Valley Transgender and gender variant people experience a 
care and work environment free from discrimination. 
 

1. McNeil et al (2012) Trans Mental Health Study. Scottish Transgender Alliance 
2. Fair care for trans patients RCN 2016 https://www.rcn.org.uk/professional-

development/publications/pub-005575 
3. Unhealthy Attitudes Scotland, 2015. 

 
 

Outcome 7: 
NHS Forth Valley will submit to the Stonewall Scotland Workplace Equality Index in 2017 and 
improve their score year on year 
 
 

 
Scottish Government: 
NHS Scotland & Stonewall Scotland Partnership[p Agreement: 
http://www.sehd.scot.nhs.uk/dl/DL(2016)16.pdf 

http://www.waverleycare.org/wp-content/uploads/2016/06/Forth-Valley-Social-Network-Analysis-Final-version.pdf
http://www.waverleycare.org/wp-content/uploads/2016/06/Forth-Valley-Social-Network-Analysis-Final-version.pdf
http://nhsforthvalley.com/wp-content/uploads/2014/02/Sexual-Health-and-Blood-Borne-VirusBBV-Needs-Assessment.pdf
http://nhsforthvalley.com/wp-content/uploads/2014/02/Sexual-Health-and-Blood-Borne-VirusBBV-Needs-Assessment.pdf
http://nhsforthvalley.com/wp-content/uploads/2014/06/NHS-Forth-Valley-Healthcare-Strategy-2016-21.pdf
http://www.gov.scot/Resource/0048/00484414.pdf
http://www.gov.scot/Resource/0048/00484414.pdf
http://www.scottishtrans.org/wp-content/uploads/2013/03/trans_mh_study.pdf
http://www.stonewallscotland.org.uk/sites/default/files/unhealthy_attitudes_scotland.pdf
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SUMMARY 
 
1. NHS Forth Valley Media and Communications Policy   
 
2. PURPOSE OF PAPER 

This policy outlines the arrangements for managing media and communications 
within NHS Forth Valley. It describes the arrangements which should be followed to 
respond to media enquiries, filming requests and organising official events and 
visits. It also describes the communication support and advice available to support 
local staff and provides an overview of the key communication tools used within the 
organisation. Further information is available in NHS Forth Valley’s Corporate 
Communications Strategy.  

 
3. KEY ISSUES 

• NHS Forth Valley’s Communications Department provides a wide range of 
services and support to individual staff, services and departments across the 
organisation.  
 

• The Communications Department is also responsible for the management and 
development of a wide range of internal and external communication tools.  

 
• It is important that all staff are aware of the arrangements in place for managing 

media and communications to ensure a consistent and effective approach across 
the organisation.  

 
4. FINANCIAL IMPLICATIONS 

There are no financial implications – the majority of communications services and 
support are provided in-house by the Communications Department. Where external 
services are required (e.g. advertising or print), work is undertaken to ensure any 
funding is utilised as efficiently and cost effectively as possible.  

 
5. WORKFORCE IMPLICATIONS 

The Media and Communications policy is relevant to all staff across the organisation 
and will be supported by a series of directorate meetings and presentations to raise 
awareness of the key issues and responsibilities.   

 
6. RISK ASSESSMENT AND IMPLICATIONS 

A clear Media and Communications policy is vital to ensure an effective response to 
day-to-day communications issues as well as major incidents and issues. It is 
important that all staff are aware of the policy and understand their own 
responsibilities in order to minimise risk to individuals and the wider organisation.  

 
7. RELEVANCE TO STRATEGIC PRIORITIES 

Effective media and communications play a key role in the delivery of the 
organisation’s strategic objectives particularly in relation to health improvement and 
promotion and promoting the delivery of high quality, safe and effective care.  

 
8. RELEVANCE TO DIVERSITY AND / OR EQUALITY ISSUES 

An Equality Impact Assessment has been carried out on the Communication 
Strategy and specific work is also undertaken to raise awareness of work carried out 
across the organisation to meet the requirements of relevant national legislation.    
 
 

http://nhsforthvalley.com/wp-content/uploads/2014/06/Corporate-Communications-Strategy.pdf
http://nhsforthvalley.com/wp-content/uploads/2014/06/Corporate-Communications-Strategy.pdf


2 
 

Further to an evaluation it is noted that:  
√ Paper is not relevant to Equality and Diversity 
   

9. CONSULTATION PROCESS 
The Media and Communications Policy has been developed by the Communications 
Department in collaboration with staff across the organisation including staff from 
information governance, HR and corporate services. The updated version also 
reflects feedback from the Board’s Operational Group and Corporate Management 
Team.  

 
10. RECOMMENDATION(S) FOR DECISION 

The Forth Valley NHS Board is asked to: - 
 
• Approve the updated Policy, subject to any final comments or amendments, to 

enable a revised version to be published on the staff intranet and shared with 
staff across the organisation. 

 
11.  AUTHOR OF PAPER/REPORT: 

Name: Designation: 
Elsbeth Campbell  Head of Communications  

 
Approved by: 
Name: Designation: 
Jane Grant  Chief Executive 
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Work continued to highlight a number of new art initiatives across NHS Forth Valley. These 
included the unveiling of a new look Children’s Ward following a makeover by a team of artists. The 
new design includes bird boxes for children to peer into and hear the sound of birdsong. Hidden 
nests have also been painted along corridor walls to help distract children en-route to theatre.  New 
wall panels have also been installed in the 16 birthing rooms at Forth Valley Royal Hospital to make 
the labour suite brighter and more welcoming as well as helping to distract from medical equipment. 

Collectively, this proactive work generated positive coverage in local media and many of the 
developments were also highlighted in the Spring and Summer 2014 issues of NHS Forth Valley’s 
Community Health News. Both issues were distributed to outlets across Forth Valley as well as 
being promoted online through the NHS Forth Valley website and social media channels to reach a 
wider audience.  
 
Media Management  
During the period, the Communications Department received almost 100 enquiries from 20 different 
print, radio, TV and online news providers.  They also issued 132 proactive media releases or 
statements.  These generated 345 news stories or features linked to work and services provided by 
NHS and 84% of the resulting coverage was either positive or neutral and only 16% was negative. 
The Department also managed the response for a number of high profile media issues. These 
included complaints from patients and their families regarding their care and treatment, waiting times 
for outpatient appointments and court cases involving a number of former and current employees.  In 
addition, work was undertaken to manage communications for a wide range of public health issues. 
These included a TB screening programme for a number of staff and pupils at a primary school in 
Plean after a member of staff at the school tested positive for TB and work to raise awareness of this 
year’s flu vaccination programme which has been extended to include a large number of children 
who were not previously offered the vaccine. Other issues which attracted national and local media 
interest included the publication of the HEI report on Falkirk Community Hospital as this very positive 
report was the first issued by the Inspectorate which contained no actions or recommendations.  
 
Social Media  
Continuing use was made of social media throughout the period to provide information, advice and 
updates on a wide range of events, initiatives and health issues. We now have more than 3,800 
followers on twitter with many posts being regularly re-tweeted by our followers. Our facebook 
account continued to attract interest and feedback, particularly in relation to postings which 
highlight positive patient feedback, staff achievements and photographs from local events. The 
Communications Department also worked with service leads to host a number of social media Q&A 
sessions on a range of health issues including local stop smoking services and advice on managing 
diabetes.  
 
Forward Planning  
 
Key communication priorities for the next few months include working with council colleagues to 
raise awareness of plans to integrate local health and social care services and developing 
communication plans to support the review of clinical services which is being carried out to inform 
the new healthcare strategy. Work will also be undertaken with HR and OD to promote the 
forthcoming NHS Scotland staff survey and encourage nominations for the new NHS Forth Valley 
staff awards.  
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NHS FORTH VALLEY MEDIA AND COMMUNICATIONS POLICY 
 
 
1. Executive Summary 
This policy outlines the arrangements for handling media enquiries, filming requests and 
organising official events and visits within NHS Forth Valley. It also provides guidance on 
the use of social media and describes the key communication tools used within the 
organisation. Further information is available in NHS Forth Valley’s Corporate 
Communications Strategy or by contacting the Department direct on 01786 457243.  
 
All media enquiries, filming and photography requests should be referred to the 
Communications Department, in the first instance. Staff should also keep the Department 
updated on any service developments, awards or achievements and ensure they are 
briefed on any incidents or concerns that have the potential to generate media interest. 
The Department also provides advice and support to staff across the organisation and 
works together with local services and departments to develop and implement 
communications plans. If you have any queries about this policy or are unsure about any 
communications issues please contact the Communications Department direct for advice 
on 01786 457243.  
 
2. Introduction  
The Communications Department is also responsible for the management and 
development of a wide range of internal and external communication tools. NHS Forth 
Valley’s Communications Department provides a wide range of services and support to 
individual staff, services and departments across the organisation. This includes support 
to: 
 

• raise awareness of planned service developments, changes and new initiatives  
• promote local awards, achievements and successes  
• highlight new initiatives, projects and research  
• effectively manage planned service changes and service developments  
• organise visits, launches and events 
• respond to media enquiries and requests (including photography , filming,  media 

training and interview preparation) 
• communicate effectively with staff, partners and other key stakeholders 
• manage the response to high profile issues and incidents (including public health 

outbreaks and major incidents)  
• develop and implement effective promotional and public information campaigns 

(including external advertising)  
• design and produce a wide use of promotional resources (including photography, 

videos and publications)  
• complete nominations for national and local awards  
• use social media effectively to share news and information and encourage feedback 

from patients and local people 
• develop and maintain relevant sections of the NHS Forth Valley web and intranet 

sites  
 
 

http://nhsforthvalley.com/wp-content/uploads/2014/06/Corporate-Communications-Strategy.pdf
http://nhsforthvalley.com/wp-content/uploads/2014/06/Corporate-Communications-Strategy.pdf
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The Communications Department is also responsible for the management and 
development of a wide range of internal and external communication tools. This policy 
outlines the arrangements for handling media enquiries, filming requests and organising 
official events and visits within NHS Forth Valley. It also describes the communication 
support and advice available to support local staff and provides an overview of the key 
communication tools used within the organisation. Further information is available in NHS 
Forth Valley’s Corporate Communications Strategy or by contacting  
 
 
3. Working with the media  
 
NHS Forth Valley attracts a wide range of direct enquiries from national and local media 
including newspapers, magazines, television, radio and press agencies. The 
Communications Department provides a 24-hour, seven day-a-week service on behalf of 
the organisation, ensuring prompt, accurate briefings and statements are issued in 
response to all media enquiries.  The Communications Department also proactively works 
with the media to highlight the work of NHS Forth Valley staff and services.   
 
Any member of staff who wishes to highlight or promote any service developments, 
changes, new initiatives or events should contact the Communications Department for 
advice.  
 
 
4. Responding to media enquiries   

 
Any media enquiries and requests received by staff should be directed to the 
Communications Department who will work with relevant staff within the organisation to 
agree an appropriate response.  If a member of staff is contacted by the media direct they 
should ask the journalist to contact the Communications Department on 01786 457243, 
before making any comment. Out-with normal office hours any media enquiries should be 
referred to the on-call Communications Officer via the switchboard at Forth Valley Royal 
Hospital on 01324 566000. 
 
 
 
5. Filming/photography requests and visits to NHS premises  
 
Requests to undertake filming or photography in any NHS Forth Valley premises or 
surrounding grounds must be discussed and agreed with the NHS Forth Valley 
Communications Department before any arrangements are made.  If patients are involved 
then filming/photography consent forms should be completed in advance. Copies of these 
forms are available on the Staff Intranet (under useful forms). Serco and Forth Health 
must also be advised, in advance, of any filming planned in or around Forth Valley Royal 
Hospital. Any requests by individuals or organisations to visit NHS premises which may 
generate media interest should also be discussed with the Communications Department 
in advance. Similarly if any Department or Service would like to invite a high-profile 
individual to attend an event or visit local premises they should discuss this with the 
Communications Department in advance. This includes invites to MSPs, MPs, councillors, 
representatives from commercial organisations and other high-profile individuals.  
 

http://nhsforthvalley.com/wp-content/uploads/2014/06/Corporate-Communications-Strategy.pdf
http://nhsforthvalley.com/wp-content/uploads/2014/06/Corporate-Communications-Strategy.pdf


4 
 

Staff should also take account of specific guidance issued to NHS Boards in the run up to 
local and national elections which covers canvassing and campaigning on NHS premises.  
 
 
6. Media monitoring  
 
National Services Scotland’s Information Services Division (ISD) produce a daily summary 
of health related coverage in the national media and NHS Forth Valley’s Communications 
Department produces a weekly summary of local media coverage. If you would be like to 
be added to the mailing list for these please email nhsfvcomms@nhs.net – both are 
circulated electronically. 
 
 
7. Incidents or issues likely to attract media interest  
 
A wide range of incidents or issues may attract media interest. These include: 
 

• Incidents involving patients, visitors or staff  
• Visits by elected representatives, celebrities or other high profile individuals 
• Admission of a well-known or high profile individual to local hospitals for care and 

treatment (including prisoners from local prisons in Forth Valley)  
• Any incidents or issues with potential implications for health and safety (e.g. 

outbreaks of disease, fires, accidents, equipment failures etc)  
• Any local incidents resulting in a large number of casualties e.g. major road traffic 

accidents 
• Research projects involving local staff or patients (including results which may be 

published in scientific or health journals)  
• High profile awards and achievements involving local staff or services  

 
If in doubt, then discuss with your line manager who can decide whether it is appropriate to 
inform the Communications Department. If the incident has occurred out-of-hours then you 
can contact the on-call Communications Officer (via the Forth Valley Royal Switchboard on 
01324 566000) for advice.  
 
 
8. Speaking to the media on behalf of another organisation or in a personal 

capacity  
 
If you are asked to speak to the media or provide a comment on behalf of another 
organisation, e.g. a professional body or trade union, or in any capacity where NHS Forth 
Valley, its facilities and services or their role as a employee of the NHS Board could be 
mentioned (including online) you should discuss this with your line manager before 
agreeing to take part.  You or your line manager should also inform NHS Forth Valley’s 
Communications Department so that they are aware of any potential media coverage 
which could generate follow up media enquiries for the health board.  You must also make 
it clear in any interviews, comments or statements that you are not speaking for or on 
behalf of NHS Forth Valley.  
 
Staff should also take account of specific guidance issued to NHS Boards in the run-up to 
local and national elections.   
 

mailto:nhsfvcomms@nhs.net
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If, acting in a private or personal capacity, you wish to publish an article, give an interview, 
provide a comment or otherwise participate in a media event or debate in a public forum 
(including online) you should make it clear that you are acting in a private capacity and any 
opinions expressed are not necessarily those of the NHS Board. 

It would also be helpful if you could let the Department know in advance if you are involved 
in any research which is being published in a major scientific journal or publication as 
these can attract media interest and may generate follow up enquiries and requests 

 

9. Sharing local news and information 

The Communications Department is always keen to hear about any new service 
developments, initiatives and research. They are also interested in any interesting or 
unusual stories involving patients and staff including local events, awards, achievements 
and fundraising initiatives. The Department is keen to work with local staff to help promote 
service developments, projects or changes and can offer advice and support to help 
services communicate effectively with patients, the general public and local community 
orgnaisations. You can email the Department direct on nhsfvcomms@nhs.net or phone 
01786 457243 to discuss.  

 

10. Guidance on the Use of Social Media 

The Communications Department manages and monitors the Health Board’s corporate 
social media accounts – these include Twitter (@nhsforthvalley), Facebook 
(www.facebook.com/nhsforthvalley) and YouTube (www.youtube.com/nhsforthvalley). 
While the Board’s current policy does not support the development of separate social 
media accounts for individual departments or services, the Communications Department 
works with local staff to identify how their needs can be met through the use of the 
corporate social media accounts and other digital resources.  

Staff are encouraged to follow NHS Forth Valley’s social media accounts to keep up-to-
date with local news and help share information with a wider audience. Separate guidance 
and a policy on the use of social media are available on the staff intranet.  
 

11. Supporting Local Staff and Services  

As well as promoting the wider work of the organisation, the Communications Department 
is keen to support the work of local staff and teams to help them develop and improve 
local services. Effective communications can play a key role in a project’s success and it is 
therefore important that it is considered early on rather than being left at the end, prior to 
the launch, roll-out or implementation of new initiatives or service developments. The 
Communications Department can work with local staff and services to help identify key 
messages and how best to target these, identify any potential pitfalls at an early stage and 
suggest actions to help address these. They can also work with local service leads to 
develop communications plans for specific projects and initiatives to help you achieve your 
aims and objectives and work with local teams to help tackle any new issues or challenges 
as plans progress. The Communications Department can also review and provide 

mailto:nhsfvcomms@nhs.net
http://www.facebook.com/nhsforthvalley
http://www.youtube.com/nhsforthvalley
http://policies.staffnet.fv.scot.nhs.uk/wp-content/uploads/sites/4/2016/10/Social-Media-Policy.pdf
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feedback on key documents, reports and publications to help ensure they are easy to read 
and understand, help convey key messages and avoid the use of jargon. 

 

 

 
 
12. Deadlines  
 
It would be helpful if staff could give the Communications Department as much notice as 
possible about upcoming events, initiatives and projects in order to meet local newspaper 
deadlines. The majority of newspapers in Forth Valley are weekly and their deadline is 
normally at least two - three days prior to their publication date. In addition, you have to 
allow sufficient time for the drafting and approval of media release and briefings.  
 
 
13. External Communication Tools  
 
NHS Forth Valley has developed a number of external communications tools to support 
regular, proactive communication with patients, the general public and other key 
stakeholders.   
 
e-bulletins– NHS Forth Valley’s Communications Department produces regular e-bulletins 
to update patients and the general public on key developments, changes and 
achievements across Forth Valley. This is emailed to a growing network of individuals, 
community groups and local organisations and an online version is also available on the 
NHS Forth Valley website. If you have any information which you would like to be included 
please contact the Communications Department on 01786 457243 or email 
nhsfvcomms@nhs.net 
 
Social Media – NHS Forth Valley uses a number of social media tools to share news and 
information, promote service developments and local events and gather feedback on a 
range of health issues. These include Twitter (@nhsforthvalley), Facebook 
(www.facebook.com/nhsforthvalley) and YouTube (www.youtube.com/nhsforthvalley).  
 
 
Filming and Photography - staff from the Communications Department can advise on 
filming and photography and are also able to made short videos which can be used 
internally and externally to help promote a range of healthcare initiatives and events.  
 
 
NHS Forth Valley website - The NHS Forth Valley website (www.nhsforthvalley.com) is 
one of the organisation’s most important means of providing health information and advice 
to local patients and residents. It includes information on local services and hospitals along 
with the latest news and contact details. The website also has a ‘Celebrating Success’ 
section, which is used to highlight local awards and achievements, and a feature area on 
the homepage to promote local campaigns and initiatives. If you have any comments or 
suggestions on the website please contact the webmaster on fv-uhb.webmaster@nhs.net 
Local services and departments are also responsible for regularly reviewing the service 
information and contact details published on the website to ensure they are accurate and 

mailto:nhsfvcomms@nhs.net
http://www.facebook.com/nhsforthvalley
http://www.youtube.com/nhsforthvalley
mailto:fv-uhb.webmaster@nhs.net


7 
 

up-to-date. Any changes, corrections or amends should be emailed to fv-
uhb.webmaster@nhs.net While the Board’s current policy does not support the 
development of separate websites, the Communications Department can provide advice 
and guidance to help address the needs of individual departments and services, making 
use of the NHS Forth Valley website and other digital resources. Further information on 
the Board’s website content and development policy can be found on the staff intranet.  
 
 
Information campaigns - The Communications Department works with a number of 
services to develop and promote a wide range of public information campaigns. These 
include Public Health campaigns to raise awareness of specific health issues e.g. infection 
control, flu vaccination and HIV and others to encourage local people  
 
 
14. Internal Communication Tools  
 
NHS Forth Valley employs around 7,000 members of staff, who together with their 
families, make up approximately 25% of the population covered by NHS Forth Valley.  Our 
staff are therefore both service users and ambassadors with significant power to influence 
public and patients’ perception of the service and the organisation.  Recognising this is 
essential for communicating effectively and managing the reputation of NHS Forth Valley. 
 
 
Staff Intranet – the intranet is one of the key means of providing information to staff 
across the organisation. Departments are responsible for reviewing and updating their own 
local pages on the intranet (via local intranet authors) while the Communications 
Department works with leads across the organisation to update key corporate sections 
including the What’s New and rolling feature sections on the homepage. The intranet also 
contains a ‘Social Zone’ which staff can use to post appropriate non-work related 
information including adverts, details of fund-raising and social events. Anyone wishing to 
highlight news or information on the homepage of the Staff Intranet should contact the 
Communications Department on 01786 457243 or email nhsfvcomms@nhs.net  To find 
out a list of current intranet authors who have access to update the intranet please contact 
the webmaster on fv-uhb.webmaster@nhs.net or phone 01786 457252.  
 
 
 
Staff Newsletter - NHS Forth Valley produces a regular quarterly Staff Newsletter which is 
widely distributed to staff across the organisation to update them on key service 
developments and changes as well as highlighting the work and achievements of staff 
across the organisation. An online version is also available on the Staff Intranet.  
 
The Communications Department works with staff across the organisation to develop 
content and welcomes suggestions or contributions for future issues. Anyone wishing to  
submit ideas, suggestions or information they would like to see included in the Staff 
Newsletter should contact the Communications Department on 01786 457243 or email 
nhsfvcomms@nhs.net 
 
 
Staff Brief - A Staff Brief is normally issued every fortnight to disseminate key information 
to staff across the organisation.  The Staff Brief is sent electronically to all email users 

mailto:fv-uhb.webmaster@nhs.net
mailto:fv-uhb.webmaster@nhs.net
http://policies.staffnet.fv.scot.nhs.uk/wp-content/uploads/sites/4/2016/10/Website-Content-And-Development-Policy.pdf
mailto:nhsfvcomms@nhs.net
mailto:fv-uhb.webmaster@nhs.net
mailto:nhsfvcomms@nhs.net
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across NHS Forth Valley and posted on the Staff Intranet. Managers are also asked to 
share information or make copies available to staff who do not have access to the intranet. 
Items or information for inclusion in the Staff Brief should be emailed to  
nhsfvcomms@nhs.net 
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SUMMARY 
 
1. Access Policy 
 
2. Purpose of Paper 

 
In response to the Scottish Statutory Instrument 2014 No. 93. National Health 
Service, The Patients Rights Act (Treatment Time Guarantee) (Scotland) 
Amendment, NHS Forth Valley has reviewed its Access Policy governing the rights 
and responsibilities of the Patients and Services in using and delivering health care 
services. The policy was last approved by Forth Valley NHS Board in August 2014. 

 
3. Key Issues 

 
The Policy has been reviewed to reflect the changes around the out-patients 
standards which are listed in Section 1 along with all other access targets. 
 
As part of the review changes have been made to better reflect roles and 
responsibilities of key staff involved in the delivery of services. 
 

4. Financial Implications 
 
There are no anticipated additional costs from implementing these amendments into 
the Access Policy. 

 
5. Workforce Implications 

 
• Training of staff on the application of the access policy. To ensure standard 

practice of the National Access Policy across all services NHS Forth Valley 
has written and is implementing Standard Operating Procedures (SOPs) for 
all elective Outpatient, Diagnostic and In-patient/Day case procedures . 

 
6. Risk Assessment and Implications 

 
Access Policy is a key document to minimise risk to the organisation ensuring 
standards are adhered to. 
 

7. Relevance to Strategic Priorities 
 

• Treatment Time Guarantee (TTG) 
• Compliance with Referral to Treatment Target (RTT) 
• HEAT Target Compliance 

 
7. Relevance to Diversity and / or Equality Issues 

 
• Diversity and Equality team have been involved in the production of the 

access policy.  
• Waiting times relates to pathways efficiency and ease of access identifying 

patients needs at the start of referral so that care can be tailored to need 
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8. Consultation Process 
 
Consultation has been undertaken with a range of stakeholders including staff with a 
responsibility for managing waiting times, Clinicians and General Managers.The 
policy has been approved by the Corporate Management Team. 

 
9. Recommendation(s) for Decision 

 
The Forth Valley NHS Board is asked to: - 
 

• Approve the updated policy for implementation within NHS Forth Valley.  
 
 
10.  Author of Paper/Report: 

Name: Designation: 

Andy Rankin Head of Patient Access 

 
Approved by: 
Name: Designation: 
David McPherson General Manager 

 



 

  Page 1 of 29 
UNCONTROLLED WHEN PRINTED 

 

 
 
 
 
 
 
 
 
 
 

NHS FORTH VALLEY 
 

Access Policy 
Version 2.9 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Date of First Issue 01/06/2012 
Approved 01/09/2012 
Current Issue Date  01/04/2017 
Review Date 01/04/2019 
Version 2.9 
EQIA Yes      16/01/2013 
Author / Contact Roslyn Grant -  01324 567425 
Final Approval             
 

NHS Forth Valley Board 

This document can, on request, be made available in alternative formats



 

  Page 2 of 29 
UNCONTROLLED WHEN PRINTED 

 

 
Contents 
 
1.  Introduction  4
   
2.  Background  5 
 
3.  Treatment Time Guarantee  6 
 3.1  Start Date  6 
 3.2    End Date   6 
 3.3    Bilateral Treatment   6 
 3.4  Patient’s obligations  7 
 3.5  Patient communication  7 
 
4.  Key principles of the NHS Forth Valley access policy  8 
 
5.  Responsibilities under the National access policy/NHS FV access policy  8 
 5.1  To communicate effectively with patients  8 
 5.2  To manage referrals effectively  9 
  5.2.1  Referrer  10 
  5.2.2  Receiving location  11 
  5.2.3  Receiving clinician  11 
  5.2.4  Patient Transfer  12 
 5.3  To manage waiting list effectively  12 
 
6.  New appointments processes  13 
 6.1  Patient focused booking (PFB)  13 
 6.2  Telephone booking  13 
 6.3    Direct Booking   13 
 6.4  Reasonable offer  13 
  6.4.1 Dates of treatment  14 
 6.5  Patient request for named Consultant  14 
 6.6  One stop service  15 
 6.7  Specific Treatment Location       15 
 
7.  Unavailability   15 
 7.1  Medical unavailability  16 
 7.2  Patient advised  16 
  7.3  Visiting consultant service  16 
 
8.  Managing Appointments of patients who DNA  17 
 8.1  New OP appointment  17
 8.2  Elective admissions  17 
 8.3  Managing appointments of patients who cannot attend (CNA)  17 
 8.4  Short Notice appointments   18 
 8.5  Cancelled by hospital  18 
 8.6  Transfer to different health board  18 
  
9.  Adding a patient to the elective waiting list  20 



 

 3 

 9.1  Key principles  20 
 
10.  Pre-operative assessment  21 
 
 
11.  Admissions  21 
 11.1  Could Not Attend (CNA)  22
 11.2  Did Not Attend (DNA)  22
 11.3  Short notice admissions  22 
 11.4  Cancelled by hospital   22
 11.5  Could Not Wait  22 
 
12.  Specialist services  23 
 12.1  Cancer access targets  24 
 12.2 Cardiac Patient  24
 12.3  Drug and Alcohol A11Heat standard  24 
 
13.  Priority treatment for military veterans  24 
 
14.  Definitions  25 
 14.1 Waiting time clock  25 
 14.2 Treatment time guarantee waiting time  25 
 14.3 Stage of treatment waiting times  25 
 14.4 18 weeks Referral to Treatment (RTT) waiting time  26 
  
 
Appendix 1    
Exclusions and inclusions 18 weeks RTT standard  37 
     
Appendix 2    
Private patients who transfer to NHS for care.  28 
 
 
 
 
 
 
  



 

 4 

1.  Introduction 
 
A National Access Policy has been developed to provide a common vision, direction and 
understanding of how NHS Boards should ensure equitable, safe, clinically effective and 
efficient access to services for their patients. 
 
This policy sets out the national principles that will help ensure systems are in place to 
optimise the use of facilities and available capacity in order to deliver high quality, safe 
patient care in a timely manner. 
 
NHS Forth Valley, using the principles in the National Access Policy, will ensure that the 
systems, processes and resources are in place to deliver the responsibilities within the 
National Access Policy. NHS Forth Valley will also ensure that there are Standard 
Operating Procedures (SOPs) developed to deliver the requirements of the National 
Access Policy. 
 
This local Access Policy sets out the details of how these principles apply to NHS Forth 
Valley services including possible and reasonable service locations to ensure that patients 
who are waiting for appointments for treatment are managed fairly and consistently across 
NHS Forth Valley and that NHS Forth Valley has clear and consistent guidance. This 
policy applies to all services including Mental Health Services, Acute Services and any 
community sites which provide Day Case or Inpatient treatment. 
 
The current waiting times standards are: 
Definitions 
1. Referral To Treatment Waiting Time Standard: A whole journey waiting time target of 

18 weeks from referral to treatment.  
i. Under the 18 weeks Referral to Treatment Standard, a least 90% of 

patients should receive all of the following within 18 weeks of being 
referred: 

ii. an outpatient appointment 
iii. diagnostic test (if required) 
iv. treatment (if appropriate) 

 
b. Outpatient Waiting Time Standard: patients referred for a new outpatient 

appointment should be seen within 12 weeks of the date of the referral.  
i.         Boards need to improve the 12 weeks outpatient performance to achieve a 

minimum 95% standard with a stretch aim to 100%.  It is also essential that 
waits of over 16 weeks are eradicated. 

 
c. Diagnostic tests: from referral for a key diagnostic test to reporting of result should 

be no more than 42 days.  
i. The 8 key diagnostic tests and investigations are: 

Upper Endoscopy 
Lower Endoscopy (excluding colonoscopy) 
Colonoscopy 
Cystoscopy 
Computer Tomography (CT) 
Magnetic resonance imaging (MRI) 
Barium studies 

  Non-obstetrics ultrasound 
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2. Cancer Waiting Time Standards:  

a. 62 day waiting times standard: a whole journey standard:  Patients referred urgently 
with a suspicion of cancer should be seen and treated within 62 days of referral. 

b. 31 day waiting times standard: Patients that are diagnosed with Cancer should be 
treated within 31 days of diagnosis. 

 
3. Drug and Alcohol Service Waiting Time Standard:  

a. The standard for drug and alcohol treatment states that 90% of people who need 
help with their drug or alcohol problem will wait no longer than 21 days for treatment 
that supports their recovery.  
 

4. Treatment Time Guarantee: The Treatment Time Guarantee is a legal requirement 
under the Patients’ Rights Bill (2011). All patients that agree to inpatient/daycase 
surgery should be treated within 12 weeks of the agreement to treat.  

a. There are some exemptions to this guarantee,  
i. Assisted reproduction  
ii. Obstetrics services  
iii. Organ, tissue or cell transplantation whether from living or deceased donor  

b. Treatments in an outpatient setting are not covered by the treatment time 
guarantee. 

c. Waiting time excludes any patient unavailability or clock resets. 
d. A diagnostic test is not defined as treatment. 

 
The policy has been approved by the Board in an open session and is available on the 
Intranet.  
 
 
2.  Background 
 
It is essential that NHS Forth Valley uses resources in a cost effective way.  It is 
recognised that a culture of continual service redesign and improvement is necessary to 
achieve transformational change. The need to improve consistency of care and reduce 
variation across NHS Scotland is part of an explicit ongoing commitment to evidence 
based clinical practice.   
 
NHS Forth Valley’s Access Policy aims to ensure consistency of approach in providing 
access to services and as such it supports The Patients’ Rights (Scotland) Act 2011 which 
includes a guarantee in law that all eligible patients should start to receive their Day 
Case/In-Patient treatment within 12 weeks of the date of agreement to treat - 12 week 
Treatment Time Guarantee (TTG). The TTG dovetails with existing Stage of Treatment 
and 18 weeks Referral to Treatment (RTT) standards. 
 
NHS Forth Valley’s Access Policy also firmly supports NHS Scotland’s Quality Ambitions, 
which put quality at the heart of our NHS.  The shared ambition is to deliver world-leading 
person centred, safe and effective healthcare services as well as timely access to care at 
the point of treatment. 
 
As a minimum 90% of patients accessing acute secondary care services should expect to 
be treated within 18 weeks from the receipt of their referral to the start of their treatment. 
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3.  Treatment Time Guarantee 
  
The Patients’ Rights (Scotland) Act 2011 establishes a 12 week maximum waiting time for 
eligible patients. Eligible patients should start to receive their treatment within 12 weeks of 
the treatment being agreed between the patient and NHS Forth Valley. This means once a 
patient has been diagnosed as requiring inpatient or day case treatment and has agreed to 
that treatment, they must start that treatment within 12 weeks of the agreement. This will 
include Mental Health services. 
 
The patients waiting time clock will start on the date the patient agreed the treatment and 
will stop when the patient undergoes an operation or treatment. 
 
Diagnostic tests and Outpatient procedures are not covered under the definition of a 
“treatment” within the Act hence there is no legal waiting time guarantee. However, the 
whole journey 18 week RTT standard applies.  
 
3.1   Start date 
The Treatment Time Guarantee (TTG) will start when the clinician and patient agree to 
treatment. For the vast majority of the patients the agreement will be at an outpatient 
appointment.  
 
If a patient requires to undergo a test to confirm the need for treatment then the time when 
the patient is contacted about the test results and subsequent treatment agreed would 
represent the clock start date for the TTG. 
 
A clock will not start if a patient wants to consider whether to go ahead with  treatment. 
The clock will begin only when the patient agrees to go ahead with treatment. This date 
should be noted and this will be the start date for TTG. 
 
The patients’ start date should not be delayed until after pre-operative assessment as this 
is only checking the patient is fit to come in for their treatment (see page 21 for detail 
regarding pre-op assessment). 
 
3.2       End Date 
This is the date the patient has a procedure which should be within 12 weeks from date 
the patient agreed to treatment. 
 
 An offer of treatment for inpatient or day case out with the 12 weeks TTG will be a breach 
of the TTG and legislation does not allow for any adjustments to the treatment time clock 
once the patient has breached. 
 
3.3     Bilateral Treatment 
For patients waiting for sequential bilateral treatment the waiting time for the second 
treatment is measured as a separate pathway. It may be that the agreement for both 
treatments is made at the same time. However, normally the agreement to commence the 
second treatment is only made on or after the post-operative review for the first treatment. 
The waiting time for the second treatment should not start until the clinician and patient 
agree to proceed to treatment. The sequential treatment must not be managed as a 
planned repeat. 
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3.4  Patient’s Obligations  
The TTG guidance also makes explicit the responsibility of the patient for accepting and 
honouring a “reasonable offer” of an appointment or admission date for treatment. Patients 
who “fail to attend” for an appointment or admission, without prior warning, may be 
removed or will return to the start of the waiting list, unless there are clinical or other 
compelling reasons for treating them sooner. Effectively they will have their waiting times 
“clock” returned to zero.  
 
3.5  Patient Communication  
While verbal contact with the patient is the preferred approach when offering appointments 
or admission dates, where this is not possible, effective processes for delivering and 
accepting or rejecting offers will be in place. Communications with patients should be in a 
format appropriate to their needs e.g. large print, community language. There are certain 
groups of patients who may experience difficulty accessing hospital facilities for specific 
reasons. GP’s should indicate this on the referral. This will ensure that steps can be taken 
to facilitate access and no patients are disadvantaged in any way.  
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4           Key Principles of NHS Forth Valley’s Access Policy  
 
There are a number of key principles that underpin the achievement of the aims of 
the Access Policy and delivery of waiting time standards. 
 
       For patients 
 
• The patients’ interests are paramount 
• NHS Forth Valley aims to achieve inclusive and equal access for all service users 
• Patients must inform NHS Forth Valley if they are unable to keep an appointment 
      For NHS Forth Valley 
• Patients are offered care according to clinical priority, then in date order and within 

agreed waiting time standards 
• Sufficient capacity should be available and optimally utilised to deliver waiting times 
• Referrals are managed effectively through electronic triage 
• NHS Forth Valley will provide a common pathway for electronic triage which includes 

the option of providing advice to the referrer or an appropriate appointment 
• Waiting lists are managed effectively using electronic systems where possible 
• Patients will be referred to a clinical team and will be seen by an appropriate member 

of that team rather than a named consultant 
• Patients should not be added to a waiting list if they are not available for treatment due 

to medical reasons 
• Offers should be made as soon as possible after receipt of referral and a minimum of 7 

days notice before the date of the appointment or admission 
• A patient must be offered two reasonable offers for outpatient and inpatient 

appointments 
• If a patient refuses two reasonable offers, the hospital will refer the patient back to the 

referring clinician, normally their GP, unless the consultant requests otherwise on 
clinical grounds 

• Patient advised unavailability should only be applied in response to specific request 
from the patient or their carer. This should be clearly documented on the hospital 
systems and confirmed in writing 

• Admissions to hospital are actively managed through pre-assessment services. 
• There is partnership working with stakeholders in primary, secondary and social care. 
 
 
5. Responsibilities under the National Access Policy/ NHS Forth Valley Access 
Policy 
 
The National Access Policy details the responsibilities that will ensure equity and 
consistency of approach in accessing health services across NHS Scotland. These same 
responsibilities have been adopted in NHS Forth Valley’s Access Policy. 
 
The four key responsibilities under the Access Policy are: 
1. To communicate effectively with patients. 
2. To manage referrals effectively. 
3. To manage waiting lists effectively. 
4. To use information to support improvements in service provision. 
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5.1 To Communicate Effectively With Patients 
There is a need to ensure that patients are appropriately informed at all stages of the 
patient journey.  Communicating effectively with patients or their carer (if appropriate),  will 
help to inform them of when, where and how they will receive care and what their 
responsibilities are in helping to ensure treatment proceeds as planned.   
 
It is important that patients are provided with clear, accurate and timely information about 
how and when they will be admitted to hospital. This information will be included in a 
patient leaflet given to them by the booking team when they receive an appointment. 
 
The patient will be given clear instructions on how and when to contact the hospital to 
either accept or decline their appointment or admission date and the timeframe in which to 
do this.  
 
Patients will be given clear information on the consequences of not responding quickly to 
hospital communications and the impact this could have on their waiting time.  The 
patients leaflet will help the patient understand their responsibilities.  On request the 
patients leaflet will be in a format appropriate to their additional support needs e.g. large 
print, different languages. 
 
NHS Forth Valley has clear processes and procedures in place to ensure that patients can 
inform NHS Forth Valley of any changes in their details and/or their ability to attend 
appointment. 
 
• GPs and Practice staff must make patients aware that refusal of a reasonable offer of 

appointment or admission may have implications for the time they have to wait and 
may result in patient being returned to the referrer’s care.  

 
• Where treatment occurs outside the Health Board area, or where clinics are held 

infrequently, it will be made clear to patients the reasons for this at the beginning of the 
process of organising their appointment or admission.  

 
• The patient leaflet will make patients aware that they must inform the hospital of any 

changes to their details, e.g. name, address, postcode, telephone number or GP as 
soon as possible. 

 
• GPs should advise patients they are required to attend their agreed appointment. If the 

appointment is not required or if the patient is unable to attend, the patient should 
inform the hospital at the earliest available opportunity. 

 
• Patients should be made aware that they need to advise the booking office when they 

will not be available to attend any appointment or admission to hospital for any periods 
of time, e.g. holiday or work commitments. If circumstances change after the referral is 
made they must inform the hospital at the first opportunity. 

 
• Patients should be made aware that if they no longer wish to have their outpatient 

appointment or admission, for whatever reason, they must advise the hospital. 
 
• Where patients do not attend for appointments and are returned to the referrer the 

primary care team should have in place arrangements to follow up with the patient prior 
to re-referral. 
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• In the event of a breach of the TTG, NHS Forth Valley will provide the patient or where 

appropriate, the patient’s carer, an explanation in writing of why the Health Board did 
not deliver the TTG. This will contain details of the advice and support available and 
details of how feedback, comments or complaints can be raised. 

 
• Communications about patient clock adjustments must be in writing unless there has 

been consent to receive communications via electronic medium.  
 
• Additional needs will be noted in the patient management systems and on the SCI 

gateway referral. 
 
• Patients may require advocacy assistance when being communicated with. 
 
 
5.2 To Manage Referrals Effectively  
Improvements in waiting times will be delivered through an effective partnership between 
Primary and Secondary Care, with appropriate protocols and documentation in place.  
 
5.2.1 Referrer 
• Prior to referral, the clinician will explain to the patient the range of options to be 

considered.  It will be explained that patients may not need to access specialist or 
consultant-led services. 

 
• The referring clinician will advise patients of why they are being referred, the expected 

waiting time, their responsibilities for keeping appointments and the consequences of 
not attending.  

 
• Where treatment cannot be provided locally and the patient needs to travel elsewhere, 

the patient will be made aware of this as early as possible.  
 
• When the referrer is aware the patient will be unavailable for a period of time, the 

referrer will either delay sending the referral until they know the patient is available or 
clearly note the patient’s unavailability period on the referral.. 

 
• Referrals (where possible), will be made electronically and as per local protocols. 
 
• GPs will make referrals to a clinical service and not a named consultant. 
 
• Wherever possible patients should be referred for diagnostic tests prior to the referral 

being made for the first outpatient appointment. 
 
• Referrers must provide accurate, timely and complete information within their referral 

(or they will be returned) including: 
• CHI identifier  
• Full demographic details which include:  

o Name 
o Address 
o Ethnicity 
o Postcode 
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o Up to date mobile and home telephone numbers 
o e-mail address 
o Preferred method of contacting patient i.e. letter, phone or e-mail 
o Patient’s unavailability period if applicable 
o Armed forces/veteran status if applicable 
o Additional Support Needs 

•  Patients referred with suspected cancer must be marked as ‘URGENT- SUSPICION 
OF CANCER’ and appropriate SCI referral completed. All suspected cancer patients 
are required to be seen and treated within the correct cancer waiting time standards 
(see page 23).  
 

• Special exemptions exist for Armed Forces veterans which enables them to receive 
priority treatment for any conditions which are likely to be related to their military 
service, subject to the clinical needs of all patients.  Refer to, “HDL 2006 16 – Priority 
Treatment for War Pensioners and to Access to Health Services for Armed Forces 
Veterans – Extension to Priority Treatment CEL 8 (2008)”. 

 
5.2.2 Receiving location 
• There is a structured and transparent approach to the management of referrals, 

scheduling and booking for all patients. 
 
• Referrals are triaged electronically where possible and must be done within 2 working 

days of receiving the referral. 
 
• The date of receipt of all referrals is recorded.  
 
• Patients should be booked as close to the date of receipt of referral as reasonably 

possible using the criteria of clinical priority and date order. 
 
• Systems and procedures are in place to triage and prioritise referrals in accordance 

with referral category (e.g. Urgent/Routine) 
 
• A common pathway that allows advice or an appointment as appropriate is in place. 
 
• Armed Forces personnel, veterans and their families who move between areas retain 

their relative point on the pathway of care within the national waiting time targets.  
Refer to, “Access to NHS Care for Armed Forces Personnel CEL 8 (2008) and CEL 3 
(2009)”.  

 
• Special exemptions exist for Armed Forces veterans enable them to receive priority 

treatment for any conditions which are likely to be related to their military service, 
subject to the clinical needs of all patients.  Refer to, “HDL 2006 16 – Priority Treatment 
for War Pensioners and to Access to Health Services for Armed Forces Veterans – 
Extension to Priority Treatment CEL 8 (2008)”. 

 
5.2.3 Receiving Clinician 
• It is the receiving clinician’s responsibility to communicate back to the referrer with 

advice on why the referral is unsuitable. This will avoid unnecessary outpatient 
appointments.  
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• Any referrals received for a service that is not delivered in the NHS Forth Valley area 
will be returned to the original referrer with advice. Where it is judged the referral would 
be more appropriately managed by another service provided by the Health Board, the 
referral will be passed to that service and the referrer informed by the consultant. 

 
• Receiving clinicians must ensure waiting lists properly reflect  clinical priority and are 

managed effectively. 
 

• No patient will be added to the waiting list other than through the formal referral 
process unless they are a transfer from Accident & Emergency or Minor Injuries unit. 

 
5.2.4 Patient Transfer 
• The transfer of any part of a patient’s health care to other Health Board areas or to the 

private sector must always be with the consent of the patient. The consultant will also 
be notified of this decision. 

 
• Appropriate documentation and information should be provided to the receiving Health 

Board or private sector provider where appropriate, with an agreed minimum data set 
between Health Boards.  

 
• If the patient does not wish to be transferred, NHS Forth Valley must ensure the patient 

is made a reasonable offer within current national guidance and within the current 
relevant waiting time standard.  

 
• Private patients opting to transfer to NHS treatment must be referred back to the GP to 

discuss their options and if appropriate referred to local NHS provider. The 18 Week 
RTT will then commence (appendix 2) 

 
5.3 To Manage Waiting Lists Effectively 
To support delivery of waiting times standards there is a need for NHS Forth Valley to 
manage waiting lists effectively. This includes triaging of referrals, management of both 
new and return patients and accurate recording of clinic outcomes.  
 
•  Patients will only be added to a waiting list if they are available to commence 

treatment.  
 
• Systems and processes are in place to ensure that all staff are adequately trained to 

use local systems to help manage access to services using Standard Operating 
Procedure manuals.  

 
• All new referrals will be triaged electronically within 2 working days with all new 

appointments having a corresponding waiting list entry. 
 
• Patients will be booked according to clinical priority and then in date order.   
 
• Details of patients on the waiting list who are admitted as emergency admissions will 

be communicated to Health Records. 
 
• Systems and procedures will be in place to ensure that the Health Records are aware 

of any patient cancelled on the day of, or after, admission.  
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• Patients will only receive a return appointment when there is a clinical need. 
 
• The amount of return appointments will be monitored and reviewed. 
 
• There are systems and procedures in place to communicate, manage and record all 

outcomes at clinics. 
 
• Patients who require treatment for different conditions may be on two separate 

pathways. The patient following discussion with their Consultant(s), will agree which 
treatment should take precedence. 

 
 
6. New Appointments Processes 
 
NHS Forth Valley has 3 ways of making appointments; patient focused booking, telephone 
booking and direct booking. 
 
6.1 Patient Focused Booking (PFB) 
PFB is where an acknowledgement letter is sent to the patients when the referral is 
received inviting them to make contact to make arrangements for their appointment. 
 
6.2 Telephone Booking 
This model is where arrangements for the appointment are made by telephoning the 
patient to make the appointment.  

 
6.3 Direct Booking 
This model is where patients’ are sent a letter offering them an appointment date,  the 
patient then calls to accept that date or to advise that they are not available and are then 
given a second offer.  

 
 6.4 Reasonable Offer  
A “reasonable offer” of appointment is the offer of 2 or more different dates 7 days apart 
for each stage of the patient’s treatment pathway, with a minimum of seven days notice 
from the date of each offer to the date of appointment. 
 
NHS Forth Valley may offer patients appointments in other areas out with NHS Forth 
Valley Board area. The sites which are classed as reasonable offer sites are: 

• NHS Lothian 
• NHS Lanarkshire 
• NHS Fife 
• NHS Tayside 
• NHS Greater Glasgow and Clyde 
• National Facilities e.g. Golden Jubilee National Hospital Clydebank, Strathcathro 

hospital (NHS Tayside). 
• Private sector hospitals 
 

In exceptional circumstances e.g. specialist services or for capacity issues it may be that a 
reasonable offer will be any NHS facility within Scotland. In these circumstances NHS 
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Forth Valley will be responsible for the cost of any transport and accommodation 
arrangements necessarily and reasonably incurred by the patient and their carer. . 
 
The NHS Forth Valley selection criteria to decide which patients can be offered treatment 
at these sites are: 

• Medically fit to travel 
• Clinical criteria 
• Patient choice 

 
If a patient is to be offered treatment out of area the patient will receive early notice of this 
(preferably at the time of agreeing the treatment). If NHS Forth Valley offers a patient 
treatment at the above locations using the selection criteria and the patient subsequently 
turns down what is deemed a reasonable offer of appointment outwith NHS Forth Valley, a 
period of unavailability will be recorded. 
 
Regardless of how an offer is made, all patients will be offered up to two dates for an 
appointment.  Both of these dates should be a minimum of seven days in advance and 
within the waiting times standards set out in this policy. Patients may require advocacy 
assistance when being communicated with. 
 
If a patient refuses a reasonable offer NHS Forth Valley will note the patient declined 
the offer and may either: 

• Refer the patient back to their GP or 
• If it is not reasonable or clinically appropriate to refer them back to their GP then the 

treatment time clock will be reset to zero. 
 

6.4.1 Dates of Treatment 
A reasonable offer should include two dates more than 7 days in the future and 7 days 
apart.  If the first date offered is accepted and no second date proposed, this is also a 
reasonable offer. 
 
Any letter offering an appointment will need to be delivered promptly and received by the 
patient at least seven days prior to the appointment date to ensure that the minimum 
standards for reasonable offers are met. It is important that the date on the letter is the 
date the letter is sent out. 
 
6.5  Patient Request for Named Consultant  
Patients are referred to a clinical team and are seen by the appropriate team member 
rather than an individual consultant. A reasonable offer of appointment relates to any 
competent clinician who is part of a consultant led service which NHS Forth Valley 
provides in that specialty. A named consultant will only be allocated to ensure continuity of 
care, patient safety or for clinical or exceptional circumstances. It may transpire that the 
consultant the patient sees at the outpatient appointment may not be the consultant who 
subsequently carries out the inpatient/day case treatment. 
 
If a patient requests a named consultant (this number should be small) it is not a 
guarantee that the request will be accommodated. Where the patient prefers to wait for an 
appointment with a named consultant, rather than an appointment with another consultant, 
the patient’s wait might be longer than necessary. The patient should be made aware of 
the length of the wait they will experience in writing. It must be clear that this is the 
patient’s request and they are fully aware of the consequences of their decision i.e. impact 
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on waiting time. A note will also be made in their record “period of unavailability following 
patient request for a named Consultant”.  
 
6.6 One Stop Services 
For patients seen on an inpatient or day case basis the date the patient agreed treatment 
and the date of the treatment will be the same. In this scenario the patient will have a zero 
wait recorded against the Treatment Time Guarantee. For the small number of patients 
where treatment cannot be undertaken on the day, the waiting time clock will continue. 
 
6.7  Specific Treatment Location 
If a patient requests a named location (this number should be small) it is not a guarantee 
that the request will be accommodated. Where the patient prefers to wait for an 
appointment at a specific location rather than an appointment at the location offered, the 
patient’s wait might be longer than necessary. The patient should be made aware of the 
length of the wait they will experience in writing. It must be clear that this is the patient’s 
request  and that they are fully aware of the consequences of their decision i.e. impact on 
waiting time. A note will also be made in their record “period of unavailability following 
patient request for a specific treatment location”. 
 
 
7.  Unavailability 
Unavailability is the period of time when the patient is considered to be unavailable for 
treatment. This can be for medical or patient advised reasons.  Patients who are 
unavailable should not be added to the waiting list if there is no known end date to their 
unavailability. Adding patients to a waiting list could give the patient the impression that 
they are now in a queue for treatment.  
 
It is vital that patients who are on a waiting list but who become unavailable are monitored 
regularly. Under waiting times guidance, patients who are recorded as unavailable must be 
reviewed within 12 weeks if no end date to their availability is known. This review must be 
recorded which will automatically update the guarantee date. 
 
It is a legal requirement that the patient and the original referrer are sent a letter informing 
them of any changes to the patient’s waiting list status. 
 
The waiting time clock will restart from the date the patient becomes available to accept an 
appointment or admission date. 

 
7.1 Medical Unavailability 
This is where a patient is unable to progress along their pathway for reasons that relate to 
their medical condition.   
 
An example of this could be the existence of another condition which prevents the patient 
from undergoing treatment. One such scenario is when a patient attends a pre-
assessment clinic 5 weeks into their waiting time and is found to have high blood pressure. 
If the clinician determined a period of 10 weeks was required to resolve the problem the 
patient’s waiting time clock would be paused for the 10 week period. Once the patient’s 
blood pressure had stabilised the waiting time clock will restart at week 5 with 7 weeks left 
to deliver the treatment time guarantee. 
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The start date of the period of unavailability is the date the clinician made the decision that 
the patient was medically unavailable. The end date is when the clinician decides the 
patient is now fit to undergo their treatment.  
 
A letter will also be sent to the patient informing them of the period of unavailability that 
has been applied to the treatment time guarantee. 
  
7.2     Patient Advised 
Patient advised unavailability is when a patient is unable to progress along their pathway 
for reasons that relate to non medical circumstances. 
 
Patient advised unavailability relates to the patient’s situation and must not be used when 
staff are unavailable.  This is where a patient has personal reasons for not being able to 
attend hospital such as when they have: holiday, academic, work commitments or if they 
have carer responsibilities. The treatment time clock will be paused for the length of the 
period of unavailability.  
 
The start date will be the date when the patient has indicated the period of unavailability 
will start. 
 
The end date will be the date when the patient has indicated the period of unavailability will 
stop. 
 
In this situation the start date and end date of the unavailability should be recorded. If 
there is no exact end date available an estimate should be entered. 
 
NHS Forth Valley will write to the patient informing them of the period of unavailability that 
has been applied to their treatment time clock. 
 
7.3  Visiting Consultant Service 
This is a service where NHS Forth Valley commissions another Health Board to provide a 
service in the NHS Forth Valley area. 
 
If the patient decides to wait until the next scheduled visiting consultant service, rather 
than attend an appointment for the agreed treatment out with NHS Forth Valley, then the 
period between the date NHS Forth Valley is made aware of the patient’s decision and the 
date of the next scheduled visiting consultant will not count against the treatment time 
guarantee. The patient will have patient advised unavailability applied to their record for 
this period and the time discounted from the overall waiting time. NHS Forth Valley will 
send a letter to the patient confirming the period of unavailability. 
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8. Managing Appointments of Patient Who Did Not Attend (DNA) 
 
8.1 New Outpatient Appointments 
NHS Forth Valley will not routinely offer a further appointment to a patient who does not 
attend a new accepted outpatient appointment. The clinician will decide whether a further 
appointment is to be offered.  There must be a clear clinical reason for offering a further 
appointment. 
 
• A standard letter should be sent to the patient and copied to the referrer, advising them 

that they have been removed from the waiting list. The letter should also inform the 
patient that if they contact the service within 21 days, they will be reinstated on the 
waiting list. After this time, the patient should contact their GP if they still wish to be 
seen 

 
If the patient is referred back into the service, a new waiting time clock will start from zero. 
 
Multiple re-setting of the clock if a patient continually does not attend their appointment is 
not allowed. The patient should be referred back to the referrer. 
 
Any child who DNA’s (Did Not Attend) an outpatient appointment/Pre-operative 
Assessment/Admission without prior warning will be highlighted to the relevant 
Healthcare Professional as soon as possible. 
 
8.2 Elective Admissions 
NHS Forth Valley will not routinely offer a further admission to a patient who does not 
attend for an accepted elective admission. The clinician will decide whether a further 
admission date is to be offered.  There must be a clear clinical reason for offering a further 
admission date, and this should be recorded in the patient’s notes. 
 
A copy of the standard letter should be sent to the patient and copied to the referrer, 
advising them that they have been removed from the waiting list and that they should 
contact their GP if they still wish to be seen 
 
Patients undergoing cancer treatment or active surveillance for cancer should 
automatically be offered a further admission date. 
 
If the patient contacts Health Records and reports that they were not notified of the original 
admission date, if NHS Forth Valley is unable to demonstrate that the admission date was 
clearly communicated to the patient, the patient should be reinstated on the waiting list.  
 
8.3 Managing Appointments of Patients Who Cannot Attend (CNA) 
If a patient has accepted a reasonable offer of an appointment or admission and then 
contacts the department to cancel before the appointment date: 
 
• The date of the cancellation and any explanatory text should be recorded. 
 
• The waiting time clock will be reset to zero from the date of cancellation if reasonable 

and clinically appropriate. Another appointment should be offered. 
 

• If a patient requiring urgent treatment cancels their appointment and NHS Forth Valley 
consider it reasonable and clinically appropriate to offer another appointment within the 
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treatment time guarantee then they will not reset the clock. This will be the consultant’s 
decision. 

 
If a patient asks to reschedule a reasonable offer of an appointment or admission for a 
third time the patient’s notes should be presented to the responsible clinician.  The 
clinician should decide where a further appointment or admission is to be offered.  There 
must be a clear clinical reason for offering a further appointment or admission. 
 
If a further appointment or admission is to be offered, the above process should be 
followed. 
 
If no further appointment or admission is to be offered: 
 
• The patient will be removed from the waiting list 
 
• A copy of the standard letter will be sent to the patient, copied to referrer, advising 

them they have been removed from the waiting list and that they should contact their 
GP if they wish to be re-referred. 

 
CNA due to patient illness: 
If a patient telephones prior to or on the day of treatment stating they are unfit to attend 
they will be treated as a CNA. If they have accepted a reasonable offer package the clock 
will be reset if reasonably and clinically appropriate. Medical unavailability will NOT be 
added. A letter will be sent to the patient explaining this. 
 
8.4 Short Notice Appointments  
To make best use of resources on occasion a patient will be offered a “short notice” 
appointment i.e. less than 7 days notice to utilise slots. If a short notice appointment is 
offered and the patient is happy to accept, it is deemed as a “reasonable offer”. If however, 
a patient declines a “short notice” appointment, this should not result in any detriment to 
the patient and the waiting times clock for the patient is not affected in anyway.  
 
8.5 Cancelled By Hospital 
Cancellations resulting from hospital or operational circumstances will not result in any 
detriment to the patient e.g. cancellation of a clinic at short notice must result in the patient 
being made a further “reasonable offer” as soon as possible, The patients waiting time 
clock will not be affected in any way. 
 
In accordance with NHS Forth Valley’s leave policy for Medical and Dental staff, 6 weeks 
notice of planned leave/study leave will be given Except under exceptional or unavoidable 
circumstances e.g. sickness absence. Clinics will only be cancelled by Service Managers 
through an agreed process.  
 
8.6 Transfers to a Different Health Board 
This is when a patient’s ordinary residence changes to a different Health Board area and 
the patient requests to be treated within the different Health Board area (the Board of their 
new residence). In such cases the Board must record the date the responsibility 
transferred to the different Health Board. The treatment time guarantee will cease for the 
original Board. 
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When the different Health Board receives the transfer request they must record the details 
of the request including date when the treatment time guarantee started. NHS Forth Valley 
will then write to the patient to advise them to advise them that the waiting times clock will 
be reset to zero. 
 
It may be in some circumstances the receiving clinician will ask to see the patient before 
agreeing the treatment.
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9.  Adding patients to the elective Waiting List 
 
9.1 KEY PRINCIPLES  
A patient will only be added to the waiting list if they are clinically and socially ready 
for admission on the day the decision to treat is made.  
 
Patients will not be added to the waiting list if any of the following apply:  
 
• Patient is to lose weight  
 
• Patient is pregnant unless in the opinion of clinician the delay with surgery would be 

detrimental to patients’ welfare  
 
• Patient is to have studies, tests or other investigations before surgery  
 
• Patient or Consultant wishes to delay surgery to see if there is any improvement in 

health which will mean no need for further intervention 
 
• Patients not ready for surgery at present (including age–related procedures) as per 

National Waiting Times Unit Good Practice Guidelines states “A patient is not to be 
placed on a waiting list as a holding device until the patient’s condition reaches an 
appropriate stage or the patient reaches a certain age” 

 
When placing a patient on the waiting list the following information must be 
collected:  
• Patient demographic details  
• Patient telephone numbers  
• GP  
• Unavailability dates  
• Suitability for treatment elsewhere  
• Ability to accept short notice admission  
• Procedure description  
• Suitable for pooled list/clinician specifically wishes to do procedure  
• Clinical urgency or routine (current guidelines)  
• Intended management i.e. in-patient, day case, 23 hr stay etc  
• Pre-operative assessment, requirement for High-Risk assessment etc  
• Any other information that will aid the smooth admission of the patient, and any 

relevant medical history e.g. diabetic, latex allergy  
• Consultant name and signature  
• Date of clinic  
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10.  Pre-operative assessment 
 
Pre-operative assessment (POA) and planning, carried out prior to treatment, ensures that 
the patient is fully informed about the procedure and the post operative recovery, is in 
optimum health and has made arrangements for admission, discharge and post operative 
care at home 
 
A patient who accepts a “reasonable offer” and “Did Not Attend” for pre-operative 
assessment on the date given will be removed from the Theatre List if arranged. This DNA 
will be followed up by the pre-operative assessment department to determine the reason 
and to confirm if the patient still wishes surgery.  
 
If the patient still wishes to have surgery:  
 
• If the patient fails to attend second date for pre-op assessment advice will be sought 

from the healthcare professional to whom the referral was made. If there are no clinical 
reasons for offering a further appointment,  the patient will be removed from the waiting 
list and refer back to the referrer with copy of letter sent to patient.  

 
If the patient no longer wishes surgery:  
 
• Seek advice from healthcare professional to whom the referral was made. If there are 

no clinical reasons for offering a further appointment, remove the patient from the 
waiting list and refer back to the GP with copy of letter sent to patient.  

• GP can re-refer the patient if required. If a further referral is received and a new 
appointment offered, waiting time starts from zero 

 
If a patient is unfit at pre-op then there is the option to either remove them from the waiting 
list or to add medical unavailability. 
 
 
11.  Admissions 
 
11.1  Could Not Attend (CNA) 
Patients will be contacted 7 days in advance by telephone or earlier (by letter or 
telephone) with an arranged date for surgery and a date for pre-operative assessment 
appointment prior to the admission date. It is recognised there are circumstances where 
the patient has to cancel.  
 
Patients will be made aware that the clock is reset to zero from the date of cancellation not 
the date of appointment therefore it is in their own best interests to cancel as soon as 
possible.  
 

• First CNA  
A patient accepts a “reasonable offer” of appointment however cannot attend; this is their 
first CNA. The waiting time clock is set to zero on the date when the patient makes 
contact. Details are recorded on the system and the patient should be made another 
“reasonable offer”.  
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• Second CNA  
Having accepted a further appointment, the patient cancels, this is their second CNA. The 
Waiting time is set to zero on the date when the patient makes contact. Details are 
recorded on the system and the patient should be made another “reasonable offer”. 
Patients should be given the opportunity to cancel TWICE. If the patient cancels on a 
THIRD occasion and, if clinically appropriate, they will be referred back to GP.  
 
If instructed to return to GP care:  

 
• GP and patient should be informed by letter that the patient is being removed from 

the waiting list.  
• GP can re-refer the patient if required. 
 

11.2  Did Not Attend  
If a patient accepts a “reasonable offer” of appointment but does not attend on the agreed 
date and time the following applies;  
 
• Record DNA details on system.  
• Discuss the reason for  the DNA with the patient by telephone or letter. If verified by 

telephone confirm by letter with copy sent to GP.  
• Seek advice from the healthcare professional to whom the referral was made. If there 

are no clinical reasons for offering a further appointment, remove the patient from the 
waiting list and refer back to the GP with copy of letter sent to patient.  

• If the patient is to remain on the waiting list, record the reason for DNA and reset the 
clock to zero from the date of the original appointment.  

• Make the patient another reasonable offer of appointment.  
 
11.3 Short-Notice Admissions  
To make best use of resources on occasions a patient will be offered a “short notice” 
admission (i.e. less than 7 days) to utilise theatre slots. If a “short notice” admission is 
offered and the patient is happy to accept, it is deemed as a “reasonable offer”. If, 
however, a patient declines a “short notice” admission the waiting times clock for the 
patient is not affected in any way and they should be made another “reasonable offer”.  
 
11.4 Cancelled By Hospital  
Cancellations resulting from hospital operational circumstances should not result in any 
detriment to the patient e.g. the cancellation of an admission at short notice must result in 
the patient being made a further “reasonable offer” as soon as possible. The patient’s 
waiting time clock should not be affected in any way.  A patient cancelled in these 
circumstances will be given another date for admission as soon as possible.  
 
11.5 Could Not Wait 
There may be occasions where a patient has arrived for an admission as arranged but 
cannot wait to be seen. What should be recorded will depend on whether it is a patient or 
service induced situation.  
  
• If the delay is caused by the late running of a clinic/theatre and that delay is much 

longer than a patient could reasonably be expected i.e. more than 1 hour  wait then this 
should be recorded as ‘Could not wait’- delay over 1 hour and the patient will be  given 
another appointment within their original waiting time guarantee. 
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• If there is a minor delay in the clinic/theatre list, providing the patient has been given 
guidance on the delay, but the patient is not willing to wait a short length of time, the 
outcome (under 1 hour wait) should be recorded as a ‘Could not wait’ – delay under 1 
hour .  The patient will be made another reasonable offer but their waiting time clock 
will be set to zero. 

 
 
12.  Specialist services  

 
12.1  Cancer Access Targets 
Target 1: 62-day target from referral to treatment for all patients referred urgently with a 
suspicion of cancer and for screened positive patients. 

 
Target 2: 31-day target from decision to treat to first treatment for all patients diagnosed 
with cancer irrespective of their route of referral.  

 
• The Board receiving the referral is responsible for meeting 95% compliance with the 

62-day target. 
• The Board of first treatment is responsible for meeting 95% compliance with the 31-day 

target.  
• A 5% tolerance level will be applied to the cancer targets to allow for patients whom it 

is not appropriate or advisable to expedite through the system for the purpose of 
achieving target compliance. 

• If a NHS Board chooses to outsource part of a patient’s care the responsibility for 
delivering the target will remain with the relevant NHS Board. 

 
The 62-day target applies to patients who: 

  
• were referred urgently by a Primary Care clinician or General Dental Practitioner (GDP) 

with a suspicion of cancer;  
• were detected through the National Breast, Bowel and Cervical Screening 

Programmes; or  
• Attended A&E or were referred directly to hospital.  
 
The 31-day target applies to all patients irrespective of route of referral. 

 
Patients should be included in the relevant waiting times target cohort when they have part 
of or their entire pathway within NHS Scotland. Patients who choose to have part of their 
pathway outwith NHS Scotland will be exempt from the relevant target as follows:  

 
• If the part of their pathway outwith NHS Scotland is pre decision to treat the patient will 

not be subject to the 62-day target, irrespective of route of referral. 
• The patient will be subject to the 31-day target decision to treat to first treatment.  
• If the part of their pathway outwith NHS Scotland is post decision to treat the patient 

will not be subject to the 62-day target or the 31-day target. 
• As the patient is not subject to either of the cancer waiting times targets, data should 

not be submitted to ISD for these patients.  
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Exclusion Categories 
Patients can be excluded from performance calculations under three different exclusion 
criteria: 

• Died before treatment 
• Refused all treatment 
• Clinical reasons – where patients breach the target because medically they 

require a complex series of investigations (as opposed to the patient having gone through 
a circuitous pathway). 

 
12.2 Cardiac Patients 
Cardiac patients should wait no longer than 16 weeks from referral, from any source, to 
treatment.  

 
12.3 Drug and Alcohol A11 Heat Standard 
Drugs and Alcohol A11 HEAT standard of 3 weeks. The guidance in this access policy will 
apply to this standard to ensure all patients are treated equally. Local standard operating 
procedures will be developed for guidance and clarification for Mental Health staff and 
partner organisations. Although patients who require an Inpatient detox bed are subject to 
the 12 weeks TTG, most patients will be treated within the 3 weeks HEAT target 
 
 
13.  Priority Treatment for Military Veterans 
 
Under long-standing arrangements since 1953, war pensioners are given priority NHS 
treatment for the conditions for which they receive a war pension or gratuity, these 
arrangements have been extended to all veterans according to clinical need as set out in 
Armed Forces CEL 8 (2008); Armed Forces CEL (2009); Armed Forces CEL 39 (2010)  
 
General Practitioners and NHS hospitals should give priority to veterans, both as out-
patients and in-patients, for examination or treatment which relates to the condition or 
conditions for which  are related to their service, unless there is an emergency case or 
another case demands clinical priority.  Veterans should not be given priority treatment for 
conditions unrelated to service in the armed forces. 

 
• The definition of a veteran is someone who has served at least one day in the UK 

armed forces (including those who have served as reservists). 
• Some service-related health problems do not manifest themselves until after a person 

has left the armed forces.  Claims may be made for a war pension at any time after 
service termination. 

• Where a person has a health problem as result of service to their country, it is right that 
they should get priority access to NHS treatment, based on clinical need.  They should 
not need to have first applied, and become eligible for a war pension.  Eligibility is 
related to people’s history in the services and not exclusively to deployment or taking 
part in conflict. 

 
It is suggested that veterans are most likely to present with service-related conditions 
requiring: 
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Audiology Services  
The guidance on priority treatment for war pensioners applies also to service related 
noise-induced hearing loss.   
 
Mental Health Services  
Veterans sometimes do not seek treatment for service-related mental health problems until 
some years after discharge, including issues related to co-morbidity from substance 
misuse and alcohol addiction.   
 
Orthopaedic Services  
Injuries incurred during a person’s time in the armed forces may, in some cases, present 
problems some time after discharge and require access to services such as 
physiotherapy, pain management, and rehabilitation. 
 
General Practitioners are asked, when referring a patient that they know to be a veteran to 
secondary or tertiary care for a condition that, in their clinical opinion, may be related to 
their armed forces service, to make this clear on referral (as long as the patient is content 
that the referral mentions their veteran status). 
 
 
14.  Definitions 

 
14.1  Waiting Time Clock 
The patient’s waiting time is referred to as a waiting time clock, using the following terms: 
 

• Clock start 
The date at which the calculation of waiting time starts. 

• Clock pause 
Any period when the patient is unavailable for treatment (see ‘Unavailability’). 
These periods are discounted from the calculation of waiting time. 

• Clock stop 
The date at which the calculation of waiting time stops. 
 

14.2  Treatment Time Guarantee Waiting Time 
A patient’s Treatment Time Guarantee (TTG) waiting time is a calculation based on the 
time that has elapsed between the date the patient agrees to proceed with the agreed 
treatment (agreement is usually at an outpatient clinic), and the date on which the patient 
starts to receive the agreed treatment on an inpatient or day case basis 
 
14.3 Stage Of Treatment Waiting Times  
Waiting times for separate stages of treatment are calculated based on the following:   
 

• New outpatient appointment 
The time that has elapsed between the date the referral is received and the date the 
patient attends the appointment, discounting any periods of patient unavailability.  

• Diagnostic test 
The time that has elapsed between the date the referral is received and the date the 
verified results of the test or procedure are reported and received by the clinician, 
discounting any periods of patient unavailability. 

• Inpatient/Day case admission 
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The time that has elapsed between the date the patient agrees to proceed with the 
agreed treatment and the date on which the patient starts to receive the agreed 
treatment on an inpatient or day case basis, discounting any periods of patient 
unavailability. 

 
 
14.4 18 WEEKS REFERRAL TO TREATMENT (RTT) WAITING TIME 
An 18 week patient pathway begins with receipt of the patient’s referral for treatment and 
ends when the patient’s treatment commences.  A patient may be on more than one 
pathway at the same time for different conditions. There are two types of waiting time 
patient pathways: 
 

• Non-Admitted Pathway 
The clock stops when the patient commences definitive treatment, outwith an 
inpatient or day case setting. 

• Admitted Patient Pathway 
The clock stops on the date on which the patient starts to receive the agreed 
treatment. 
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Appendix 1 highlights exclusions from the 18 weeks RTT.    

Exclusions from 18 Weeks Referral to Treatment Standard 
Referrals to the following services or some specific procedures are currently excluded and 
therefore do not trigger clock starts: 
 
• Allied Health Professionals (AHPs).  Direct referrals to AHP services are excluded from 

waiting time standards.  However, AHPs may deliver services that are part of the 
overall waiting time standard e.g. as part of a consultant-led service. 

• Assisted conception services. 
• Dental treatment provided by Undergraduate dental students. 
• Direct access referrals to Diagnostic Services where the referral is not part of a 

‘Straight to Test’ referral pathway as there is no transfer of clinical responsibility to the 
Consultant-Led team. 

• Exceptional Aesthetic Procedures which have been specifically excluded in the CEL 27 
(2011) Adult Exceptional Aesthetic Referral Protocol. 

• Genitourinary Medicine (GUM). 
• Homoeopathy. 
• Obstetrics. 
• Organ and Tissue transplants. 
 
Inclusions in 18 Weeks Referral To Treatment Standard 
To ensure consistency in reporting for the 18 week referral to treatment pathway across 
the service, the following also apply: 
 
• For reporting purposes, patients on a Cancer pathway should also be reported through 

the 18 week referral to treatment pathway. 
• Where a termination of pregnancy is managed as a planned procedure i.e. the patient 

is added to a waiting list, they should be included in 18 Week RTT. 
• All Outpatient appointments, New and Return, are required to have a Clinic Outcome 

code applied. 
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Appendix 2  
Private patients who transfer to NHS for care. 
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Publications in Alternative Formats 

 
NHS Forth Valley is happy to consider requests for publications in other languages or 
formats such as large print.  
 
To request another language for a patient, please contact 01786 434784.  
 
For other formats contact 01324 590886,  
 
text 07990 690605,  
 
fax 01324 590867 or  
 
e-mail - fv-uhb.nhsfv-alternativeformats@nhs.net 
 

 
 

mailto:fv-uhb.nhsfv-alternativeformats@nhs.net
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SUMMARY 
 
1. TITLE: Health and Social Care Integration: Progress Report 
 
2. PURPOSE 
 

2.1 The purpose of this paper is to update Health Board members on 
progress with the implementation of health and social care integration 
in Forth Valley. 

 
3. INTRODUCTION & BACKGROUND 
 

3.1 Both Partnerships in Forth Valley are focussed on delivering a 
balanced budgetary position for the Partnerships at the end of March 
2016 and are undertaking detailed work with the Health Board and 
Local Authorities to agree a business plan for 2017/18. 

 
3.2 A further key focus of work is the requirement to submit local objectives 

to the Ministerial Strategic Group for Health and Community Care. 
 
3.3 Work continues to deliver the target for delayed discharge agreed with 

the Cabinet Minister for Health & Sport and to plan for the next phase 
of transfer of operational responsibility to Chief Officers. 

 
4. STRATEGIC PLAN & DELIVERY PLAN DEVELOPMENT 
 

4.1 The Ministerial Strategic Group for Health and Community Care have 
asked Partnerships to submit local objectives and, where appropriate, 
targets against the following six indicators: 

 
• Unplanned admissions 
• Occupied bed days for unscheduled care 
• A&E performance 
• Delayed Discharges 
• End of Life Care 
• The balance of spend across institutional and community services 

 
4.2 As a significant element of this work overlaps with the Health Board 

Local Delivery Plan submission, this work is being co-ordinated through 
a joint Health Board and Health & Social Care Partnership Group, and 
led by the Medical Director. 

 
4.3 Detailed work continues to reduce the numbers of people delayed in 

their discharge by 50% by the end of March 2017 (against a November 
2016 baseline). 

 
4.4 Performance frameworks have been agreed by each Integration Joint 

Board with regular reporting on key areas of performance now 
becoming established. 
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5. LEADERSHIP ARRANGEMENTS 
 

 
5.1 Both Partnerships have now established revised leadership and joint 

management arrangements.  
 
5.2 Both Partnerships are utilising NHS Education Scotland support to 

undertake team based organisational development work (Collaborative 
Leadership in Practice Programme).  This support will be focussed 
both on leadership team level development as well as more frontline 
team development linked to key programmes of change (e.g. review of 
reablement services and locality team development). 

 
6. FINANCE & GOVERNANCE 
 

6.1 Both Integration Joint Boards will meet before the end of March to 
agree a budget, taking into account Local Authority and Health Board 
budget setting arrangements.  

 
6.2 Local Authorities have agreed some targeted investment in social care 

services as well as efficiency savings as part of their budget setting 
process.  For health services, a “flat cash” settlement has been 
indicated. 

 
6.3 In year budget recovery plans relating to social care services continue 

to be implemented and show ongoing improvement.  Agreement has 
been reached on how any remaining in year financial pressures will be 
addressed to ensure Partnerships are in financial balance at the year 
end. 

 
6.4 IJB Audit Sub Committees have been established.  The Falkirk Clinical 

and Care Governance Group has met on two occasions, the 
Clackmannanshire and Stirling Clinical and Care Governance Group is 
due to meet in the near future. 

 
7. TRANSFER OF OPERATIONAL RESPONSIBILITY FOR SERVICES TO CHIEF OFFICERS 
 

7.1 Operational responsibility for the Community Mental Health and 
Community Learning Disability Services transferred as planned on 1st 
February 2017.  Meetings took place with both staff side organisations 
and with the staff groups affected ahead of the transfer and a briefing 
note was issued to staff. 

 
7.2 Scoping work for the next phase of operational transfer to Chief 

Officers has been undertaken.  Discussion is taking place with the 
Chief Officers to agree an appropriate process and timescale, which 
ensures a consistent approach for those Forth Valley health services 
affected by the transfer.   
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8. INTEGRATION JOINT BOARD (IJB) 
 

8.1 From April, NHS Forth Valley will take on responsibility for supporting 
the Falkirk IJB meetings. 

 
8.2 From April, the responsibility for Chairing the Falkirk IJB will pass to 

NHS Forth Valley.  Julia Swan will take over a Chair of the IJB at this 
point. 

 
8.3 For the Clackmannanshire and Stirling IJB, the Chair is due to transfer 

from Clackmannanshire Council to Stirling Council for the remaining 
two year term from April 2017. 

 
8.4 The Local Authority elections will take place in May 2017.  Following 

the election the Council’s will require to consider and nominate their 
representatives for the Integrated Joint Boards, which may lead to 
some changes in membership. 

 
9. RISK ASSESSMENT AND IMPLICATIONS 
 

None arising from this Report. 
 
10. RELEVANCE TO STRATEGIC PRIORITIES 
 

IJB Strategic Plans are fully aligned to Health Board plans including 
Healthcare Strategy.  

 
11. EQUALITY DECLARATION 
 

The author can confirm that due regard has been given to the Equality Act 
2010 and compliance with the three aims of the Equality Duty as part of the 
decision making process. 
 
Further to an evaluation it is noted that:  
  Paper is not relevant to Equality and Diversity 

 
12. RECOMMENDATION 
 

The Health Board is asked to note progress with Health and Social Care 
Integration in Forth Valley. 

 
13.  AUTHOR OF PAPER/REPORT: 

Name: Designation: 
Kathy O’Neill General Manager – Forth Valley Community Services 

Directorate 
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1. RECORDS MANAGEMENT PLAN IMPLEMENTATION 
 

2. PURPOSE OF PAPER 
 
 The Public Records (Scotland) Act 2011 requires a named authority to prepare and implement a 

Records Management Plan (RMP), which sets out proper arrangements for the management of 
its records.  The Act defines a record as “Anything in which information is recorded in any form”. 

 
 A working group has been established to implement the RMP, to ensure that there is a 

systematic control of NHS Forth Valley’s records, clinical and non-clinical, throughout their 
lifecycle, in order to meet operational business needs, statutory and fiscal requirements and 
community expectations.  This paper details the determination of the Keeper of the Records of 
Scotland of the NHS Forth Valley Records Management Plan and the progress of work being 
undertaken by the RMP Implementation Working Group.  

 
3. KEY ISSUES 

 
Following approval by the Forth Valley NHS Board on 26 January 2016, the NHS Forth Valley 
RMP and supporting evidence was submitted to the Keeper of the Records of Scotland (the 
Keeper) for assessment.  The Public Records Officer interim report was received in June 2016.  
This interim report gave the current thinking of the Public Records Officer on the submitted plan 
and allowed the opportunity for NHS Forth Valley to ensure clarity in respect of any statements 
that the Public Records Officer may have made that misrepresented the actual position in NHS 
Forth Valley.  
 
Of the 14 Elements, the interim report highlighted that the proposed recommendation to the 
Keeper would be for:- 
 

• Three elements to be agreed (green) 
• Five elements to be agreed as an “improvement model” (amber). This means that the 

Keeper is convinced of the authority’s commitment to closing a gap in provision. 
• Six elements where there is a gap in provision (red). This means that the Keeper may 

choose to return the RMP on this basis.  
 
 Following a considerable amount of work to address the issues highlighted in the interim report, 

the NHS Forth Valley response to the interim report was submitted in July 2016 for 
recommendation to the Keeper.  

 
 The Keeper reviewed the revised RMP and all supporting evidence and was able to agree that 

they combine to set out proper arrangements for the management of NHS Forth Valley’s public 
records. The confirmation of agreement was received on 9 September 2016 approving the RMP.  

 
 In reaching this determination, the Keeper expects NHS Forth Valley to fully implement the 

agreed plan to meet its full obligations under the Act.   
 
 Under section 5 of the Act, NHS Forth Valley must:- 
 a/ keep its Records Management Plan under review 

b/ if the Keeper so requires, carry out a review of the plan by such date as the Keeper may 
determine.  

 
  
 
 
 
 
 
The Keeper agreed the following elements of the plan (green):- 
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 Element 1  Senior management responsibility (compulsory) 
 
 Element 2  Records manager responsibility (compulsory) 
 
 Element 3  Records management policy statement (compulsory) 
 
 Element 8  Information Security (compulsory) 
 

Element 9  Data Protections 
 

 Element 10  Business continuity and vital records 
 
 Element 14  Shared Information  
 
 The Keeper agrees the following elements on an “improvement model” basis (amber) and 

requests that he is kept informed of progress:- 
 
 Element 4  Business Classification 
 
 Element 5  Retention Schedules 
 
 Element 6  Destruction Arrangements (compulsory) 
 
 Element 7  Archiving and transfer arrangements (compulsory) 
 
 Element 11  Audit trail 
 
 Element 12  Competency framework for records management staff 
 
 Element 13  Assessment and review  
 
 A RMP Implementation Working Group (IWG) has been established and an implementation plan 

agreed for each element of the RMP.  
 
 Progress on the key elements is detailed below:-  
 

• Business Classification Scheme (BCS) 
o IWG has developed a BCS which enables the effective management of records and 

information management standards.  
o The CMT considered and approved the recommended BSC Functions and Activities.   
o Two areas have been identified, ICT and Women & Children’s Directorate, to pilot the 

BCS over the period 30/04/2017 – 30/09/2017 
o A rolling programme for implementation of the BSC throughout the organisation is 

currently being developed.  
 

• Retention Schedules and Destruction Arrangements 
o Arrangements for “Records Retention and Disposal” and “Records for Permanent 

Preservation” have been developed and incorporated into the Corporate Records 
Management Policy.   This policy will be reviewed annually.   
 

• Archiving and transfer arrangements  
o Dialogue is ongoing with the University of Stirling to secure a Memorandum of 

Understanding, which will set out and document an understanding between NHS 
Forth Valley and the University of Stirling that the University of Stirling Archives should 
become the place of deposit for NHS Forth Valley records selected for permanent 
preservation under the Public Records (Scotland) Act 2011. 
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• Audit and Monitoring 
o Audit and monitoring records will be set up in each directorate 

 
• Competency framework for records management staff 

o Core competencies will be defined and included in job descriptions 
o Training to be provided 
o Development of a learn-pro module 

 
• Assessment and review 

o Ongoing review and consideration of next steps will be taken at appropriate times 
throughout.  It has also been agreed to include in the Internal Auditors work plan for 
2017/18 a full review of records management in line with the Records Management 
Plan.  
 

4. FINANCIAL IMPLICATIONS 
 
A  Memorandum of Understanding is being prepared which will set out and document an 
understanding between NHS Forth Valley and the University of Stirling that the University of 
Stirling Archives should become the place of deposit for NHS Forth Valley records selected for 
permanent preservation under the Public Records (Scotland) Act 2011 (‘the Archive’). 
 
There is a financial implication for NHS Forth Valley in respect of these arrangements, which as 
yet is to be finalised.    
 

5. WORKFORCE IMPLICATONS  
 
No workforce implications determined as yet.  
 

6. RISK ASSESSMENT AND IMPLICATIONS  
 
The importance of good records management has been acknowledged as a corporate 
governance standard.  The Public Records (Scotland) Act 2011 carries the weight of legislation.   
 
The Public Records (Scotland) Act 2011 requires all Scottish public authorities to manage their 
corporate records efficiently.  Each authority must submit a formal Records Management Plan to 
the Keeper of the Records of Scotland for assessment and agreement.  The Act puts far greater 
emphasis on the importance of records management by carrying the weight of legislation.  
Authorities who fail to submit a Records Management Plan may be deemed to have failed in their 
obligations under the Act.  The Keeper is obliged to report any such failure to Scottish Ministers. 
  

7. EQUALITY DECLARATION 
 
The author can confirm that due regard has been given to the Equality Act 2010 and compliance 
with the three aims of the Equality Duty as part of the decision making process.  
Further to an evaluation, it is noted that: 

• Paper is not relevant to Equality and Diversity 
 

8. RECOMMENDATIONS  
 
The Forth Valley NHS Board is asked to: 
 
• Note the determination of the Keeper of the Records of Scotland in respect of the NHS Forth 

Valley Records Management Plan. 
• Note the work of the Records Management Plan Implementation Working Group and the 

update provided. 
• Note that further reports on progress will be presented to the NHS Board annually or as 

appropriate.  
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1. PURPOSE OF REPORT 
 
This report summarises the core performance of NHS Forth Valley for the period to end of 
February 2017 with some relevant updates into March 2017.  
 
The Core Performance Report format and Balanced Scorecard are designed to reflect 
both the LDP 2016/17 and local Annual Plan measures and targets moving forward. The 
LDP 2016/17 standards are highlighted in Appendix 1. Work continues to ensure the BSC 
includes a broader range of measures and builds upon the qualitative and quantitative 
data which will enable and support quality improvement and assurance.  
 
The overall approach to performance within NHS Forth Valley continues to underline the 
principle that performance management is integral to the delivery of quality improvement 
and core to sound management, governance and accountability. The need for transparent 
and explicit links of performance management and reporting within the organisational 
structure at all levels is critical.  
 
 
2. EXECUTIVE SUMMARY 
 
NHS Forth Valley has continued to focus on key aspects of activity towards the financial 
year end. Through February and into early March, the Emergency Department 4 hour 
target proved challenging, however recent weeks have seen a notable improvement. Work 
continues across the elective programme to improve target delivery by the end of March. 
 
Further to the Local Delivery Plan (LDP) Guidance received in January, the draft LDP for 
2017/18 has been developed for submission to the Scottish Government by the end of 
March. The LDP will be for final approval at the Board meeting. In addition, support has 
been provided to the partnerships in the production and submission of the Partnership 
Improvement Plans around unscheduled care and shifting the balance. These were 
submitted to the Scottish Government in draft at the end of February, with further work 
under way regarding appropriate trajectories which will be developed in partnership.  
 
Maggie’s Forth Valley was officially opened on Wednesday 15th March by Lord Jack 
McConnell. The Centre is named after the founder of the cancer charity, Walk the Walk, 
Nina Barough. Walk the Walk was the principal funder of the Forth Valley Centre, donating 
£3m to build the new facility.  The centre offers a unique programme of support to anyone 
affected by any type of cancer, as well as their family and friends. This includes drop-in 
sessions with cancer support specialists, nutrition workshops and relaxation classes. Each 
year over 1900 people in Forth Valley are diagnosed with cancer, this figure is rising with 
around 15,000 people in the area are estimated to be living with cancer.  The new 
Maggie’s Forth Valley Centre is expected to receive 3000 visits in its first year. A Board 
visit is scheduled to the Centre on the 21st April 2017. 
 
The report from the Healthcare Improvement Scotland (HIS) unannounced inspection for 
the Care of Older People in Acute Hospitals to Forth Valley Royal Hospital on 15–17 
November 2016 has now been published. This report reflects the high standard of care 
provided for older people in Forth Valley Royal Hospital. Inspectors noted that the majority 
of patients praised the way they were looked after, and despite being busy, wards 
appeared calm and organised. There was good flexibility in providing alternative or 
additional meals, and people needing help received it in a timely manner. The report also 
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commended the ageing and health integrated care ward for their work with patients with a 
cognitive impairment. 
 
Whilst the report is welcomed, it is recognised that there is no room for complacency and 
work will continue to ensure we maintain consistently high standards, particularly in 
relation to documentation, which was an issue for improvement that was highlighted in the 
report. Changes have already been introduced to the way initial assessments and 
personal care plans are completed and it is noted that the inspectors were keen to 
emphasise that poor documentation does not mean that care is poor. 
 
 
3. PERFORMANCE  
 
Focus continues on all aspects of performance with the RAG status within the Balanced 
Scorecard still mainly at green or amber. However, as previously highlighted to the Board, 
there are some continuing challenges in respect of key access targets, and pressure 
remaining with the delayed discharge position.  
 
The absence position remains stable with the overall January 2017 sickness absence 
position reported at 5.63% against a Scotland position of 5.64%. The 12 month position in 
terms of sickness absence for the period February 2016 to January 2017 shows that NHS 
Forth Valley remains better than the Scotland position; Forth Valley 5.18%, Scotland 
5.22%. The Board continues to strive to meet the 4% target and to be at least below the 
Scottish average.  
 
In terms of emergency access, overall Board compliance for February 2017 was 92.9%; 
MIU 100%, ED 91.3% with 17 patients waiting longer than eight hours and no patients 
waiting longer than 12 hours. Achieving the 95% target on a consistent basis continues to 
be challenging with performance deteriorating over January and February. As a result of 
this performance, the organisation was on thrice daily monitoring to the Scottish 
Government over a period of 4 weeks. This ceased once 90% compliance or above had 
been achieved for 10 days. Performance throughout March has improved and been 
maintained mainly above 95%.  
 
In respect of the elective programme, significant activity has been undertaken to improve 
the position by the end of March.  At the end of February 2017, the total number of 
patients waiting for an outpatient appointment that exceeded the 12 week waiting time 
standard was 3,858, a decrease of 450 from 4,308 in January. This equated to 75.9% 
(January 72.3%) against the 95% target. Focus has been on working towards a position of 
3000 or less by the end of March. 
 
In terms of the TTG, at the end of February 2017 there were 642 patients with an ongoing 
wait over 12 weeks. The main challenges in respect of on-going waits over 12 weeks 
remain within Orthopaedics, General Surgery and ENT. Again, activity has been targeted 
at these specialties with efforts to support a reduction in the number waiting. 
 
In January 2017, 79.9% of patients were treated within 18 weeks of referral. The 
performance within CAMH services has continued to improve with the management 
position for February at 98.9% against the 90% standard. The 18 week RTT position for 
Psychological Therapies remains challenging with a predicted fall to 36.5% as the longest 
waiting patients are treated and the waiting list comes down. Significant focus continues to 
improve the position moving forward.  
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The cancer position to the quarter ending December 2016 against the 62-day standard 
was 89.5% with the monthly position to January at 87.3%, remaining above the Scottish 
position of 85.1%. The 31-day standard for the quarter ending December 2016 was 97.4% 
with the monthly position to January 96.5%, also above the Scottish position of 92.8%. 
There is on-going review in respect of patients who wait beyond the target with appropriate 
actions taken to support improvements. Further work is underway including changes to the 
procedure in terms of vetting referrals; sourcing of additional lists or clinics where available 
and additional oncology capacity.   
 
Ahead of the year end target, the position regarding delayed discharges continues to pose 
challenge. The position in respect of delays over 14 days at the February census was 34 
against a zero standard, an increase from 25 on the January census. The local authority 
breakdown was Clackmannanshire 1 delay, Falkirk 25 delays and Stirling 6. There were 2 
delays for Local Authorities out with Forth Valley. Including those patients delayed less 
than 2 weeks, the total number of delays at the February census was 67. The number of 
Code 9 exemptions, which include issues of Guardianship at the February census was 29, 
an increase from 27 in January. The additional impact of this patient group results in a total 
number of 96 patients being delayed in their discharge at February, 94 for Forth Valley. 
This number significantly impacted on capacity across the system resulting in challenges 
with the 4 hr ED target and the requirement for additional Scottish Government monitoring 
as described above. The position has since improved, with the past 2 weeks seeing a total 
of around 72 patients delayed in their discharge.  
 
In addition to the standard targets above, a 50% target reduction was agreed with the 
Scottish Government in the number of delays from the November 2016 position to the end 
of March 2017. The overall target to be achieved is 47, with the total number of delays at 
the February census 94; Clackmannanshire/Stirling partnership 40, Falkirk Partnership 54. 
The position varies on a day to day basis and is being monitored closely. 
 
A full review of performance is appended to this report.  
 
4. FINANCE 
 
The financial position for NHS Forth Valley at 28th February 2017 is an overspend of 
£0.195m, with an improvement in-month of £0.201m.  A balanced outturn position 
continues to be forecast for 2016/17 with ongoing scrutiny on spend and implementation of 
savings.  Monthly monitoring meetings and continue with Directorates regarding delivery of 
current year savings plans and management of financial pressure areas, and work on 
developing savings plans for 2017/18 is currently underway.    
 
 
5. AWARDS / CONFERENCES / INTEREST 
 
Long Service Awards  
This year’s Long Service Awards were held at the end of January. Around 120 NHS Forth 
Valley staff, with a total of 3070 years service between them, recently received a Long 
Service Award after achieving 20, 30 and 40 years with the NHS. They were invited to a 
special award ceremony at Forth Valley Royal Hospital, which was hosted by Chairman, 
Alex Linkston and Chief Executive, Jane Grant. Those attending were presented with a 
specially designed certificate and pin badge. In total nine staff had notched up 40 years 
service, 55 had served 30 years, and 53 had worked in the NHS for 20 years.  
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Thompson’s Members’ Champion Award Shortlist  
Congratulations are due to Janett Sneddon, Senior Midwife and Clinical Co-ordinator, who 
was shortlisted for a Thompson’s Members’ Champion Award at the Royal College of 
Midwives (RCM) annual awards.  Janett is a steward for the Forth Valley RCM branch and 
is highly regarded locally for the support she offers to staff across the board. 
 
NHS Scotland Communications Awards 2017  
NHS Forth Valley Communications Team won Best Health Website (nhsforthvalley.com) 
and were finalists for best event (staff awards), best publication (Healthcare Strategy 
summary) and Lindsay Hathaway, Communications Assistant was a finalist in the young 
achiever category.  Now in their second year, the NHS Scotland Communications Awards 
are a fitting way to recognise some of the best talent working in Communications 
Departments across NHS Scotland.   
 
Pharmacy Awards   
The NHS Forth Valley Royal Hospital Pharmacy Team was shortlisted in the Hospital 
Pharmacy Team of the Year category, which is supported by Daiichi Sankyo. This 
outstanding team has worked effectively to deliver a highly complex change in an 
accelerated timescale to improve medication safety for all patients, so it is very well 
deserved that this team has made the finals of these prestigious awards. 
 
Queens Nursing Institute Scotland (QNIS)  
One of our senior community nurses has been selected to take part in a special 
professional development programme to become a Queen’s Nurse. Joan Gracie, NHS 
Forth Valley team leader in school nursing for Clackmannanshire and Stirling, is one of 20 
nurses that have been chosen to take part by The Queen’s Nursing Institute Scotland 
(QNIS). On completion of the course they will be the first nurses to receive the title in 
Scotland for almost 50 years. The modern Queen’s Nurses, drawn from Health Boards 
and other independent organisations across Scotland, will enable teams to improve the 
health and well-being of the people of Scotland.  
 
QNIS was established by Queen Victoria in 1889 in honour of her Golden Jubilee. 
Historically, the Queen’s Nurse title was awarded to nurses who completed training that 
equipped them to work in the community. The new Queen’s Nurses will take part in a nine-
month programme, developing their existing skills and capabilities, culminating in an 
Awards Ceremony in December.  
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6. RECOMMENDATIONS 
 
The Board is asked to: 
 
 Note the key items of information detailed within the Chief Executive’s Summary of 

this report. 
 

 Note the main areas highlighted in the Balanced Scorecard and the Performance 
Summary - Section 1. 

 
Author of Paper 
Name Designation 
Elaine Vanhegan Head of Performance and Governance 

 

 
Approved By 
Name Designation 
Jane Grant Chief Executive  

March 2017 
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SECTION 1 - BALANCED SCORECARD & PERFORMANCE SUMMARY 
 
Work is on-going in respect of developing the BSC to provide a broader range of measures and build upon the qualitative and quantitative 
data which will enable and support quality improvement and assurance. The Core Performance Report format and Balanced Scorecard are 
designed to reflect both the LDP 2016/17 and local Annual Plan measures and targets moving forward. The six dimensions of quality have 
been reduced to 5 within the Balanced Scorecard with Efficient and Effective collapsed together. On-going review will be undertaken to 
support appropriate reporting and ensure measures are relevant and timely.  
 
 
Format 
 
Key To Abbreviations Key to Performance Status Direction of travel relates to 

previously reported position 
LDP NHS LDP Standard RED Outwith 5% of meeting trajectory  Improvement in period 
LKPI Local Key Performance Indicator AMBER Within 5% of meeting trajectory ◄► Position maintained 
NR National Requirement GREEN On track or exceeding trajectory  Deterioration in period 
  GREY No trajectory to measure performance against ▬ No comparative data 
 
 

• The graphs and commentary will provide contextual information and support 
 

• Appendix 1 lists the NHS LDP Standards 2016/17 
 

• Those areas shaded grey have not been updated for this reporting period 
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Type As at Performance 
status

Direction 
of travel 

Type As at Performance 
status

Direction 
of travel 

NR Sep-16 Green ▼ LKPI Dec-16 Amber ◄►
LKPI Sep-16 Green ▼ LKPI Dec-15 Green ▼
LDP Feb-17 Amber ▼ LDP Feb-17 Green ▲
LDP Feb-17 Green ▲ LDP Dec-16 Green ◄►
LKPI Feb-17 Green ▲ LKPI Feb-17 Green ◄►

LKPI
NR Feb-17 Green ▲ LKPI Mar-16 Grey ▲
NR Feb-17 Green ▲ LKPI Sep-16 Grey ▲
NR Jan-17 Green ◄► LKPI Mar-16 Grey ▲
NR Feb-17 Green ▲ LDP Feb-17 Green ◄►
NR Feb-17 Green ◄► LDP Dec-15 Amber ▼
NR Feb-17 Green ◄►
NR Feb-17 Green ◄►
NR Feb-17 Green ◄► Type As at Performance 

status
Direction 
of travel 

NR Feb-17 Amber ▲ LDP Jan-17 Red ◄►
NR Feb-17 Green ◄► LDP Feb-17 Red ▲

LDP Feb-17 Red ▲
Feb-17 Green ◄►

Type As at Performance 
status

Direction 
of travel 

Feb-17 Green ◄►

LKPI
LKPI Feb-17 Green ▼ LKPI Feb-17 Green ◄►
LKPI Feb-17 Green ▲ LKPI Feb-17 Amber ▲
LKPI Feb-17 Green ▼ LDP Jan-17 Amber ▲
LDP Jan-17 Red ▲ LDP Jan-17 Green ▼
LKPI Jan-17 Grey ▼ LDP Dec-16 Green ◄►
LKPI Jan-17 Grey ▲ LDP Feb-17 Green ◄►
LKPI Feb-17 Green ▲ LDP Feb-17 Amber ▲
NR Jan-17 Green ▲ LDP Feb-17 Green ◄►
NR Jan-17 Amber ▼ LDP Feb-17 Red ▼
NR Jan-17 Amber ▲ LDP 2015/16 Amber ▼
NR Jan-17 Amber ▼ LDP 2015/16 Amber ▼
NR Jan-17 Green ▲ LKPI Feb-17 Grey ▼
LKPI
LKPI Jan-17 Green ▲
LKPI Jan-17 Green ◄► Type As at Performance 

status
Direction 
of travel 

LKPI Jan-17 Amber ▲ LDP Feb-17 Amber ▲
LKPI Jan-17 Red ▼ LKPI Feb-17 Amber ▼
LDP ▬ Grey ▬ LKPI Dec-16 Green ▼

LKPI Feb-17 Red ▼
LKPI Feb-17 Grey ▼
LKPI Feb-17 Red ▼
LKPI Feb-17 Amber ▲
LKPI Dec-16 Amber ▼
LKPI Jan-17 Green ▲
LKPI Feb-17 Green ▲
LKPI Dec-16 Amber ▼
LKPI Mar-15 Green ◄►
LKPI Mar-15 Amber ◄►

Outpatient 'Did Not Attends'
Emergency Bed Days Patients 75+
Energy Consumption
CO2 emissions

Delayed discharge >14 days
Delayed discharge >72 hours
Bed days lost due to delayed discharge
A&E attendance
Long Term Conditions 
Anticipatory Care Plans

Reduction in complaints (excl. Prisons) Finance
Reduction in complaints (Prisons) Non Core Staff Costs

Dementia Post Diagnosis Support Reduction in Primary Care Prescribing costs

Brain scan w ithin 24 hours MSK w aits
Complaints

Responses w ithin 20 days (excl. Prisons) Effective and Efficient

Responses w ithin 20 days (Prisons) Measure

Admission to stroke unit Psychological Therapies  
Sw allow  Screening 48 hour access to member of GP team

Aspirin administration Advance booking to GP Practice Team

Long Term IVF Treatment w ithin 12 months

eKSF % A&E w aits <4 hours
Stroke Care Bundle Access to child & adolescent mental health services

Food, Fluid and Nutrition Cancer 62 day target
Sickness Absence Rate Cancer 31 day target

Short Term Access to drug & alcohol treatment 

Clinical quality indicators Diagnostic 42 day w ait  
Falls Imaging

Pressure Area Care Endoscopy

12 Week Outpatient w ait  
Person Centred

NR
Outpatient Unavailability

Measure Inpatient Unavailability 

Central Venous Catheter Insertion Bundle Measure

Central Venous Catheter Maintenance Bundle 18 w eek Referral to Treatment

Peripheral Venous Catheter Maintenance Bundle 12  Week Treatment Time Guarantee

Communications: General Ward Safety Brief Access to Antenatal Care

Intensive Care Unit (ICU) Daily Goals Early diagnosis & treatment in f irst stage of cancer

Ventilator Associated Pneumonia Bundle
Early Warning Scoring Timely

Acute Hospital Hand Hygiene Fluoride Varnish Applications
Patient Safety Walkrounds General Anaesthetic for Extractions

Communications: Surgical Brief and Pause National Dental Inspection Programme

Clostridium Diff icile Alcohol brief intervention
Community Hospital hand hygiene Child Healthy Weight
10 Patient Safety Essentials Child Dental Health 

Hospital standardised mortality ratio Staff Ethnicity recording
Adverse Events Suicide rate
Staphylococcus Aureus Bacteraemia Smoking cessation

NHS Forth Valley Strategic Balanced Scorecard - NHS Board
Performance Dashboard February 2017

Safe Equitable 

Measure Measure
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Dimension of Quality:  
SAFE  

 
Context 
 
Safe - avoiding injuries to patients from healthcare that is intended to help them. 
 
Hospital Standardised Mortality Ratio 
The target is to further reduce the Hospital Standardised Mortality Ratio (HSMR) by 10% from the new base, by 2018. Hospital 
Standardised Mortality Ratio (HSMR) is a measure of mortality adjusted to take account of some of the factors known to affect the underlying 
risk of death.  HSMR is calculated over a baseline period which equals 1.00, with each hospital’s HSMR being calculated using the 
predicated number of deaths over the observed number of deaths. For example 500 predicted deaths over 450 observed deaths would 
equal 0.90.Therefore, if an HSMR is 0.90 this means that it has 10% fewer deaths than predicted. 
 
Following a review of the HSMR model it was deemed robust however a number of refinements were incorporated. The calculation and 
interpretation of the Scottish HSMR has not changed however HSMRs published from August 2016 onwards cannot be compared to 
previous releases. 
 
The provisional HSMR for the quarter ending September 2016 for NHS Forth Valley is 0.97. This is a reduction from the baseline for NHS 
Forth Valley of 11.3%, with a reduction in the Scottish HSMR of 8.6%.  
 
Staphylococcus aureus bacteraemia (SABs) 
The target is that Staphylococcus aureus bacteraemia (SABs) cases are reduced to 0.24 or less per 1000 acute occupied bed days 
(AOBD). The total number of Staphylococcus aureus bacteraemia infections in February 2017 is 15; 2 hospital acquired, 10 healthcare 
acquired and 3 community acquired. The February rate is 0.4 per 1000 acute occupied bed days with the provisional 12 month rolling 
average 0.31 against an agreed target of 0.24. 
 
Achieving reduction in SAB rates remain challenging however the last quarter has seen a decrease to 19 cases from 22 in the previous 
quarter.  Health Protection Scotland figures highlight the NHS Scotland rate for the quarter to September 2016 as 0.33 per 1000 AOBDs. 
This is an increase from the previous quarter. The Forth Valley position for the quarter to September was 0.28 per 1000 AOBDs. Key actions 
continue in support of device insertion and maintenance bundles across FVRH and community hospitals.  
 
Clostridium difficile infections (CDI) 
The target is the rate of Clostridium difficile infections (CDI) in patients aged 15 & over is 0.25 cases or less per 1000 total 
occupied bed days. The NHS Forth Valley rate of Clostridium Difficile Infections in February 2017 was 0.1 per 1000 total occupied bed 
days. The rolling year rate is 0.04 per 1000 total occupied bed days against a target of 0.25. The total number of CDIs in February 2017 was 
1, which were healthcare acquired. Full enhanced surveillance is performed on all CDIs including healthcare and community acquired.  
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• Further detail in respect of HAI is discussed at Agenda Item 5.2 - National Healthcare Associated Infection Reporting 

Template  
 
 
Patient Safety Essentials 
The ten patient safety essentials being implemented everywhere in Scotland were set out in CEL 19 (2013) 2 September 2013. NHS Boards 
are expected to have in place arrangements to ensure that staff are supported to deliver these measures reliably and consistently to all 
patients who could benefit, and that these are reported at NHS Board level. Included are a number of areas where good practice should be 
followed, such as hand hygiene and communication in the ward or theatre, as well as a number of evidence based ‘bundles’ of care which 
are collections of interventions and checks to improve both quality and safety of care. 
 
The 10 patient safety essentials are noted below, with data in respect of performance trends highlighted within the graph section of the 
report:  

• Hand Hygiene  
• Leadership Walkrounds  
• Communications: Surgical Brief and Pause  
• Communications: General Ward Safety Brief  
• Intensive Care Unit (ICU) Daily Goals  
• Ventilator Associated Pneumonia Bundle  
• Early Warning Scoring (EWS) 
• Central Venous Catheter Insertion Bundle  
• Central Venous Catheter Maintenance Bundle  
• Peripheral Venous Catheter 

 
There are a number of mechanisms in place to independently assess progress in these areas. This includes assessment of early warning 
scores and escalation of sick patients as part of the audit of ‘2222’ calls and cardiac arrest calls; casenote reviews using the global trigger 
tool; root cause analysis of any incidence of device associated bacteraemias; review of compliance with a range of infection control 
procedures including hand hygiene and compliance with the peripheral vascular catheter bundles as part of the infection control team ward 
visit programme. 
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Measure 
 

Scottish Patient Safety Programme – Further reductions in the Hospital Standardised Mortality Ratio (HSMR) of 10% 
from the new base, by 2018.  

Current Performance  Provisional HSMR for the quarter ending September 2016 is 0.97. 
 

Scotland Performance Provisional HSMR for the quarter ending September 2016 is 0.88. 
 

 

Commentary 
HSMR compares actual deaths with predicted deaths within 30 days of 
admission. It fluctuates over time and is influenced by various factors such as 
age and diagnosis of patient.  
 
The graph highlights the provisional HSMR with regression line from January 
2011 to September 2016 for Forth Valley Royal Hospital. The regression line 
through data points from January to March 2014, to the current HSMR is 
used to smooth out seasonal variations in HSMR and to monitor long term 
change. 
 
The provisional HSMR for the quarter ending September 2016 for NHS Forth 
Valley is 0.97. This is a reduction from the baseline for NHS Forth Valley of 
11.3%, with a reduction in the Scottish HSMR of 8.6%.  
 
Data for the quarter ending December 2016 is due for publication in May 
2017. 
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Measure 
 

Scottish Patient Safety Programme – Number of adverse events per 1000 patient days. 

Current Performance  9.3 adverse events per 1000 patient days at September 2016.  
There is no Scotland comparison. 

 

Commentary 
The initial NHS Forth Valley baseline for adverse events was 25.4 per 
thousand patient days. A 30% reduction was applied which set a target 
reduction to 17.5 per thousand patient days.  
 
Twenty case notes are reviewed monthly and assessed using the Global 
Trigger Tool. A trigger tool is a simple checklist containing a selected number 
of clinical ‘triggers’ that a reviewer searches for when screening medical 
records for patients who may have been unintentionally harmed.  
 
The process of review identifies if this is harm that resulted from healthcare or 
if the event was part of the illness process itself. Data is reported on a 
retrospective basis.  
 
The graph highlights that NHS Forth Valley is within target with 9.3 adverse 
events per 1000 patient days for September 2016. This equates to one event. 
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Measure Staphylococcus aureus bacteraemia (SABs) cases are 0.24 or less per 1000 acute occupied bed days. 
 

Current Performance The provisional 12 month rolling average to February 2017 is 0.31 SABs per 1000 acute occupied bed days. 
 

Scotland Performance For the quarter ending September 2016 there were 0.33 SABs per 1000 acute occupied bed days. 
 

 

Commentary 
 
The total number of Staphylococcus aureus bacteraemia infections in 
February 2017 is 15; 2 hospital acquired, 10 healthcare acquired and 3 
community acquired. The January 2017 rate is 0.4 per 1000 acute occupied 
bed days with the provisional 12 month rolling average 0.31 against an 
agreed target of 0.24. 
 
SABs continues to be fully investigated to identify the cause of the infection 
with a full root cause analysis performed with ward staff on all hospital and 
healthcare attributed SABs. This supports the identification of any issues that 
are, or may, potentially be related to the SAB acquisition.  
 

 
Measure 
 

The rate of Clostridium difficile infections (CDIs) in patients aged 15 and over is 0.25 cases or less per 
1000 total occupied bed days. 

Current Performance  The 12 month rolling average to February 2017 is 0.04 CDIs per 1000 total occupied bed days. 
 

Scotland Performance For the quarter ending September 2016 there were 0.31 CDIs per 1000 total occupied bed days. 
 

 

Commentary 
 
The NHS Forth Valley rate of Clostridium Difficile Infections in February 2017 
was 0.1 per 1000 total occupied bed days. The rolling year rate is 0.04 per 
1000 total occupied bed days against a target of 0.25. The total number of 
CDIs in February 2017 was 1, which was healthcare acquired. 
 
Full enhanced surveillance is performed on all CDIs including healthcare and 
community acquired.  
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Measure 
 

Community Hospital Hand Hygiene – at least 95% of staff to undertake hand hygiene practice as per infection control 
requirements. 

Current Performance  100% of staff undertook hand hygiene practice as per infection control requirements at February 2017 
There is no Scotland comparison. 

 

Commentary 
 
Hand hygiene is monitored by ward staff and by the Infection Prevention & 
Control Team (IPCT). Ward staff monitor 20 moments or opportunities of 
ward staff washing their hands appropriately every week as part of the 
Scottish Patient Safety Programme.  
 
The graph highlights that the February 2017 Scottish Patient Safety 
Programme average hand hygiene compliance is 100% within Community 
Hospitals.  
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Scottish Patient Safety Essentials 
 
Patient Safety Essential Acute Hospital Hand Hygiene  
Rationale Health care-associated infections, or infections acquired in health-care settings are the most frequent adverse event in 

health-care delivery worldwide. Good Hand hygiene is a simple and effective solution to both reduce and prevent the 
spread of most healthcare associated infections.  

Goal At least 95% of staff to undertake hand hygiene practice as per infection control requirements. 
Current Performance  98.8% of staff undertook hand hygiene practice as per infection control requirements at February 2017. 

 

Commentary 
 
Hand hygiene is monitored by ward staff and by the Infection Prevention & 
Control Team (IPCT). Ward staff monitor 20 moments or opportunities of 
ward staff washing their hands appropriately every week as part of the 
Scottish Patient Safety Programme. These results are reported both locally to 
the ward and to the board on a bimonthly basis via the local Healthcare 
Associated Infection Reporting Templates (HAIRT). The information is 
reported at the Directorate reviews through balanced scorecards and review 
process. 
 
The graph highlights that the February 2017 acute hospital hand hygiene 
compliance is within target at 98.8%. 
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Patient Safety Essential Patient Safety Walkrounds (Referred to as leadership walkrounds in the 10 patient safety essentials)  
Rationale Patient safety walkrounds allow senior leaders to have a structured conversation about patient safety with frontline 

staff, and enquire as to the barriers to caring for patients as safely as possible as well as capturing and sharing good 
practice. The executive team identify and agree any action to be progressed and monitor progress. They increase 
awareness of safety issues among clinicians and establish a strong commitment by senior leadership to a culture that 
encourages patient safety.  

Goal The number of Patient Safety Walkrounds should be 4 per month 
Current Performance  5 Patient Safety Walkrounds were carried out in February 2017 

 

Commentary 
 
Five Patient Safety Walkrounds were carried out in February 2017. The 
year to date position, April to February 2017, highlights that 42 Patient 
Safety Walkrounds were carried out against a goal of 44. Following a dip 
in performance April/May 2016 the monthly target has consistently been 
achieved or exceeded.  
 
The format, frequency and goal of the visits have recently been reviewed 
with work being progressed to test patient public partner involvement in 
walkrounds to obtain feedback from patients.  
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Patient Safety Essential Communications: Surgical Brief and Pause  
Rationale Surgical Briefing: is a planned process to ensure that the entire Surgical and Anaesthetic team in Theatre review the 

plans for each patient on the list that day and identify any potential safety concerns.  
Surgical Pause: is a final check to ensure that critical safety checks have been completed prior to ‘knife to skin’.  

Goal The total number of surgical cases which had a surgical briefing and pause prior to the start of the surgical procedure 
should be ≥95%. 

Current Performance  100% of surgical cases had a surgical briefing prior to the start of the surgical procedure in January 2017. 

 

Commentary 
 
100% performance with the World Health Organisation Theatre Safety 
Brief and Pause has been sustained since June 2012. There is no 
national data however it is worth noting that other Boards have regularly 
visited NHS Forth Valley to learn from the reliability that has been 
achieved. 
 
Weekly reports of the safety briefs, and any actions and learning are 
shared widely within the directorate and to members of the executive 
team. 
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Patient Safety Essential Communications: General Ward Safety Brief  
Rationale Safety Briefings are a way the front line staff use to identify and plan to manage any safety issues during the shift on a 

daily basis. They help increase staff awareness of patient safety issues, and integrate patient safety into daily work.  
Goal The total number of days in the month in which at least one safety briefing is conducted in each ward area – a 

minimum of one safety brief per day should be carried out. 
Current Performance  Across all ward areas opportunities for a daily safety brief were conducted in 99.7% of cases in February 2017 

 

Commentary 
 
A ward nursing safety brief should be carried out in each ward and 
department at least once per day.  
 
Ward nursing safety briefs have been reviewed as part of the 
deteriorating patient improvement plan, with independent reviews of the 
content and some standardisation of the process. 
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Patient Safety Essential Intensive Care Unit (ICU) Daily Goals  
Rationale Daily goals set out the expected actions of the care planned for the patient that day.  Furthermore, it promotes 

communication between team members and patients and their families in goal setting. 
Goal The total number of patients who had daily goals agreed and documented in the case notes should be ≥95%. 
Current Performance  100% of patients had daily goals agreed and documented in February 2017 

 

Commentary 
 
The prompt for review of daily goals has been incorporated into the 
intensive care unit documentation.  
 
As the process has demonstrated sustained reliability and has been 
embedded into day to day practice the frequency of monitoring has 
decreased.  
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Patient Safety Essential Ventilator Associated Pneumonia Bundle  
Rationale Ventilator Associated Pneumonia (VAP) is a pneumonia infection acquired during mechanical ventilation; this evidence 

based bundle of care will be administered to all patients daily to prevent a VAP.  
Goal The number of ventilated patients receiving all 5 components of the preventing VAP care bundle should be ≥95%. 
Current Performance  100% of ventilated patients received all 5 components of the presenting VAP care bundle in February 2017 

 

Commentary 
 
The VAP bundle is now included on front of the ICU 24 hour chart and is 
checked twice each day.  
 
Data on bundle compliance is reported each month as is any infection. If 
there is an infection, care is reviewed to identify any learning which 
would include the completion of the bundle.  
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Patient Safety Essential Early Warning Scoring (EWS)  
Rationale The EWS chart identifies if a patient clinical condition is deteriorating. The EWS chart includes guidance for staff to 

follow if a patient ‘triggers’ a warning score or if there is a clinical concern about the patient. It is used with recognition 
and escalation stickers to support appropriate actions to manage deterioration.  

Goal The number of Early Warning Scorings accurately completed in all areas of FVRH should be ≥ 95%. 
Current Performance  97% of Early Warning Scorings were accurately completed in all areas of FVRH in February 2017 

 

Commentary 
 
The EWS is a scoring system which can be applied by nurses and 
doctors to help identify patients at risk of developing critical illness. It is 
based on measurement of the six key vital signs; respiratory rate, oxygen 
saturation, temperature, blood pressure, pulse rate, level of 
consciousness. 
 
Wards report data monthly. There is independent review of charts both 
through the deteriorating patient improvement plan and the review of 
patients who are transferred to the intensive care unit or have a cardiac 
arrest or 2222 call.  
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Patient Safety Essential Central Venous Catheter Insertion Bundle  
Rationale A Central Venous Catheter (CVC), commonly known as a central line, is a plastic tubing or drip used to 

administer medicines or fluids into large veins of the body. An evidence based CVC insertion bundle to prevent 
central line associated blood stream infections will be used every time central lines are inserted.  

Goal The number of patients receiving all elements of the Central Venous Catheter insertion bundle should be 
≥95%. 

Current Performance  100% patients received all elements of the Central Venous Catheter insertion bundle in February 2017 

 

Commentary 
 
When a Central Venous Catheter is inserted, an insertion sticker is used 
as part of the equipment pack. The ICU reports data on compliance with 
the insertion bundle.  
 
If there is a central line infection the infection control team independently 
review bundle compliance and feed this back to the clinical team who 
complete an action plan to address any issues. An adverse event form is 
completed for all bloodstream infections.  
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Patient Safety Essential Central Venous Catheter Maintenance Bundle  
Rationale A Central Venous Catheter (CVC) is a plastic tubing or drip used to administer medicines or fluids into large veins of 

the body. It is a leading cause of device-related blood stream infections. An evidence based CVC maintenance bundle 
to prevent central line associated blood steam infections will be used every day on every patient.  

Goal The number of patients receiving all elements of the Central Venous Catheter maintenance bundle should be ≥ 95%. 
Current Performance  100% of patients received all elements of the Central Venous Catheter maintenance bundle in February 2017 

 

Commentary 
 
The central venous catheter maintenance bundle is included on the front 
of the ICU 24 hour chart and is checked twice each day. Data on bundle 
compliance is reported each month as is any infection. If there is an 
infection, care is reviewed to identify any learning which would include 
the completion of the bundle.  
 
The last central line infection was  in August 2016  
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Patient Safety Essential Peripheral Venous Catheter  
Rationale A Peripheral Venous Catheter (PVC) is a small, flexible tube placed into a peripheral vein in order to administer 

medication or fluids. Use of the evidence based care bundle for a PVC will help in preventing infections when inserting 
and maintaining a PVC. 

Goal Number of patients receiving Peripheral Venous Catheter Care should be ≥ 95%. 
Current Performance  100% of patients received Peripheral Venous Catheter Care in February 2017 

 

 
Commentary 
 
Combined insertion and maintenance bundles are now in place. Wards 
report data monthly and there is independent review of the bundles 
during the infection control team ward visits. This data is reported in the 
monthly directorate ward visit reports which are available on the intranet.  
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PERSON CENTRED 
Context 
 
Person Centred - Providing care that is responsive to individual personal preferences, needs and values and assuring that patient 
values guide all clinical decisions. 
 
Clinical Quality Indicators (CQI) 
Clinical Quality Indicators (CQIs) are evidenced based indicators that support the measurement of the quality, safety and reliability of care. 
The CQIs focus on quality improvement rather than a measure of performance. They are currently process indicators, which measure 
aspects of nursing care such as assessment and interventions. There is a 95% target in respect of CQIs. The February 2017 position is 
highlighted as Falls 97%, Pressure Area Care 97.8% and Food, Fluid & Nutrition 96.3%. 
 
Reducing falls and falls with harm is a goal of the Acute Adult Scottish Patient Safety Programme and is a key priority for 2017/18. A number 
of key actions have been agreed and are being taken forward in support of the target to achieve a 20% reduction in all falls and a 25% 
reduction in falls with. This is regularly considered at the Clinical Governance Committee within the Balanced Scorecard and Quality Report. 
 
Attendance Management 
The target is to reduce sickness absence to 4%. The overall January 2017 sickness absence position was reported as 5.63% against a 
Scotland position of 5.64%. The 12 month position in terms of sickness absence for the period February 2016 to January 2017 shows that 
NHS Forth Valley is better than the Scotland position; Forth Valley 5.18%, Scotland 5.22%. Work continues in respect of delivering the 
standard of 4%. This remains a challenging target and is a high priority for the Board and managers across the organisation with a clear 
focus on ‘hotspot’ areas. Good practice is shared across the organisation in support of ensuring a consistent approach to sickness absence 
with detailed discussion at Directorate Reviews. A comprehensive report in respect of absence is considered by the Staff Governance 
Committee. 
 
eKSF  
The nationally accepted standard in respect of the Annual Knowledge Skills Framework development reviews completed and 
recorded on eKSF is 80%. NHS Forth Valley has achieved the 81% standard in February 2017. Data for the period 1 December 2015 to 30 
November 2016 highlights the national average position as 51% with the NHS Forth Valley position 84% overall, based on national reporting; 
one of only two Boards to achieve over 80%.  
 
Stroke Care Bundle 
The position at January 2017 in respect of the stroke care bundle is 82.2% against a Scottish Stroke Care Standard of 80%. The Stroke 
Care Bundle has four key elements; access to a stroke unit within 1 day of admission, Aspirin administration within 1 day of admission, 
swallow screening on day of admission and brain scanning within 24 hours of admission. These elements are highlighted individually within 
the Balanced Scorecard. In January 2017, the elements of Admission to Stroke Unit, Swallow Screening and Aspirin Administration were 
Amber, with Brain Scanning Green.  
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Following a change to the target in April 2016 swallow screening within 4 hours of admission rather than on the day of admission, remains 
the most significant factor limiting the overall ability to achieve all elements of the stroke bundle. However, from a low in November 2016 of 
70%, swallow screening has improved to 96% in January 2017, and an Amber position on the scorecard.  
 
Processes to ensure closer tracking of patients who require admission to the stroke unit have been reviewed particularly over night. The 
daily stroke huddle incorporates a review of the Emergency Department Information System to ensure that the stroke team have knowledge 
of the patients who presented over the previous 24 hours. Real time feedback on swallow screening is provided at the daily stroke huddle to 
support continuing improvements mainly in respect of documentation of the swallow screen assessment. 
 
The elements of the Stroke Care Bundle continue to be monitored on a weekly basis at the CEO Ops Group and all patients whose care 
does not achieve full ‘stroke bundle’ standards are reviewed to identify any learning and actions required. The Stroke Care Bundle is also 
considered at the Clinical Governance Committee. 
 
Complaints 
Complaint response times should be 20 working days with an overall 80% target in place. The NHS Forth Valley position for January 
2017 is 81.3% for complaints excluding prisons and 97.8% for prison complaints. The overall position for Forth Valley is 89.4%. The top 3 
issues raised in complaints remain Clinical Treatment, Attitude and Behaviour, and Waiting Time/ Date of Appointment.  
 
To improve the response times with the aim of achieving and sustaining the 80% target for this financial year, a number of measures have 
been introduced. These include a daily meeting with representatives from the Surgical and Medical Directorates to monitor the progress of all 
complaints with daily contact made with those other Directorates who have active complaints. Daily monitoring of the complaints caseload 
and the status of overdue complaints continues to be undertaken to ensure the number of overdue complaints is managed effectively so that 
early interventions can be made. 
 
Targeted work to reduce the number of complaints across Forth Valley is on-going. In January 2017 a total of 94 complaints were received; 
48 excluding prisons and 46 prison complaints. In the financial year to date January 2017 compared with 2016, there is a 9.1% decrease in 
the number of complaints received excluding prisons. Overall including prison complaints there is a 9.8% increase. Work continues in 
respect of the roll out of Positive First impressions/Communication Training Programme across NHS Forth Valley, focussing primarily in 
those areas with complaints in relation to staff attitude and behaviour.  
 
A detailed Complaints Performance Report is presented to the Clinical Governance Committee as a standing item.  
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Measure 
 

Clinical Quality Indicators – 95% reliability to be achieved in respect of processes relating to Falls, Nutrition and 
Pressure Area Care 

Current Performance  In February 2017 reliability was Falls 97%, Pressure Area Care 97.8% and Nutrition 96.3%. 
There is no Scotland comparison. 

  

 

Commentary 
Clinical Quality Indicators (CQIs) are evidenced based indicators that 
support the measurement of the quality, safety and reliability of care. The 
CQIs focus on quality improvement rather than a measure of 
performance. They are currently process indicators, which measure 
aspects of nursing care such as assessment and interventions.  
 
The graphs represent NHS Forth Valley’s compliance with the 3 National 
Clinical Quality Indicators. Areas that have been highlighted as having 
challenges in respect of overall compliance are supported by the Lead 
Nurses working with the teams to support the achievement of 
improvements within these areas. 
 
The February 2017 position is highlighted as Falls 97%, Pressure Area 
Care 97.8% and Food, Fluid & Nutrition 96.3%. 
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Measure To reduce sickness absence to 4%  
 

Current Performance  5.63% sickness absence rate at January 2017 
Scotland Performance 5.64% sickness absence rate at January 2017 

 

Commentary 
The overall January 2017 sickness absence position was reported as 5.63% 
against a Scotland position of 5.64%. The 12 month position in terms of 
sickness absence for the period February 2016 to January 2017 shows that 
NHS Forth Valley is better than the Scotland position; Forth Valley 5.18%, 
Scotland 5.22%.  
 
Long Term Sickness Absence calculations are based on days lost and 
available. These calculations assume that individuals can be absent and 
available for 365 days a year. Short Term absence for January 2017 is 2.05% 
(1.98% December 2016) with long term absence 3.05% (3.24% December 
2016).  
 
Note: The calculation varies between hours lost (overall rate) and days lost 
(long/short term absence).   

 
Measure 
 

Annual Knowledge Skills Framework development reviews completed and recorded on eKSF  

Current Performance  In February 2017, 81% of staff have completed reviews on eKSF. 
Scotland Performance For the period 1 December 2015 to 30 November 2015, 51% of staff have completed reviews on eKSF. 

 

Commentary 
 
The nationally accepted standard is 80%, with the Forth Valley position for 
February 2017, 81%. 
 
The unit breakdown for February 2017 is:  

• Corporate – 81% (January 75%)  
• Community Services Directorate – 81% (January 79%) 
• Medical Directorate – 78% (January 77%) 
• Surgical Directorate – 84% (January 81%) 
• Women & Children’s and Sexual Health Services – 81% (January 

76%) 
 

The next national comparison is anticipated at the end of May 2017. 

0% 

1% 

2% 

3% 

4% 

5% 

6% 

7% 
Sickness Absence 

Forth Valley Scotland  Target 

50% 

60% 

70% 

80% 

90% 

100% 
Percentage of eKSF completed 

eKSF Target 



23 
 

 
Measure 
 

Stroke Care Bundle – The Scottish Stroke Care Standard is 80% of all patients admitted to hospital with a diagnosis of 
stroke should receive the appropriate elements of the stroke care bundle 

Current Performance  82.2% of patients admitted to hospital with a diagnosis of stroke received an appropriate bundle of care in January 
2017.  

Scotland Performance 74.8% of patients with an initial diagnosis of stroke received an appropriate bundle of care at March 2016 

 

Commentary 
From April 2016, the new national standard states that 80% of all patients 
admitted to hospital with a diagnosis of stroke should receive the appropriate 
elements of the stroke care bundle. Previously NHS Board areas set a local 
standard. 
 
The Stroke Care Bundle has four key elements: 

• Access to a stroke unit within 1 day of admission 
• Swallow screening within 4 hours of arrival at hospital 
• Aspirin is given on the day of admission or the following day 
• CT/MRI scanning within 24 hours of admission 

 
Key elements of the Stroke Care Bundle are highlighted below 

 
Measure Access to Stroke unit within 1 day of admission Measure Swallow screening within 4 hours of arrival at hospital 
Current 
Performance 

In January 2017, 85% of patients were admitted to a 
stroke unit with 1 day of admission against a standard 
of 90%. There is no Scotland comparison. 

Current 
Performance 

In January 2017, 96% of patients received swallow 
screening within 4 hours of arrival at hospital against a 
100% standard. There is no Scotland comparison. 

  
 

50.0 

60.0 

70.0 

80.0 

90.0 

100.0 

Pe
rc

en
ta

ge
 c

om
pl

ia
nc

e 

Stroke Bundle - Percentage compliance 

bundle of care compliance  Target 

50% 

60% 

70% 

80% 

90% 

100% Stroke Care: Percentage admitted to Stroke Unit 

Percentage admitted to Stroke Unit within 1 day Scottish Stroke Care Standard 

50% 

60% 

70% 

80% 

90% 

100% 
Stroke Care: Swallow Screening 

Percentage swallow screened within timescale  Scottish Stroke Care Standard 



24 
 

Measure Aspirin administration within 1 day of admission Measure Brain scanning within 24 hours of admission 
Current 
Performance 

In January 2017, 91% of patients received Aspirin with 
1 day of admission against a standard of 95%. 
There is no Scotland comparison. 

Current 
Performance 

In January 2017, 98% of patients received a CT or MRI 
scan within 24 hours of admission against a standard of 
95%.There is no Scotland comparison. 

  

 
Measure 
 

Percentage of complaints responded to within 20 days – Local target of 80% target 

Current Performance  89.4% of complaints were responded to within 20 days in January 2017 
Scotland Performance 20 day response rate for 2015/16 was 68.5% (published October 2016) 

 

Commentary 
The graph highlights the 20 day response rate to the end of January 
2017 as 81.3% for complaints excluding prisons and 97.8% for prison 
complaints. The overall position for Forth Valley is 89.4%. 
 
The top 3 issues raised in complaints remain Clinical Treatment, Attitude 
and Behaviour, and Waiting Time/ Date of Appointment.  
 
NHS Forth Valley takes a person centred approach to the management 
of complaints with a focus on local resolution. There is on-going work 
across the organisation in support of complaints handling and resolution.  
 
A detailed Complaints Performance Report is presented to the Clinical 
Governance Committee as a standing item.  
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Measure 
 

Number of complaints received  

Current Performance  94 complaints were received in January 2017 – 48 excluding prisons; 46 prisons 
There is no Scotland comparison. 

  
Commentary 
Work continues across NHS Forth Valley to support a reduction in the number of complaints received. In January 2017 a total of 94 complaints were 
received; 48 excluding prisons and 46 prison complaints. In the financial year to date January 2017 compared with 2016, there is a 9.1% decrease in 
the number of complaints received excluding prisons. Overall including prison complaints there is a 9.8% increase. 
 
Work continues in respect of the roll out of Positive First impressions/Communication Training Programme across NHS Forth Valley, focussing 
primarily in those areas with complaints in relation to staff attitude and behaviour.  
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Dimension of Quality: 
EQUITABLE  

 
Context 
 
Equitable - Providing care that does not vary in quality because of personal characteristics such as gender, ethnicity, geographic 
location or socio-economic status. 
 
Smoking Cessation 
The target is to sustain and embed successful smoking quits, at 12 weeks post quit, in the 40% most deprived SIMD areas. The agreed full 
year target number of successful smoking quits at 12 weeks post quit, in the 40% most deprived SIMD areas, is 319 for 2016/17. In 
addition, there is greater focus on engaging hard to reach groups which includes work within prisons.  
 
The number of successful quits for 2016/17 to date is 241, ahead of the trajectory point of 206 successful quits for the first 3 quarters of the 
year. The cumulative total for the quarter to December 2016 is 81 successful quits, exceeding the trajectory of 48 for this quarter. It should 
be noted that due to the 12 week nature of this target, the data for the quarter ending December will not be complete until 21 April 2017.  
 
Access to Antenatal Care  
The target is that at least 80% of pregnant women in each SIMD quintile will have booked for antenatal care by the 12th week of 
gestation. Early access to antenatal services supports mothers-to-be to breastfeed, improving maternal and infant nutrition, reducing harm 
from smoking, alcohol and drugs, and improving healthy birth weight. These health behaviours are monitored through the maternity care 
quality indicators.  
 
The February 2017 management position for NHS Forth Valley highlights that 91.6% of pregnant women booked for antenatal care by 12 
weeks. This remains ahead of the 80% target. There is a 10 week stretch aim for this target with the Forth Valley position for February 2017, 
84.9%. 
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Measure Ethnicity recording - 95% of staff to have their ethnicity recorded                                                              
 

Current performance  90.50% of staff had their ethnicity recorded at the quarter ending December 2016 
Scotland Performance 82.1% of staff had their ethnicity recorded for the year ending March 2016 

 

Commentary 
The graph shows that the quarterly position to the end of December 2016 
for NHS Forth Valley is 90.5% of staff ethnicity is known. Staff do have the 
option of ‘prefer not to say’ with the total figure including those that declined 
to answer. This data is updated on a quarterly basis with the March 2017 
figure due for reporting in May 2017. 
 
Work is on-going with the Equality and Diversity Manager, and the 
Workforce Team in respect of work aimed at increasing the percentage.  
 
The annual publication in respect of the Scotland position at March 2016 
highlights a position of 82.1%.  NHS Forth Valley is therefore above the 
national position.    

 
Measure Suicide Rate – deaths caused by intentional self harm and events of undetermined intent 

 
Current Performance The suicide rate is 15.9 per 100,000 population at December 2015 for the 5 years 2011 – 2015 
Scotland Performance The suicide rate is 14.8 per 100,000 population at December 2015 for the 5 years 2011 – 2015 

 

Commentary 
 
The graph shows that for NHS Forth Valley the 5 year rolling position to 
December 2015 is 15.9 per 100,000 population.  
 
The Scotland position is 14.8 per 100,000 population. 
 
The rate is European age-sex-standardised rate per 100,000 population, with 
a 95% confidence limits (LCL / UCL). A 95% confidence interval implies that 
95 times out of 100 the interval will include the true underlying rate. 
 
The next update is anticipated in August 2017. 
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Measure 
 

The number of successful smoking quits at 12 weeks post quit in the 40% most deprived SIMD areas  

Current Performance  At 9 March 2017, 81 successful 12 week quits have been achieved for the quarter ending December 2016. There is no 
Scotland comparison. 

 

Commentary 
The full year target for NHS Forth Valley for 2016/17 is 319 successful 12 
week quits in the 40% most deprived SIMD areas. There is greater focus on 
engaging hard to reach groups which includes work within prisons.  
 
The number of successful quits for 2016/17 to date is 241, ahead of the 
trajectory point of 206 successful quits for the first 3 quarters of the year. The 
cumulative total for the quarter to December 2016 is 81 successful quits, 
exceeding the trajectory of 48 for this quarter 
 
Note:  
o Time lag in reporting due to the 12 week nature of the target and the ISD 

reporting cycle.  
o The data for the quarter ending December will not be complete until 21 

April 2017.  
 
Measure 
 

The number of Alcohol Brief Interventions (ABI) delivered in primary care, A&E and antenatal, and across the wider 
settings 

Current Performance  1949 ABIs were delivered in the quarter ending December 2016 
There is no Scotland comparison 

 

Commentary 
The standard is to sustain and embed Alcohol Brief Interventions (ABI) in 
primary care, A&E and antenatal, and to broaden delivery in wider settings. 
The annual target for Forth Valley remains the same as in previous years in 
terms of numbers with the delivery of 3410 ABIs.  
 
Quarter 3, October – December 2016 saw delivery of a total of 1949 Alcohol 
Brief Interventions. Within the priority settings of Antenatal, A&E and 
Primary Care, 1483 ABIs were carried out, with 466 delivered in the wider 
settings e.g. Mental Health, Criminal Justice.  
 
In the year to date, the cumulative total highlights delivery of 6877 ABIs. 
This is ahead of the annual target of 3410. 
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Measure 
 

Deliver Child Healthy Weight interventions focusing on areas of deprivation 

Current Performance  At 20 March 2017, Max in the Class is 100% complete. It is anticipated that Max in the Middle will be 100% complete 
by 24 March 2017. There is no Scotland comparison 

Commentary 
The Child Healthy Weight programme continues throughout 2016/17 without a specific national target. Locally a similar spread was targeted as in 
previous years with a continued focus on areas of high multiple deprivation. 
 
Max in the Middle (MiM) and Max in the Class (MiC) continued with: 

• MiM 42 classes (approximately 1000 participants) 
• MiC 20 classes (approximately 500 participants) 
• 100% on target as of March 2017 with planning commencing for 2017/18. 

 
In June 2016 a comprehensive MiM review took place across 26 schools with a report available.  
 
 
Measure 
 

Child Dental Health - To increase the total annual number of Fluoride Varnish Applications (FVAs) year on year in 3-4 
year olds 

Current Performance  13,999 Fluoride Varnish Applications were carried out in the last 12 months 
There is no Scotland comparison 

 

Commentary 
Forth Valley continues to support fluoride varnishing and the Childsmile 
programme in both the general dental services and the public dental 
services.   
 
The total number of fluoride varnish applications has increased to 13,999 
from 12,584 in the previous year. The increase is due to a rise in the 
number of nursery establishments included, from 30 to 39, by the Public 
Dental Service.  
 
Delivery in the dental practice setting was similar to previous years with a 
small increase in numbers being applied in primary schools.   
 
This data is provided by the National Childsmile Programmes with the next 
update anticipated in November 2017. 
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Measure 
 

Child Dental Health – The number of General Anaesthetic (GA) for children’s dental extractions – reduce to 200 GAs 
per annum by 2020 (50 per quarter) 

Current Performance  85 GAs carried out in the quarter ending September 2016 
There is no Scotland comparison 

 

Commentary 
The target is to reduce the rate of general anaesthetics (GAs) for children’s 
dental extractions to 50 per quarter.  
 
The position for the quarters ending March and June 2016 highlights an 
increase in GA provision with 75 and 100 GAs respectively. The position 
for the September quarter is a reduction to 85 GAs however initial data for 
October and November 2016 indicates a further rise in GAs for the final 
quarter of 2016. It is anticipated that the final quarterly position will be 
reported in April 2017. 
  
It is thought that the increase may have resulted from more active follow 
up of children with dental problems identified as part of the Childsmile 
programme.  

 
Measure 
 

Child Dental Health - The number of children receiving high dental risk (A letter) from the Basic National Dental 
Inspection Programme inspection to reduce to < 2% by 2020. 

Current Performance  In 2015/16 the proportion of Primary 1 pupils receiving a letters was 8.2% 
Scotland Performance In 2015/16 the proportion of Primary 1 pupils receiving a letters was 7.5% 

 

Commentary 
 
Child dental health is routinely monitored by the National Dental Inspection 
Programme (NDIP) with data published annually.  
 
The percentage of A letters in Forth Valley reduced to 8.2% from 9.0% in 
the previous year; a 9% improvement. This compared with a reduction 
across Scotland from 8.0% to 7.5% 
 
The percentage of A letters in Clackmannanshire, Falkirk and Stirling was 
comparable with the previous year at 10.2%; 8.7% and 8.6% respectively  
 
This will next set of data will be available in November 2017. 
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Measure 
 

At least 80% of pregnant women in each SIMD quintile will have booked for antenatal care by the 12th week of 
gestation. 

Current Performance  In February 2017, 91.6% of pregnant women booked for antenatal care by the 12th week of gestation. 
There is no Scotland comparison. 

 

Commentary 
Data highlights that NHS Forth Valley continues to perform well against this 
target. 
 
The February 2017 management position for NHS Forth Valley highlights that 
91.6% of pregnant women booked for antenatal care by 12 weeks. This 
remains ahead of the 80% target. There is a 10 week stretch aim for this 
target with the Forth Valley position for February 2017, 84.9%. 
 
Early access to antenatal services supports mothers-to-be to breastfeed, 
improving maternal and infant nutrition, reducing harm from smoking, alcohol 
and drugs, and improving healthy birth weight. These health behaviours are 
monitored through the maternity care quality indicators. 

 
Measure The number of people diagnosed and treated in the first stage of breast, colorectal and lung cancer to increase across 

Scotland by 25% by 2014/15. This refers to the two calendar years combined from January 2014 through to December 
2015. 

Current Performance  26.1% of people were diagnosed in the first stage throughout 2014/2015 
Scotland Performance 25.1% of people were diagnosed in the first stage throughout 2014/2015 

 

Commentary 
In 2010/2011, 23.0% of people with breast, colorectal and lung cancer in 
Scotland were diagnosed at stage 1 of the disease. This is the national 
baseline for the Detect Cancer Early (DTE) NHS LDP Standard and, as such, 
sets the national target of 28.8% of breast, colorectal and lung cancer to be 
diagnosed at stage 1 by 2014/2015.  
 
Published data highlights that 26.1% of people with breast, colorectal and 
lung cancer in Forth Valley were diagnosed at stage 1 of the disease in the 
period 01/01/2014 to 31/12/2015.  
 
The Scotland position over the same period is that 25.1% of people were 
diagnosed at stage 1.  
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Dimension of Quality: 
TIMELY 

 
Context 
 
Timely - reducing waits and sometimes harmful delays for both those who receive care and those who give care. 
 
4 Hour A&E waits 
The target is that 95% of patients will wait less than 4 hours from arrival to admission, discharge or transfer for accident and 
emergency treatment, with a stretch aim of 98%. Compliance for February 2017 was 92.9%; MIU 100%, ED 91.3% with 17 patients 
waiting longer than eight hours and no patients waiting longer than 12 hours. The majority of breaches relate to ‘wait for first assessment’ 
and ‘wait for bed’. Of the 416 patients that waited longer than 4 hours in February, 177 were due to wait for first assessment with 101, wait 
for bed. 
 
Achieving the 95% target on a consistent basis continues to be challenging with performance deteriorating over January and February. As a 
result of this performance the organisation was on thrice daily monitoring to the Scottish Government over a period of 4 weeks. This ceased 
once 90% compliance or above had been achieved for 10 days. Performance throughout March has been maintained.  
 
Work continues to focus on all aspects of unscheduled care with performance reviewed weekly at the CEO Operational Group. 
 
In vitro fertilisation (IVF) 
The target is at least 90% of eligible patients will commence in vitro fertilisation (IVF) treatment within 12 months. The position at 
February 2017 is that no one in Forth Valley who meets the eligibility criteria is waiting over 12 months, with the average wait from receipt of 
referral letter to pre-treatment screening, 6 months. 
 
 

• Detail in respect of Timely issues and targets will be discussed in the Waiting Times Report - Agenda Item 8.3 
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Measure 
 

90% of planned / elective patients to commence treatment within 18 weeks of referral (RTT) 

Current Performance  79.9% of patients commenced treatment within 18 weeks of referral at January 2017 
Scotland Performance 83.2% of patients commenced treatment within 18 weeks of referral at January 2017 

 

Commentary 
 
In January 2017, 79.9% of patients were treated within 18 weeks of referral. 
The longest waiting patients continue to be treated in date order, unless 
otherwise clinically indicated.  
 
In January 2017, 10 out of 26 specialties achieved the 90% 18 week RTT 
standard.  
 
The directorate breakdown in respect of the percentage of patients treated 
within 18 weeks is noted as: 

• Surgical Directorate 82.2%  
• Medical Directorate 67.8%  
• Women & Children’s Directorate 92.5%  

 
Measure 
 

The number of eligible patients who start to receive their day case or inpatient treatment within 12 weeks of the 
agreement to treat. 

Current Performance  625 patients waited longer than 12 weeks from October to December 2016 – 78.5% compliance 
Scotland Performance 9,756 patients waited longer than 12 weeks from October to December 2016 – 86.7% compliance 

Treatment Time Guarantee Compliance 

 
January to 
March 2016 

April to June 
2016 

July to 
September 2016 

October to 
December 

2016 
Number >12 

wks 133 125 550 625 

 
Note: The table highlights the number of patients who have 
completed waits over 12 weeks. 

Commentary 
Under the Patient Rights (Scotland) Act 2011, from 1st October 2012, all 
eligible patients will start to receive their day case or inpatient treatment 
within 12 weeks of the agreement to treat. 
 
Throughout the quarter ending December 2016, 625 patients waited longer 
than the 12 week TTG with 78.5% compliance.  
 
At the end of February 2017 there were 642 patients with an ongoing wait 
over 12 weeks. The main challenges in respect of on-going waits over 12 
weeks remain within Orthopaedics, General Surgery and ENT. This position 
is discussed at the weekly CEO Operational group. 
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Measure 
 

The number and percentage of patients waiting longer than 12 weeks from referral to a first outpatient appointment – 
95% minimum standard with a stretch aim of 100%.  

Current Performance  75.9% of patients were waiting less than 12 weeks at the end of February 2017 
Scotland Performance At December 2016, 75.8% of patients were waiting less than 12 weeks. 

 

Commentary 
No patient will wait longer than 12 weeks from referral (all sources) to a first 
outpatient appointment; waits over 16 weeks are to be eradicated. 
 
At the end of February 2017 the total number of patients waiting for an 
outpatient appointment that exceeded the 12 week waiting time standard was 
3,858, a decrease of 450 from 4,308 in January. The number of patients 
waiting over 16 weeks was 2,401 at February 2017, a decrease of 313 from 
2,714 in January.  
 
75.9% of outpatients were waiting less than 12 weeks at the end of February 
2017 (January 72.3%) with the Scotland position for December 2016, 75.8%. 
 

 
Measure 
 

Audit Scotland recommendation – Percentage outpatient unavailability as a proportion of the total waiting list size 

Current Performance  Outpatient unavailability as a proportion of the total waiting list size at February 2017 was 1.1%. 
Scotland Performance 2.1% of outpatients were unavailable at the quarter ending December 2016  

 

Commentary  
 
The graph highlights the percentage of unavailable outpatients as a 
proportion of the total waiting list size. Rates are reported to comply with 
Audit Scotland recommendations. There is no agreed standard for 
unavailability rates however detailed monitoring is required. 
 
At the end of February 2017 outpatient unavailability for NHS Forth Valley 
was 1.1%.  
 
The Scotland position for the quarter ending December 2016 was 2.1%. 
Vascular Surgery 2.6%, Neurology 2.5% and Urology 2.2% in NHS Forth 
Valley exceeded this position. 
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Measure 
 

Audit Scotland recommendation – Percentage inpatient unavailability as a proportion of the total waiting list size 

Current Performance  Inpatient unavailability as a proportion of the total waiting list size at February 2017 was 5.8% 
Scotland Performance 10.7% of inpatients were unavailable at the quarter ending December 2016 

 

Commentary   
 
The graph highlights the percentage of inpatient/day cases that are 
unavailable as a proportion of the total waiting list size. Rates are reported to 
comply with Audit Scotland recommendations. There is no agreed standard 
for unavailability rates however detailed monitoring is required. 
 
At the end of February 2017 inpatient unavailability for NHS Forth Valley was 
5.8%.  
 
In NHS Forth Valley, unavailability in Pain management 13.0% and Vascular 
Surgery 17.2% was higher than the national average of 10.7%. 

 
Measure 
 

Diagnostics - the maximum wait from referral to reporting of results should not be more than 42 days 

Current Performance  4 patients waited over 42 days at February 2017 
Scotland Performance At September 2016, across Scotland 86.1% of patients waiting for a key diagnostic test had been waiting less than six 

weeks with the Forth Valley position 99.3%. 

 

Commentary 
 
At the end of February 2017 the total number of patients waiting over 42 days 
was 4; all of which were within endoscopy.  
 
This highlights a continually improving position from a high of 153 at March 
2016. 
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Measure 
 

95% of patients with a suspicion of cancer treated within 62 days or less  
 

Current Performance  89.5% of patients with a suspicion of cancer were treated within 62 days or less at the quarter ending December 2016 
Scotland Performance 87.1% of patients with a suspicion of cancer were treated within 62 days or less at the quarter ending September 2016 

 

Commentary 
 
For NHS Forth Valley the quarterly position to December 2016 highlights that 
89.5% of patients with a suspicion of cancer were treated within 62 days.  
 
In January 2017, the management report highlighted that 87.3% of patients 
were treated within 62 days, with 8 patients waiting longer than the target. 
The Scotland position at January 2016 is 85.1%.  
 
There is on-going review in respect of patients who wait beyond the target 
with appropriate actions taken to support improvements. 
 
Publication of the position to the end of December is anticipated at the end of 
March 2017 

 
Measure 
 

95% of patients with cancer treated within 31 days of decision to treat  

Current Performance  97.4% of patients with cancer were treated within 31 days of decision to treat at the quarter ending December 2016 
Scotland Performance 94.3% of patients with cancer were treated within 31 days of decision to treat at the quarter ending September 2016. 

 

Commentary 
 
For NHS Forth Valley quarterly figures to December 2016 show that 97.4% of 
patients were treated within 31 days against a 95% Standard.  
 
In January 2017, the management report highlighted that 96.5% of patients 
were treated within 31 days. The Scotland position at January 2017 is 92.8%.  
 
 
 

 
 

50% 
55% 
60% 
65% 
70% 
75% 
80% 
85% 
90% 
95% 

100% 62 Day Cancer Standard 

Forth Valley Scotland Trajectory 

50% 
55% 
60% 
65% 
70% 
75% 
80% 
85% 
90% 
95% 

100% 
31 Day Cancer Standard 

Forth Valley Scotland Trajectory 



37 
 

Measure 
 

Percentage of clients that waited no longer than 3 weeks from referral received to appropriate drug or alcohol 
treatment that supports their recovery - 90% standard 

Current Performance  For the quarter ending December 2016, 98.6% of clients waited no longer than 3 weeks from referral to appropriate 
treatment. 

Scotland Performance For the quarter ending September 2016, 93.9% of clients waited no longer than 3 weeks from referral to appropriate 
treatment. 

 

Commentary 
The pre-publication figures for the quarter ending December 2016 highlight 
that 98.6% of NHS Forth Valley clients started their first drug or alcohol 
treatment within 3 weeks of referral. The Scotland position at quarter ending 
September 2016 was 93.9%.  
 
The pre-publication figures highlight that the position in respect of NHS Forth 
Valley prisons, to quarter ending December 2016, is that 98.1% of clients who 
have started first treatment waited less than 3 weeks. The Scotland position 
in respect of prisons to quarter ending September 2016 was 97.7%. 
 
Publication of the quarterly position to the end of December 2016 is 
anticipated at the end of March 2017. 

 
Measure 
 

Percentage of eligible patients will commence in vitro fertilisation (IVF) treatment within 12 months - 90% standard 

Current Performance  In February 2017 no one meeting the access criteria was waiting over 12 months in Forth Valley  
Scotland Performance For the quarter ending December 2016, 99.8% of patients were screened for IVF treatment within 12 months. 

 
 

No graph data 
 
 
 
 
 

Commentary 
 
The position for NHS Forth Valley at February 2017 is 100% compliance with 
the target, with no one meeting the eligibility criteria waiting over 12 months. 
The average wait from receipt of referral letter to pre-treatment screening is 6 
months.  
 
Six patients deferred the start of treatment at their own request and 3 have 
been deferred for medical reasons. Medical reasons include the patient not 
fulfilling certain aspects of the criteria e.g. raised blood pressure, obesity, 
smoking status or the patient is awaiting surgery. 
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Measure 
 

Percentage of patients waiting less than 4 hours from arrival to admission, discharge or transfer for accident and 
emergency treatment - 95% standard 

Current Performance  In February 2017, 92.9% of patients waited less than 4 hours  
Scotland Performance In January 2017, 91.8% of patients waited less than 4 hours 

 

Commentary 
The Scottish Government requirement is that NHS Boards should achieve 
and maintain 95% with a stretch aim of 98%.  
 
Compliance for February 2017 was 92.9%; MIU 100%, ED 91.3% with 17 
patients waiting longer than eight hours and no patients waiting longer than 
12 hours. The majority of breaches relate to ‘wait for first assessment’ and 
‘wait for bed’. Of the 416 patients that waited longer than 4 hours in February, 
177 were due to wait for first assessment with 101, wait for bed.  
 
Work continues to focus on all aspects of unscheduled care to support 
improvement in performance. 

 
Measure 
 

Percentage delivery of 18 weeks Referral to Treatment for Child & Adolescent Mental Health Specialist Services 
(CAMHS) – 90% standard 

Current Performance  98.9% of patients were treated with 18 weeks of referral in February 2017 
Scotland Performance 85.8 % of patients were treated with 18 weeks of referral in December 2016 

 

Commentary 
 
Management information highlights that compliance with the 18 week 
Referral to Treatment wait at February 2017 is 98.9%.  
 
The Performance & Resources Committee received a detailed presentation 
at its meeting in September highlighting the improvement work within 
CAMHS. This improvement work continues implementing a multi level action 
plan with a significant overall reduction in the number of patients waiting and 
a reduction in the longest and average wait.   
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Measure 
 

Deliver faster access to mental health services by delivering 18 weeks referral to treatment for Psychological 
Therapies from December 2014 - 90% target 

Current Performance  36.5% of patients were treated with 18 weeks of referral in February 2017 
Scotland Performance 81.6% of patients were treated with 18 weeks of referral in December 2016 

 

Commentary 
Management information highlights that during February 2017, 36.5% of 
patients were treated within 18 weeks.  
 
Work in respect of service redesign is nearing completion with an anticipated 
start date in April 2017. Psychological Therapies team has recently received 
some support in respect of reviewing systems and processes to ensure 
maximum efficiency.  
 
Targeted work is ongoing to support recovery in subspecialties not achieving 
the agreed standard. 
 
A number of staff have recently been appointed with the latest start date 
expected in April 2017.   
 

 
Measure 
 

Musculoskeletal (MSK) Waits – NHS Boards are expected to deliver a maximum wait of no more than 4 weeks for 
AHP Musculoskeletal treatment from 1 April 2016.   

Current Performance  Longest wait for AHP Musculoskeletal treatment at February 2017 was 19 weeks  
There is no Scotland comparison 

 
 

 
 

 
No graph data 

 

Commentary 
At the end of February 2017, 9 patients were waiting longer than 12 weeks. 
There were no patients waiting over 16 weeks. 
 
419 patients were waiting over 4 weeks at the end of February 2017. This is 
broken down as:  

• Physiotherapy – 364 
• Chiropody/Podiatry - 41 
• Orthotics - 14 

 
Work is on-going to support achievement of the target and includes Rapid 
Access, Referral Management, Pathway Review, Data and Reporting and 
Efficient Exit Route Solutions. 
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Dimension of Quality: 

EFFECTIVE & EFFICIENT 
 

Context 
Effective - Providing services based on scientific knowledge. 
Efficient - Avoiding waste, including waste of equipment, supplies, ideas, and energy. 
 
Delayed Discharges 14 day wait and Bed Days Occupied 
The target is zero delays over 14 days with the position at the February census 34, an increase from 25 at the January census. The local 
authority breakdown is Clackmannanshire 1 delay, Falkirk 25 delays and Stirling 6. There were 2 delays for Local Authorities out with Forth 
Valley. Including those patients delayed less than 2 weeks the total number of delays at the February census is 67. 
 
The total bed days lost to delayed discharge at the February census have increased by 52 to 1,213 from 1,161 at the January census. Local 
authority breakdown for February is Clackmannanshire 64, an increase of 7 from January; Falkirk 816, down 150; and Stirling 280, an 
increase of 200. There are 53 bed days occupied for local authorities’ out with Forth Valley, a decrease of 5, from 58 in January. 
 
The number of Code 9 exemptions, which include issues in respect of Guardianship at the February census was 29, an increase from 27 in 
January. The additional impact of this patient group results in a total number of 96 patients being delayed in their discharge at February, 94 
for Forth Valley. Performance continues to vary on a day to day basis out with census points.  
 
A 50% target reduction in the number of delays from the November 2016 position has been agreed with the Scottish Government. This 
excludes code 100 delays. The overall target to be achieved is 48 with the total number of delays at the February census 94; 
Clackmannanshire/Stirling partnership 40, Falkirk Partnership 54. 
 
New Outpatient appointment ‘Did Not Attend’ rates (DNA)  
The agreed target for NHS Forth Valley in respect of new outpatient DNA rates is the overall Scotland position, currently 8.6%. The 
DNA rate at the end of February 2017 for Forth Valley is 6.9%. Variation is noted between specialties.  
 
Finance 
The current financial position will be discussed within the Financial Monitoring Report - Agenda Item 8.2 
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Measure 
 

Finance – Financial balance 

Current Performance  £0.197m overspend as at 28th February 2017 

 

Commentary 
 
The financial position for NHS Forth Valley at 28th February 2017 is an 
overspend of £0.197m.   
 
The in-month position for February 2017 is an underspend of £0.201m. 
  
A year end surplus of £0.200m is forecast to 31st March 2017 with continued 
scrutiny on spend and management on savings, including ongoing 
development of plans for 2017/18. 
 
 

 
Measure 
 

Non Core Staff Costs 

Current Performance  £13.950m spend for 11 months to 28th February 2017 

 

Commentary 
 
Non-core staff costs (bank, agency, locum, and overtime) for the 11 month 
period to 28th February 2017 totals £13.950m, with increases on expenditure 
trend for both medical and nursing staff groups during February. 
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Measure 
 

GP prescribing - cost per patient 

Current Performance  Cost per patient at December 2016 is £201.11 
Scotland Performance Cost per patient at December 2016 is £205.16 

 

Commentary 
 
The graph illustrates the cost per patient trends over the last 6 years for NHS 
Forth Valley and the Scottish average, together with the two Boards currently 
reporting the highest and lowest cost per patient in Scotland (NHS 
Lanarkshire and NHS Lothian respectively).  
 
The graph demonstrates the downward trend in Forth Valley’s cost per 
patient from late 2010 onwards, however this has steadily increased since 
which mirrors the position nationally.  Whilst our cost per patient remains 
below the Scottish average, there is significant pressure reported within the 
primary care prescribing budget for 2016-17 due to slippage in delivery of 
savings targets, higher than expected volumes and the impact of new 
drugs/ongoing short supply issues.   
 

 
Measure 
 

Number of patients waiting more than 14 days to be discharged from hospital into a more appropriate care setting, 
once treatment is complete  

Current Performance  In February 2017, 34 patients were delayed in their discharge for more than 14 days. 
There is no Scotland comparison. 

 

Commentary 
 
At the February 2017 census 34 patients were delayed in their discharge for 
more than 14 days (25 in January). 
 
The local authority breakdown is Clackmannanshire 1 delay, Falkirk 25 
delays and Stirling 6. There were 2 delays for Local Authorities out with Forth 
Valley.  
 
The February census position highlight 67 (59 January) patients were 
delayed in their discharge over 72 hours.   
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Measure 
 

The number of occupied bed days lost due to delays in discharge 

Current Performance  1,213 bed days were lost due to delays in discharge at the February 2017 census 
There is no Scotland comparison 

 

Commentary 
 
The total bed days lost to delayed discharge at the February census have 
increased by 52 to 1,213 from 1,161 at the January census.  
 
Local authority breakdown for February is Clackmannanshire 64, an increase 
of 7 from January; Falkirk 816, down 150; and Stirling 280, an increase of 
200. There are 53 bed days occupied for local authorities’ out with Forth 
Valley, a decrease of 5, from 58 in January. 
 
Weekly meetings continue focussing on individual patient needs to ensure 
appropriate movement, placement and packages of care. 
 
 

 
Measure 
 

Rates of attendance at A&E per 100,000 of population 

Current Performance  Provisional rate of attendance at A&E per 100,000 population at February 2017 is 1,583 
Scotland Performance Provisional rate of attendance at A&E per 100,000 population at January 2017 is 2,006 

 

Commentary 
 
In February 2017 the rate of attendance at A&E per 100,000 population is 
1,583. These figures exclude activity at the Minor Injuries Unit.  
 
An overall decreasing trend has been noted over the last 12 month period.  
 
The rate of A&E attendances is linked to utilisation of Anticipatory Care Plans 
(ACPs), emergency bed days in patients age 75, and admissions in respect 
of Long Term Conditions.  
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Measure 
 

The number of bed days for long term conditions per 100,000 population 

Current Performance  In December 2016 there were 7,459 bed days per 100,000 population for long term conditions 
There is no Scotland comparison 

 

Commentary 
In December 2016 there were 7,459 bed days per 100,000 population for 
long term conditions. 
 
Included in the long term conditions are Diabetes, Hypertension, Angina, 
Ischaemic Heart Disease, Chronic Obstructive Pulmonary Disease, Asthma 
and Heart Failure.  
 
Highlighted is an increasing trend over the last 12 month period in respect of 
bed days for long term conditions.  
 
Note: There is a time lag in respect of data completeness of a minimum of 3 
months due to the calculation being made using the SMR01 data which is 
processed and resubmitted to NHS Boards by ISD. 
 

 
Measure 
 

Number of patients with an Anticipatory Care Plan 

Current Performance  There were 16,053 patients with an Anticipatory Care Plan in January 2017 
There is no Scotland comparison 

 

Commentary 
The measure is the number of patients who have a Key Information 
Summary (KIS) or Electronic Palliative Care Summary (ePCS) uploaded to 
the Emergency Care Summary. The ECS provides up to date information 
about allergies and GP prescribed medications for authorised healthcare 
professionals at NHS24, Out of Hours services and accident and emergency. 
 
The total number of patients with a KIS/ePCS record uploaded to the ECS 
system, and therefore could be considered to have an ACP is 16,053 at 
January 2017. 
 
Total KIS uploads as a percentage of the board area list size is 5.07% of the 
total population, against a local target of 3%. 
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Measure 
 

Percentage of patients that Did Not Attend (DNA) for new outpatient appointments 

Current Performance  In February 2017, 6.9% of new outpatients Did Not Attend  
Scotland Performance The Scotland DNA rate for new outpatients is currently 8.6% 

 

Commentary 
 
The DNA rate in respect of new outpatient appointments is 6.9% for February 
2017. There is variation noted across the specialties; 12 currently have a 
percentage DNA rate above the Scotland average however within a number 
of the specialties the actual number of DNAs is low.  
 
The agreed target for NHS Forth Valley is the overall Scotland position. The 
first outpatient appointment DNA rate for Scotland is 8.6%. There will be on-
going review. 
 
A patient reminder system is in place along with active implementation and 
monitoring of the Patient Access Policy in respect of ‘Did Not Attend’ patients.  

 
Measure 
 

Rate of Emergency Bed days in patients age 75 and over per 1000 population  

Current Performance  At December 2016 the emergency bed days rate per 1000 population in patients over 75 was 4,722 
Scotland Performance For the year 2014/15 the emergency bed days rate per 1000 population in patients over 75 was 4,907 

 

Commentary 
 
The December 2016 position is highlighted as 4,722 occupied bed days per 
1000 population in patients age 75 and over.  
 
The Scotland bed days rate per 1000 population for year 2014/15 was 4,907. 
This data was published in June 2016.  
 
There is an increasing trend in acute emergency bed days for patients 75+ 
over the last year. 
 
It should be noted that there is a time lag in this data of a minimum of 3 
months due to the calculation being made using the SMR01 data which is 
processed and resubmitted to NHS Boards by ISD. 
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               Appendix 1 
 
NHS LDP Standards 2016/17 
 
Early diagnosis and treatment improves outcomes 

• People diagnosed and treated in 1st stage of breast, colorectal and lung cancer (25% increase) 
• 31 days from decision to treat (95%) 
• 62 days from urgent referral with suspicion of cancer (95%) 

 
Enable people to understand and adjust to a diagnosis, connect better and plan for future care 

• People newly diagnosed with dementia will have a minimum of 1 years post-diagnostic support  
 
Shorter waits can lead to earlier diagnosis and better outcomes for many patients as well as reducing unnecessary worry and 
uncertainty for patients and their relatives 

• 12 weeks Treatment Time Guarantee (TTG 100%)  
• 18 weeks Referral to Treatment (RTT 90%) 
• 12 weeks for first outpatient appointment (95% with stretch 100%) 

 
Antenatal access supports improvements in breast feeding rates and other important health behaviours 

• At least 80% of pregnant women in each SIMD quintile will have booked for antenatal care by the 12th week of 
gestation 

 
Shorter waiting times across Scotland will lead to improved outcomes for patients 

• Eligible patients commence IVF treatment within 12 months (90%) 
 

Early action is more likely to result in full recovery and improve wider social development outcomes 
• 18 weeks referral to treatment for specialist Child and Adolescent Mental Health Services (90%) 

 
Timely access to healthcare is a key measure of quality and that applies equally to mental health services 

• 18 weeks referral to treatment for Psychological Therapies (90%) 
 
NHS Boards are expected to improve SAB infection rates during 2016/17. Research is underway to develop a new SAB 
standard  

• Clostridium difficile infections per 1000 occupied bed days (0.32) 
• SAB infections per 1000 acute occupied bed days (0.24)  
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Services for people are recovery focused, good quality and can be accessed when and where they are needed 

• Clients will wait no longer than 3 weeks from referral received to appropriate drug or alcohol treatment that 
supports their recovery (90%) 

 
Enabling people at risk of health inequalities to make better choices and positive steps toward better health 

• Sustain and embed alcohol brief interventions in 3 priority settings (primary care, A&E, antenatal) and broaden 
delivery in wider settings 

• Sustain and embed successful smoking quits, at 12 weeks post quit, in the 40% SIMD areas 
 
Often a patient's first contact with the NHS is through their GP practice. It is vital, therefore, that every member of the public has 
fast and convenient access to their local primary medical services to ensure better outcomes and experiences for patients 

• 48 hour access or advance booking to an appropriate member of the GP team (90%) 
 

A refreshed Promoting Attendance Partnership Information Network Policy is due for publication  
• Sickness absence (4%) 

 
High correlation between emergency departments with 4 hour wait performance between 95 and 98% and elimination of long 
waits in A&E which result in poorer outcomes for patients 

• 4 hours from arrival to admission, discharge or transfer for A&E treatment (95% with stretch 98%) 
 

Sound financial planning and management are fundamental to effective delivery of services 
• Operate within agreed revenue resource limit; capital resource limit; and meet cash requirement 

 



ANNEX 1

NHS FORTH VALLEY
CAPITAL RESOURCE LIMIT Plan Actual Variance Plan Forecast Variance
As at 28th February 2017 £ £ £ £ £ £

SOURCES OF CORE FUNDING
Scottish Executive Funding - General Allocation 4,792 4,792 0 6,100 6,085 -15 
SGHD - Pfi Reversionary Interest 0 0 0 -4,610 -4,610 0
SGHD - Pfi Reversionary Interest Assumed Allocation 0 0 0 4,610 4,610 0
SGHD - Transferred from 2015/16 820 820 0 820 820 0
SGHD - Stirling Care Village HUB Enabling Support 20 20 0 20 20 0
SGHD - Hepma, eHealth, Cancer Care 0 0 0 0 347 347
SGHD - Transferred to 2017/18 0 0 0 0 -2,292 -2,292 
SGHD - Capital Grants -154 -154 0 -725 -324 401
SGHD - Capital to Revenue Transfers 0 0 0 -1,100 -1,100 0
Total Net Capital Resource Limit 5,478 5,478 0 5,115 3,556 -1,559 
Asset Sales
SGHD Asset Sales Retained 1,321 1,321 0 4,134 4,322 188
Total 1,321 1,321 0 4,134 4,322 188

Total Adjusted Capital Resource Limit 6,799 6,799 0 9,249 7,878 -1,371 

Planned Core Expenditure

Regional Priorities
HUB Enabling 58 58 0 100 100 0
West of Scotland Regional Planning - Da Vinci Robot 124 124 0 124 124 0
Total 182 182 0 224 224 0
Strategic Priorities
Pfi Hospital Variations 89 89 0 100 100 0
Demolitions / Decommissioning 396 396 0 100 400 300
FVRH - Television Replacement 2 2 0 243 230 -13 
Trystview 0 0 0 100 0 -100 
Total 487 487 0 543 730 187
Primary & Community Services
Primary Care Premises Review 41 41 0 675 50 -625 
Doune Health Centre - Hub D&B 7 7 0 2,466 30 -2,436 
Total 48 48 0 3,141 80 -3,061 
Community Hospitals
SCH Outpatients Department 92 92 0 950 750 -200 
Community Hospitals Retained Site 286 286 0 300 300 0
SCH Entrance 0 0 0 0 20 20
Total 378 378 0 1,250 1,070 -180 
Area Wide Expenditure
IM & T Strategy 1,790 1,790 0 2,189 2,766 577
Medical Equipment Replacement Programme 2,774 2,774 0 2,075 2,810 735
Total 4,564 4,564 0 4,264 5,576 1,312
Area Wide Other Expenditure
Fire Safety / Statutory Standards / HEI Property Maintenance 555 555 0 682 610 -72 
SCH Contingency Beds Ward 5 215 215 0 0 220 220
Energy Efficiency / Carbon Management 79 79 0 500 162 -338 
Bed Management Contract 90 90 0 125 125 0
Contingency Balance 0 0 0 0 150 150
Capital to Revenue Transfers 0 0 0 -1,100 -1,100 0
Capital Grants -154 -154 0 -725 -324 401
Total 785 785 0 -518 -157 361
Leasing Arrangements
Subordinated Debt Investment 355 355 0 345 355 10
Total 355 355 0 345 355 10

Total Direct Core Expenditure 6,799 6,799 0 9,249 7,878 -1,371 

Savings/(Excess ) Against Capital Resource Limit 0 0 0 0 0 0

Forecast Property Sales
Bellsdyke Development 0 0 0 2,774 2,890 116
Bonnybridge Hospital Land 900 1,015 -115 900 1,015 115
Dunrowan, Falkirk 300 306 -6 300 306 6
Woodland Area old RSNH Site 0 0 0 160 0 -160 
112 Bellsdyke Road 0 0 0 0 111 111
Total Forecast Property Sales 1,200 1,321 -121 4,134 4,322 188

Position at 28th February 2017 Year end -Forecast
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NHS FORTH VALLEY ANNEX 2
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1. EXECUTIVE SUMMARY 

 
1.1 This report provides a summary of the financial position for NHS Forth Valley to 28th 

February 2017. 
 
1.2 There is a statutory requirement for NHS Boards to ensure expenditure is within the 

Revenue Resource Limit (RRL) and Capital Resource Limit (CRL) set by the Scottish 
Government Health and Social Care Directorate (SGHSCD).   The revenue outturn 
position is summarised in Table 1 below: 

 
Table 1 – Revenue Financial Outturn Position as at 28th February 2017 

 

Directorate 
Annual 
Budget 

Budget to 
28.02.17 

Actual to 
28.02.17 

Actual 
Variance 

(over)/under 

  £m £m £m £m 

Surgical 83.045 75.803 76.340 -0.537 

Women and Children 24.494 21.775 21.792 -0.017 

Medical 82.923 75.163 77.613 -2.450 

Community Services 96.792 88.888 88.888 0.000 

Estates and Facilities 80.280 73.043 73.170 -0.127 

Prescribing 57.394 53.913 55.001 -1.088 

Primary Medical Services 43.337 38.229 38.226 0.003 

Externals - outflow 46.518 42.573 43.446 -0.873 

Area-wide Corporate Services 42.974 38.722 38.779 -0.057 

FHS Non Discretionary 32.377 28.889 28.889 0.000 

Budgets to be Distributed incl Contingency: 16.596   0.000 0.000 

    Contingency and ring fenced reserves   9.782 0.000 9.782 

    Savings not yet deducted from budgets   -6.677 0.000 -6.677 

    Balance Sheet Review   1.079 0.000 1.079 
Partnership Funding 5.747 0.000 0.000 0.000 

Income -23.259 -21.480 -22.247 0.767 

TOTAL 589.218 519.702 519.897 -0.195 

     Represented by:         

     Core NHS and IJB Set Aside services 371.950 321.246 321.572 -0.326 

     IJB Operational and Universal services:         

           Clacks/ Stirling 102.673 93.854 93.246 0.608 

           Falkirk 114.595 104.602 105.079 -0.477 

TOTAL 589.218 519.702 519.897 -0.195 

 
Main points to note are as follows:- 
 
 The revenue financial position for the eleven month period to 28th February 2017 is an 

overspend of £0.195m, with an improvement of £0.201m in-month. 
 

 A share of budgets not yet distributed is factored into the reported financial position.  
This includes contingency funds, ring-fenced reserves, and non-recurring financial 
flexibility.   The year to date impact of area wide savings not yet distributed to budgets 
has also been factored in.  
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 Resources totalling £217.268m (excluding ‘set aside’ budgets) have been delegated 

from Health to the two Integration Joint Boards, comprising an initial recurring budget 
plus further inflationary and non recurring adjustments for April 2016 to February 
2017 predominantly SGHSCD allocations.    

 
 Directions have been received from both Integration Joint Boards (IJBs) to deliver the 

range of in-scope services included within the initial budget.   Updated directions in 
respect of April to February adjustments are anticipated and require to be signed off by 
financial year end. 

 
 Based on information submitted by Directorates, the updated estimate of the projected 

out-turn is set out below.   
 

Table 2 – Revenue Outturn Projection as at 28th February 2017 
 

Directorate Projected Outturn 

(over) / under £m 

Community Services 0.000 
Estates and Facilities -0.150 
Medical -2.633 
Surgical -0.721 
Women and Children 0.000 
Primary Care Prescribing -1.500 
Area Wide Corporate Services -0.039 
FHS / Primary Medical Services 0.000 
Cross Boundary Flow – Outflow -1.141 
Cross Boundary Flow – Inflow 0.990 
NES Junior Doctors Income -0.130 

TOTAL -5.324 

Offsets Available:   
Contingency / earmarked savings not yet delivered 3.654 
Balance Sheet Review 1.870 

TOTAL 5.524 

  
Outturn revenue Surplus/(Excess) 0.200 

 
 Whilst the position projected above indicates that a revenue surplus of £0.200m at the 

year–end, work continues to improve Directorate positions - there has been a small 
improvement in the forecast outturn across the area for February.   Actions to improve 
the position continue as outlined in previous reports.   

 
 The Financial Plan 2017/18 – 2019/20 will be considered at the Board meeting on 28th 

March 2107.   This includes a cash savings requirement of 5% (£24m).   Approval will 
also be sought for budgets for the two Integration Authorities. 

 
 The Capital Out-turn has been amended to reflect the revisions approved at the 

Performance and Resources Committee in February. 
 
 

   2.0 SGHSCD FINANCIAL ALLOCATIONS  
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2.1 Allocation letters are issued monthly by SGHSCD to NHS Boards to update Capital and 
Revenue funding allocations, with a detailed schedule confirming allocation values, basis 
(baseline, recurring or non-recurring), and funding category (core or non-core).   

 
2.2 Total SGHSCD revenue allocations received to date total £556.390m with a further net 

£0.451m anticipated. 
 
Table 3 – SGHSCD Allocations as at 28th February 2017 
 

 Item £m £m 

Notified Allocation : core 533.934   

Notified Allocation : non core 22.456   

Subtotal Notified Allocation   556.390 
 
Anticipated (Allocations) / Top slice   0.451 

Add Family Health Services funding   32.377 

Total Resources per Table 1   589.218 

 
2.3  The allocation letter from SGHSCD for February 2017 confirmed net (£0.330m) of 

funding, of which (£0.529m) had been anticipated.   Allocation adjustments included: 
 Waiting Times Support - Hip Fracture patients        £0.120m 
 GP Digital Services Fund      £0.111m 
 Waiting Times Support - Orthopaedics   £0.100m 
 10% reimbursement of Flu, shingles and rota vaccine costs  £0.052m 
 NHSS Disabled Graduate Scheme    £0.008m 
 Cancer Strategy for screening Services in Scotland  £0.001m 
 Patient Advice & Support Service    -£0.065m 
 National Distribution Centre Top slice   -£0.658m 
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3.0 PAY COSTS AND WORKFORCE 

 
3.1 Pay expenditure for the eleven months to 28th February totals £228.037m.  The graph 

below shows the monthly expenditure trend over the last six months for pays costs across 
all staff groups.    

  
Monthly Pay Cost Trend 6 months September 2016 to February 2017 

 

 
 

Staff Group 
Average 

April - July August Sept Oct Nov Dec Jan Feb 

  £m £m £m £m £m £m £m £m 

Nursing & Midwifery 9.287 9.153 9.195 9.257 9.417 9.328 9.255 9.527 

Medical & Dental 5.139 5.263 5.211 5.126 5.084 5.308 5.264 5.294 

Admin & Clerical 2.484 2.429 2.415 2.430 2.416 2.430 2.422 2.414 

AHPs 1.602 1.582 1.570 1.568 1.577 1.590 1.595 1.613 

Support Services 0.668 0.677 0.692 0.647 0.684 0.677 0.657 0.672 

Healthcare Sciences 0.587 0.582 0.587 0.581 0.593 0.593 0.588 0.593 

Other Therapeutic 0.682 0.692 0.688 0.687 0.687 0.679 0.655 0.667 

Senior Managers / Other 0.266 0.264 0.263 0.252 0.253 0.295 0.270 0.268 

Total in-month 20.715 20.642 20.621 20.548 20.711 20.900 20.706 21.048 

Total In Month 2015/16 20.203 20.246 20.504 20.658 20.713 20.498 20.259 20.596 

         

Staff Group 
Average 

April - July August Sept Oct Nov Dec Jan Feb 
  wte wte wte wte wte wte wte wte 

Nursing & Midwifery 2,689.62 2,675.53 2,659.40 2,670.25 2,674.62 2,675.08 2,669.12 2,691.51 

Medical & Dental 572.85 566.71 585.83 580.51 574.19 572.65 580.17 582.51 

Admin & Clerical 926.73 923.55 922.84 925.11 916.49 916.59 917.59 923.19 

AHPs 446.26 445.09 438.56 441.82 436.59 436.39 434.49 438.72 

Support Services 289.58 287.99 289.16 290.47 286.87 290.06 284.48 287.91 

Healthcare Sciences 170.61 170.73 170.92 174.17 175.94 173.68 171.48 173.78 

Other Therapeutic 177.58 183.10 181.06 181.61 180.82 179.85 173.95 175.74 

Senior Managers / Other 46.44 47.03 44.24 45.24 46.62 46.60 47.59 47.59 

Total in-month 5,319.66 5,299.73 5,292.01 5,309.18 5,292.14 5,290.90 5,278.87 5,320.95 

Total In Month 2015/16 5,224.65 5,226.39 5,282.65 5,175.82 5,273.70 5,350.06 5,349.19 5,384.11 

      

Pay 
Cost 
£m 
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3.2 There was an in month increase in pay costs of £0.342m of which £0.272m related to 
Nursing and Midwifery pay costs mainly in Medical Directorate and Community Services 
Directorate.   This related to increase in temporary staff as noted in paragraph 3.4. 

 
3.3 Expenditure on temporary non-core staff (bank, agency, locum and overtime costs) to 28th 

February is £13.950m, representing approx 6% of total staffing costs to date.   Graphs 
showing the trend in Bank and Agency costs for the eleven month period to date are 
attached at Annex 2.   

 
3.4 The non-core staff expenditure for April to February indicates a continued improvement on 

previous year trend across all categories.   Cumulative spend is £1.612m (10%) below the 
same period as last year, however there was a significant increase in nurse bank spend 
during February – in part cover for vacancies and in part cover for increased capacity.   
Overall nursing budgets remain broadly in financial balance. 
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4.0 NON PAY COSTS  

 
4.1 The table below shows cost of direct non-pay and supplies costs incurred in delivering 

clinical services during the year to date.    
 

Monthly Non Pay Cost Trend 6 months August 2016 to February 2017 
   

 
 

Supply Group Average August Sept Oct Nov Dec Jan Feb 

  
April - 
Jul £m £m £m £m £m £m £m £m 

Hospital Prescribing Drugs 2.532 2.488 2.536 2.739 2.709 2.293 2.722 2.037 

Surgical Sundries 1.041 1.015 1.047 1.000 1.050 0.769 1.012 1.060 

Diagnostic Supplies 0.270 0.264 0.269 0.304 0.299 0.259 0.266 0.296 

Other Therapeutic Supplies 0.155 0.173 0.161 0.185 0.190 0.196 0.125 0.189 

Total in-month 3.998 3.940 4.013 4.228 4.248 3.517 4.125 3.582 

Total  2016/17 Cumulative 15.992 19.932 23.945 28.173 32.421 35.938 40.063 43.645 

         Total in-month 3.739 3.934 3.769 4.238 4.179 4.443 4.444 3.281 

Total  2015/16 Cumulative 14.957 18.891 22.660 26.898 31.077 35.521 39.964 43.246 

 
 

4.2 The reduction on Hospital Drugs in February compared with January was due to a back 
dated rebate, a reduction in spend on high cost cancer drugs and on other drugs across a 
range of categories. 

 
4.3 The national New Medicines Fund covers ultra orphan drugs and specified new medicines.  

The allocation for 2016/17 has been received at £2.413m and projected spend exceeds the 
funding received (consistent with other Boards).    

 
4.4  As part of the Savings Programme, initiatives are in place to reduce spend and improve 

controls and efficiencies on areas of influenceable non pay spend including prescribing 
costs in acute and community settings, and procurement of clinical supplies.  

 
 

 

Non 
Pay 
Cost 
£m 
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5.0 DIRECTORATE SUMMARY    

 

5.1 Surgical Directorate 

  

  
 

 The main area of pressure is within Clinical Services and Oncology, due to a 
combination of pay pressures largely attributable to Medical Agency across a range of 
specialties including ENT, General Surgery, Vascular and Oncology, and non pay 
pressures partly due to drugs costs and share of savings requirements to date. 
 

 Supplies costs for surgical instruments, reagents and consumables also continue to 
cause financial pressure, particularly within labs and anaesthetic areas.  Supplier 
pricing for reagents remain under close review. 

 
 Waiting time clinics have continued in orthopaedics and E.N.T. specialties where 

staffing issues have impacted on capacity.  This has been funded from Access Target 
funding received from SGHSCD to date, augmented by local funding.    

 
 The Directorate is projecting £0.721m overspend.  There are a number of areas where a 

reduction of costs is planned but will not be realised until 2017/18. 
 

 
 

  
Annual 
Budget 

Budget to 
28.02.17 

Actual to 
28.02.17 

Actual 
Variance 

(over)/under 
Service £m £m £m £m 

Surgical Specialities & Oncology 23.935 21.868 22.635 -0.767 

Theatres & Anaesthetics 15.493 13.998 13.742 0.256 

Surgical Wards 11.744 10.762 10.548 0.214 

Laboratories 10.815 9.932 10.106 -0.174 

Radiology 8.254 7.565 7.351 0.214 

AHP Outpatients Service 5.076 4.653 4.664 -0.011 

Health Records 4.649 4.263 4.186 0.077 

Management & Admin Services 2.226 2.041 2.028 0.013 

Waiting Times 0.946 0.811 0.934 -0.123 

Clinical Simulator & Resus Training -0.093 -0.090 0.146 -0.236 

Total Surgical Directorate 83.045 75.803 76.34 -0.537 
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5.2 Medical Directorate 

   

  
 

 The Directorate year to date overspend is attributed to slippage against the current year 
savings programme and pressures driven by medical pay costs, including temporary 
bank and agency staff, to manage vacancies, absence and capacity pressures 
particularly within Front Door Services (A&E / Acute Care Team) and Ageing and 
Rehab areas.   

 
 Non pay pressures include high spend on drugs within Ambulatory Care services 

(biologics, plasma products and Healthcare at Home).  Two pharmacists are aligned to 
the Directorate to support the work to address the drugs overspend. 

 
 Management and Admin heading includes remaining elements of cash savings 

delivery which accounts for the adverse variance. 
 

 The Directorate is projecting £2.633m overspend, prior to allocation of agreed funding 
for Endoscopy Service improvements.   This is a slight improvement and Endoscopy 
funding will be beneficial in 2017/18. 

 
 Winter funds covering additional beds at Bo’ness, Falkirk Community Hospital, 

Stirling Community Hospital; Day Medicine and extended opening hours for the 
Discharge Lounge has been transferred to the Directorate budget. 

 
 

  
Annual 
Budget 

Budget to 
28.02.17 

Actual to 
28.02.17 

Actual 
Variance 

(over)/under 

Service £m £m £m £m 

Ageing & Rehab 18.528 16.972 17.117 -0.145 

Medical Staffing 16.406 15.042 15.728 -0.686 

Medical Specialties 14.859 12.963 12.786 0.177 

Ambulatory Care 14.578 13.306 14.153 -0.847 

Front Door Services 13.611 12.453 12.463 -0.010 

Allied Health Professional Services 2.399 2.199 2.281 -0.082 

Management & Admin 2.405 2.091 2.741 -0.650 

Waiting Times & Other 0.137 0.137 0.344 -0.207 

Total Medical Directorate 82.923 75.163 77.613 -2.450 
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5.3 Women and Childrens and Sexual Health Services 
 

  
Annual 
Budget 

Budget to 
28.02.17 

Actual to 
28.02.17 

Actual 
Variance 

(over)/under 
Service £m £m £m £m 

Nursing 13.999 12.705 13.098 -0.393 

Medical Staffing 6.617 6.066 6.120 -0.054 

Management/Admin 1.862 1.179 0.777 0.402 

Sexual Health 1.620 1.463 1.476 -0.013 

Vulnerable Children 0.357 0.326 0.321 0.005 

Waiting Times 0.039 0.036 0.000 0.036 
TOTAL Women & Childrens and Sexual 
Health Services 24.494 21.775 21.792 -0.017 

 

 
 
 This Directorate covers Women and Childrens Services and Sexual Health Services 

and is reporting an overspend of £0.017m to the end of February 2017, primarily 
associated with the savings programme.   The Directorate is projecting break-even. 
 

 The majority of costs in the Directorate cover those outpatients and wards for 
gynaecology, obstetrics and paediatrics at FVRH.   The overspend areas are in pay 
costs for nursing staff, cover arrangements for sickness absence and maternity leave 
within medical staff groups, partly offset by administration and sexual health 
underspends.    
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5.4 Community Services Directorate 
 

  
Annual 
Budget 

Budget to 
28.02.17 

Actual to 
28.02.17 

Actual 
Variance 

(over)/under 

Service £m £m £m £m 

Resource Transfer 19.446 17.825 17.824 0.001 

Falkirk Partnership 15.828 14.696 14.397 0.299 

Stirling/ Clacks Partnership 15.735 14.609 14.530 0.079 

Specialist Mental Health Service 14.118 12.882 12.866 0.016 

Prisons & Specialist Community Services 7.365 6.753 6.825 -0.072 

Lead Nurse (inc. Complex Care) 6.213 5.695 6.027 -0.332 

Substance Misuse Sector 5.585 5.303 5.026 0.277 

A.M.D. Mental Health 4.907 4.508 4.606 -0.098 

Health Improvement & Corporate Services 4.220 3.621 3.408 0.213 

Psychological Therapies 2.510 2.256 2.227 0.029 

Integrated Mental Health Services 1.317 1.207 1.149 0.058 

A.M.D. Primary Care 1.029 0.898 0.879 0.019 

Other -1.481 -1.365 -0.876 -0.489 

Total Community Services Directorate 96.792 88.888 88.888 0.000 

   

  
 

 The Community Services Directorate covers services including Learning Disability, 
Mental Health, Prison Services and Community Nursing / Health Visiting.    
 

 Whilst there are a number of over and underspends within the Directorate which offset 
each other, the main overspend area relates to complex care services including mental 
health placements outwith the area.   This covers agreed ‘packages of care’ for 
individuals often jointly with Local Authority Services to support care in their own 
home where their needs are ongoing and avoids hospital admission or supports 
discharge of those whose hospital stays would otherwise have been lengthy.   

 
 This Section of the report will be significantly adjusted in 2017/18 to reflect 

Partnership Arrangements.    
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5.5 Estates and Facilities 
 

  
Annual 
Budget 

Budget to 
28.02.17 

Actual to 
28.02.17 

Actual 
Variance 

(over)/under 

Service £m £m £m £m 

Unitary Charge (FVRH & CCHC) 43.971 39.943 39.943 0.000 

Forth Valley Facilities 15.951 14.458 14.165 0.293 

Capital Charges 15.313 14.050 14.050 0.000 

Property 4.805 4.407 4.538 -0.131 

Healthcare Strategy 0.886 0.817 0.790 0.027 

Transport Hub Pilot 0.361 0.331 0.554 -0.223 

Savings not yet distributed -1.007 -0.963 -0.870 -0.093 

Total Estates & Facilities 80.280 73.043 73.170 -0.127 

 

 
 
 The Estates and Facilities Directorate covers estates, maintenance, transport and 

domestic services other than those covered by the FVRH Contract, management of the 
FVRH and Clackmannanshire Health Facility Contract and Capital Projects. 
 

 An overspend of £0.127m is reported to the end of February. 
 

 The main financial risk area remains the Transport Hub which is reporting an 
overspend of £0.223m, offset by a underspends within the wider Facilities budget from 
a combination of lower energy prices, reduced fleet maintenance costs, and staff 
vacancies.  

 
 The Directorate is projecting an overspend of £0.150m at the year end. 
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5.6 Primary Care Prescribing 
 

  
Annual 
Budget 

Budget to 
28.02.17 

Actual to 
28.02.17 

Actual 
Variance 

(over)/under 

Service £m £m £m £m 

Prescribing - Falkirk 28.815 27.197 29.110 -1.913 

Prescribing - Stirling / Clackmannanshire 27.281 25.75 25.99 -0.240 

Pharmaceutical Discounts -1.785 -1.685 -2.252 0.567 

Other 3.083 2.651 2.153 0.498 

 Total Primary Care Prescribing 57.394 53.913 55.001 -1.088 

 

 
 

     An overspend of £1.088m is reported for the eleven month period ended 28th February 
2017 due to phasing of savings plan delivery and anticipated volume increase on 
prescribing.  The position to date has worsened by £0.310m.   An projected overspend 
of £1.500m at the year end is still anticipated.   Due to a two month time lag actual 
prescribing data the current position is based on actual data to December and estimates 
for January and February. 
 

 Focussed work is in progress by the pharmacy team to support improvement in 
prescribing spend in the Falkirk area. 
 

 Pharmaceutical Discounts refer to the generic and proprietary discount rates which are 
applied to generic and branded drug prices.   The discount rates are set as part of the 
community pharmacy contract settlement and reviewed on a quarterly basis to ensure 
the agreed level of retained profit margin is achieved by Community Pharmacy 
contractors.  

 
 Other includes Childhood Immunisation, Stoma fees, Prescribing Incentive Scheme 

and other area wide GP prescribing.  
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5.7 Cross Boundary Flow 

 

  
Annual 
Budget 

Budget to 
28.02.17 

Actual to 
28.02.17 

Actual 
Variance 

(over)/under 
Service £m £m £m £m 

NHS Glasgow & Clyde SLA 20.976 19.228 19.466 -0.238 

NHS Lothian SLA 11.587 10.622 10.666 -0.044 

UNPACS/Oats/Exclusions 5.640 5.101 5.743 -0.642 

Other NHS Scotland 4.506 4.131 4.166 -0.035 

Other Healthcare Providers 2.085 1.912 1.979 -0.067 

Golden Jubilee Hospital 1.615 1.480 1.342 0.138 

Patients Travel 0.109 0.099 0.084 0.015 

 TOTAL Cross Boundary Flow 46.518 42.573 43.446 -0.873 

 
 This budget covers patients travelling outwith NHS Forth Valley for treatment 

including tertiary services i.e. those which require specific specialist care services such 
as oncology, neurosurgery, specialist medical health, and cardiac services.    
 

 The position to the end of February is an overspend of £0.873m due to small numbers 
of high cost individual patient treatments, and other non contracted activity.  This 
overspend is offset by an over recovery of income which is included within the overall 
Board income budget.    

 
 The 2016/17 Cross boundary flow model for NHS Greater Glasgow & Clyde has now 

been finalised however agreement has yet to be reached with NHS Lothian and the 
estimated risk has been included in the summary position for the area.   
 

 A planned review of the cost model for Thoracic surgery at the Golden Jubilee 
National Hospital (GJNH) will be implemented from April 2017.   

 
 
 

5.8 Primary Medical Services 
   

  
Annual 
Budget 

Budget to 
28.02.17 

Actual to 
28.02.17 

Actual 
Variance 

(over)/under 

Service £m £m £m £m 

Global Sum Monthly Payment 31.976 29.292 29.271 0.021 

Quality & Outcomes Framework  0.000 0.000 -0.004 0.004 

Enhanced Services  4.984 3.544 3.517 0.027 

Premises 3.240 2.977 2.985 -0.008 
Other (Section 17c practices and 
Board Administered Funds) 3.136 2.416 2.745 -0.329 

Income 0.000 0.000 -0.288 0.288 

TOTAL Primary Medical Services 43.336 38.229 38.226 0.003 
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 Primary Medical Services covers payments to local GP practices to deliver services for 
their practice population.   This area is ring-fenced i.e. funding can be added to but not 
removed from the budget. 
 

 Risks relate to Enhanced Services in terms of uptake rates beyond anticipated levels 
and available budget. 

 
 Due to the contractual nature of these services the budget would be expected to 

breakeven each year. 
 
 

5.9 Area-wide Corporate Services 
 

  
Annual 
Budget 

Budget to 
28.02.17 

Actual to 
28.02.17 

Actual 
Variance 

(over)/under 

Service £m £m £m £m 

  Director of Finance, eHealth, IT 11.215 9.977 9.906 0.071 

  Medical Director 6.532 5.932 5.867 0.065 

  Director of Public Health and Planning 4.314 3.875 3.873 0.002 

  Director of Human Resources 3.202 2.884 3.074 -0.190 

  Director of Nursing 2.474 2.246 2.402 -0.156 

  Chief Executive 1.917 1.742 1.516 0.226 

  Area Wide Services 13.320 12.066 12.141 -0.075 

TOTAL Area - wide Corporate Services 42.974 38.722 38.779 -0.057 

 
 This covers individual Directorate budgets for Chief Executive, Medical Director, 

Nursing Director, Directors of Public Health, Human Resources, and Finance.   
 

 The position to the end of February is an overspend of £0.057m which is a combination 
of issues including vacancies within Medical Director (Pharmacy) and Chief Executive 
budget areas, offset by continuing overspends in Human Resources (Area Staff Bank 
management) and Director of Nursing (Patient Relations).    

 
 

5.10 Family Health Services 
  

  
Annual 
Budget 

Budget to 
28.02.17 

Actual to 
28.02.17 

Actual 
Variance 

(over)/under 
Service £m £m £m £m 

General Dental Services  16.200 14.395 14.395 0.000 

General Pharmaceutical Services  10.577 9.476 9.476 0.000 

General Ophthalmic Services  5.600 5.019 5.019 0.000 

TOTAL Family Health Services 32.377 28.890 28.890 0.000 

 
 These services are “non-cash limited” i.e. budget provided matches spend and covers 

local dental services, local opticians and local pharmacist contract payments.  These 
are delivered by national contracts. 
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6.0   CAPITAL 
 

6.1 Overall Position 

The forecast Net Core Capital expenditure for year-ended 31st March 2017 is currently 
£7.878m.   This funding stream is made up of Scottish Government Health Directorate 
General Allocations to the value of £3.536m and also further anticipated allocations to the 
value of £0.020m for HUB enabling.   Forecast property sales to the value of £4.322m are 
forecast to be reinvested within the Capital Plan.   Details can be seen at Annex 1 to this 
report.  
 

6.2 Income 

Within the latest allocation letter issued by the Scottish Government for February, no 
further allocations were confirmed.   Net anticipated allocations are currently £4.342m. 
 

6.3 Expenditure 

Expenditure to 28th February 2017 was £6.799m inclusive of an in-month increase to the 
value of £1.718m.   Expenditure to date can be categorised as: 
 
Regional Priorities – Total expenditure for this category within the current financial year 
is £0.182m from an available budget of £0.224m.    £0.058m has been spent on enabling 
works for the Stirling Care Village Hub project, and a further £0.124m was paid to West of 
Scotland Regional Planning being NHS Forth Valley’s contribution towards a Da Vinci 
Robot used to assist with complex surgery.   
  
Strategic Priorities – as at 28th February 2017 £0.396m has been spent on the demolition 
and decommissioning of surplus blocks within the Stirling Community Hospital site, and 
also a small amount of expenditure on replacing televisions at Forth Valley Royal Hospital. 
In addition £0.089m has been paid in respect of capital variations to the Public Finance 
Initiative hospitals.   In month expenditure during February equated to £0.137m. 
 

Primary & Community Services – Total expenditure for this category within the current 
financial year is £0.048m from an available budget of £0.080m.   
 
Community Hospitals –as at 28th February 2017 £0.251m has been spent on a new access 
road delivery point and facade works to the Falkirk Community Hospital site, and also a 
further £0.126m on the Outpatients Department development and removal of Japanese 
knotweed at the Stirling Community Hospital site. 
 
Area Wide Expenditure –£5,349m has been spent on Area Wide projects inclusive of 
£1.790m on the IM&T Strategy, £2.774m on the Medical Equipment Replacement 
programme and a further £0.636m on HEI Inspection works and Energy Efficiency and 
Carbon Management projects.   A further £0.215m has been spent on creating a temporary 
Winter Contingency Bed Ward on the Stirling Community Hospital site and it is 
anticipated that at least a further £0.175m of expenditure will be incurred on this project 
before 31st March 2017.  In addition, replacement mattresses to the value of £0.090m have 
been purchased. 
 
Leasing Arrangements – the sum of £0.355m has been paid in respect of a non equity long 
term loan to Hub East Central Scotland, repayable in full over the term of the Stirling Care 
Village lease contract.  
 
The summarised position is identified below and a more detailed analysis is attached at 
Annex 1.  
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Capital Resource Limit 
Original 

Plan 
Revised 

Plan 
Plan to 

Date 
Actual to 

28.02.2017 Variance 

for the period to 28th February 2017 £m £m £m £m £m 

Resources           

SGHD – Initial Allocation 6.085 6.085 4.792 4.792 0.000 

SGHD – carry forward from 2015/16 0.820 0.820 0.820 0.820 0.000 

SGHD – HUB Projects (Doune HC) 0.020 0.020 0.020 0.020 0.000 

SGHD – Hepma 0.000 0.347 0.000 0.000 0.000 
SGHD – Asset Sales / Receipts 
Retained 4.134 4.322 1.321 1.321 0.000 

SGHD – Transferred to 2017/18 0.000 -2.292 0.000 0.000 0.000 

SGHD – Capital Grants to Revenue -0.725 -0.324 -0.154 -0.154 0.000 

SGHD – Capital to Revenue -1.100 -1.100 0.000 0.000 0.000 

Total Income 9.234 7.878 6.799 6.799 0.000 

Expenditure           

Regional Priorities 0.224 0.224 0.182 0.182 0.000 

Strategic Priorities 0.803 0.730 0.487 0.487 0.000 
Primary & Community Care 
Modernisation 3.141 0.080 0.048 0.048 0.000 

Community Hospitals 1.250 1.070 0.378 0.378 0.000 

Area Wide Expenditure 3.346 5.419 5.349 5.349 0.000 

Other Capital Costs 0.470 0.355 0.355 0.355 0.000 

Total Expenditure 9.234 7.878 6.799 6.799 0.000 

      Saving/ (Excess) Against CRL 0.000 0.000 0.000 0.000 0.000 

 

The revised out-turn shown in Annex 1 reflects approval to revise planned spend in 
2016/17 and phase between this year and 2017/18.   This position was approved at 
February Performance and Resources Committee. 
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7.0 SAVINGS 

 

7.1 The annual 2016/17 savings programme for NHS FV totals £26.614m.  Plans totalling 
£25.949m have been developed with £0.665m savings not yet identified. 

 
£18.083m savings have been delivered to date, of which £1.757m is non-recurring.   
Savings delivery is behind the planned delivery trajectory at this stage.  Each savings plan 
has been risk assessed and there remains a risk on recurrent delivery of up to £4.5m 
including the savings not yet identified.   This has been factored into the Financial Plan 
2017/18 projections.   
 
The level of savings required is challenging and further focused work is ongoing to 
identify additional savings opportunities and to increase the pace of savings delivery on 
existing plans where possible. 
 
Detailed savings monitoring is in place against each scheme.  The following tables provide 
a summary of progress against plan by both Directorate and by workstream category.  
 

Savings Performance by Directorate   
 

Directorate and Area Wide Saving 
Plans 

Annual 
Target 

YTD 
Actual 

    £000 £000 
Medical    2,214 1,166 
Surgical   2,319 1,304 
Women and Children 697 539 
Community Services 2,286 1,740 
Primary Care Prescribing 3,176 1,238 
Estates and Facilities 2,334 1,865 
Cross Boundary Flow 1,342 1,230 
Area Corporate 2,338 2,189 
Area Wide Themes 9,244 6,832 
Unidentified   665 0 
Total Month 11 position 26,614 18,083 

 
Savings Performance by Category 
 

Efficiency & Productivity 
Workstreams 

Annual 
Target 

YTD 
Actual 

    £000 £000 
Service productivity  5,768 3,681 
Drugs and prescribing 5,449 3,578 
Procurement 

 
4,907 3,812 

Workforce   7,221 5,143 

Shared 
services 

HR     
Facilities     
Other shared 
services 36 33 

Support services (non-clinical) 234 103 
Estates and facilities 2,336 1,733 
Unidentified savings 665 0 
Total Month 11 position 26,614 18,083 
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8.0 RISK 

 
8.1 The detailed Finance Risk Schedule (initial risk schedule was included in Financial Plan) is 

updated monthly and at this stage of the year there are no new significant risks identified 
which would affect this year’s out-turn.  The most significant issue remains the challenging 
cash savings programme. 

 
8.2 There are four areas of major focus to reduce spending / manage rising costs: 
 

 Use of temporary workforce spend i.e. bank and agency spend 
 

 Management of prescribing including identification of issues and actions agreed 
 

 Minimise private sector and waiting list initiatives to meet access targets 
 

 Capacity and flow challenges to reduce variation in performance 
 
 
 

9.0 CONCLUSION AND RECOMMENDATION 

 
The Board is asked to: 
 
 note an overspend of £0.195m on the revenue position to 28th February 2017 

 
 note a revenue surplus of £0.200m is projected for 2016/17 with continued scrutiny of 

spend and on implementation of savings.  
 

 note the balanced capital position to 28th February 2017  
 

 
 

 
 
 

 
Fiona Ramsay 

Director of Finance  

21
st
 March 2017 

 

 

 



 

 
Forth Valley NHS Board 
 
28 March 2017 
 
This report relates to 
Item 7.3 on the agenda 
 
 
 
 
 

 
 

WAITING TIMES REPORT 
 
 

(Paper presented by Mr David McPherson,  
General Manager) 

 
 

 
 

For Noting 
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NHS Forth Valley Board Meeting  

 
Reporting Period Ending 28 February 2017 

 
 
Purpose of paper 
 
It is essential that the Board is updated in sufficient detail around timely access to gain assurance 
on improvement and note action on areas of challenge. This paper outlines the Board’s position 
in relation to a range of access targets established by the Scottish Government, the majority of 
which are NHS LDP Standards.  
 
This paper covers the main elective targets, inpatients/daycases and new outpatients, both in 
terms of the stage of treatment targets and the combined 18 weeks Referral to Treatment 
position (RTT), unavailability, diagnostics, cancer, Drugs and Alcohol Treatment Services, Child 
& Adolescent Mental Health Services (CAMHS) and Psychological Therapies.  
 
Key issues: 
 

• 18 Week Referral to Treatment  
In January 2017 the 18 week Referral to Treatment performance was 79.9%. The national 
performance was 83.2%.  
 

• Outpatients 
At 28 February 2017 the number of NHS Forth Valley outpatients with ongoing waits over 
12 weeks reduced to 3,858 from 4,308 in January 2017. There is currently a focus on 
improving this position with work towards ensuring that the total number waiting over 12 
weeks is no more than 3000 at the end of March 2017. Work is currently on course to 
deliver this improvement.  
 

• New Outpatient DNA 
The NHS Forth Valley new outpatient DNA rate for the month of February 2017 was 6.9% 
with the Scotland DNA rate for new outpatients currently 8.6%.  
 

• 12 Week Treatment Time Guarantee 
In the period 1st October 2016 to 31st December 2016, NHS Forth Valley treated 625 
patients with waits over 12 weeks. Compliance with the TTG for this period was 78.5%.    
 
At the end of February 2017, 642 patients had an on-going wait beyond 12 weeks. There 
remains significant focus on improving the TTG position.  

 
• Unavailability 

At 28 February 2016 there were 177 new outpatients unavailable for appointment which is 
1.1% of the total waiting list, with inpatient unavailability 5.8%. 
 

• Diagnostics 
At the end of February 2017 the number of Endoscopy patients over 42 days improved 
from 16 to 4, with no patients waiting over 42 days for Radiology. 
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• Cancer  
Monthly management information for January 2017 shows that 87.3% of NHS Forth 
Valley patients were treated within 62 days of referral.  
 
Monthly management information for January 2017 shows that 96.5% of NHS Forth Valley 
patients were treated within 31 days of the agreement to treat.  
 

• Drug and Alcohol Services  
Drug and Alcohol services continue to achieve the 3 week waiting time standard.  
 

• Psychological Therapies 
In February 2017 Psychological Therapies treated 36.5% of their patients within 18 weeks 
of referral.  
 

• Child & Adolescent Mental Health Services 
In respect of Child & Adolescent Mental Health Services, the significant improvement has 
continued with 98.9% of patients treated within 18 weeks of referral in February 2017 
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1. Referral to Treatment (RTT) 
 
Waiting Time Standard: 90% of patients will be treated within 18 weeks of referral. 

 
Compliance with standard: Table 1 provides information on the RTT performance, per 
Directorate, for patients treated August 2016 to January 2017.  
 
  
Table 1 

 
 
 
Key issues and actions 
 

• In January 2017 NHS Forth Valley treated 79.9% of patients within 18 weeks of referral. 
NHS Scotland treated 83.2% of patients within 18 weeks of referral. 

 
 
The NHS Forth Valley directorate level performance is as follows: 
 

• Surgical Directorate 
o In January 2017 the Surgical Directorate treated 82.2% of patients within 18 weeks of 

referral. 4 of the directorate’s 12 specialties delivered or bettered the 90% standard.  
 

• Medical Directorate  
o In January 2017 the Medical Directorate treated 67.8% of its patients within 18 weeks 

of referral. 4 of the 11 specialties delivered or bettered the 90% standard.  
 

• Women, Children & Sexual Health Directorate 
o The Women & Children’s Directorate has maintained the 90% standard since March 

2014. 
o In January 2017, 2 out of the 3 specialties delivered the 90% standard whilst 

Paediatric Surgery performance was 71.8%. 
 

• A stage of treatment recovery plan is in place and reducing the numbers of Outpatients 
and inpatients waiting over 12 weeks. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Table 1

Specialty
Forth Valley  
Aug -2016

Forth Valley 
Sept -2016

Forth Valley   
Oct -2016

Forth Valley   
Nov -2016

Forth Valley   
Dec -2016

Forth Valley   
Jan -2017

Scotland          
Jan- 2017

Surgical Directorate Compliance 83.2% 80.8% 81.3% 81.0% 80.5% 82.2% 80.7%
Medical Directorate Compliance 77.0% 74.3% 73.7% 72.9% 70.0% 67.8% 86.0%
W&C Directorate Compliance 95.1% 94.6% 93.9% 95.1% 94.6% 92.5% 87.0%
All Specialties 83.2% 81.0% 81.1% 80.7% 79.7% 79.9% 83.2%

NHS Forth Valley Referral To Treatment Performance                                                                                                                                                                                                                 
January 2017                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                          
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2. Outpatient Stage of Treatment 
 
Outpatient Waiting Time Standard: The standard is that no patient will wait longer than 12 
weeks from referral (all sources) to a first outpatient appointment, with NHS Boards required to 
achieve a minimum standard of 95%. It is also essential that waits of over 16 weeks are 
eradicated. 
 
Performance against the Outpatient Waiting Time Standard 
Table 2 shows the specialty level number of ongoing outpatient waits over 12 and 16 weeks and 
the number over 12 weeks as a percentage of the total waiting. The information is provided per 
month for the period 30 September 2016 to 28 February 2017. 
 
Table 2 

 
 
Key issues 
 
NHS Forth Valley has agreed a plan to reduce the number of outpatients waiting over 12 weeks 
to below 3,000. Progress at 28 February 2017 census shows: 
 

o 3,858 of outpatients were waiting over 12 weeks. This is a reduction of 450 on the 
position in January 2017  
 

o 2,401 were waiting over 16 weeks, a reduction of 313 against the January 2017 
position 

 
Current management information demonstrates that the NHS Board is on track to deliver the 
agreed reduction in long waits.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Sep 16 Oct 16 Nov 16 Dec 16 Jan 17 Feb 17
16,477 16,716 15,826 15,907 15,544 16,037
4,515 4,465 4,233 4,491 4,308 3,858
2,568 2,801 2,664 2,670 2,714 2,401
72.6% 73.3% 73.3% 71.8% 72.3% 75.9%
15.6% 16.8% 16.8% 16.8% 17.5% 15.0%

310,393 315,876 311,455 309,481 n/a n/a
66,239 68,907 68,550 75,028 n/a n/a
41,156 45,254 44,879 49,345 n/a n/a
78.7% 78.2% 78.0% 75.8% n/a n/a
13.3% 14.3% 14.4% 15.9% n/a n/a

NHS Forth Valley

Scotland

% Waiting Over 16 Weeks
Number on List
Of which: Number Waiting Over 12 

% Waiting Less than  12 Weeks
Of which: Number Waiting Over 16 

Number on List
Of which: Number Waiting Over 12 

% Waiting Less Than 12 Weeks
Of which: Number Waiting Over 16 

% Waiting Over 16 Weeks

Table 2:  NHS Forth Valley and NHS Scotland  Waiting Times for a New Outpatients Appointment                                                                                                                                                                                                                                             
Ongoing Waits for Patients on Waiting List - 30 September 2016 to 28 February 2017

Published Data
Management 
Information

Indicator
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New Outpatient Did Not Attend (DNA) Rates:  
 
New Outpatient DNA Standard: The agreed target for NHS Forth Valley in respect of new 
outpatient DNA rates is the overall Scotland position.  
 
Performance against the Outpatient DNA Rate Standard 
The latest management information for period September 2016 to February 2017 is detailed in 
Table 3.  
 
Table 3  

 
 
Key issues and actions 
 

• The NHS Forth Valley new outpatient DNA rate for the month of February 2017 was 
6.9%.This is down from 7.5% rate in January 2017 and from 8.8% rate  in December 
2016. 
 

•  The new outpatient appointment DNA rate for Scotland is 8.6%. 
 

• In February 2017, 12 specialties reported a DNA rate greater than the 8.6% Scottish 
average.  
 

• A patient reminder system is in place and working to further reduce the DNA rate. 
 

Specialty
September 2016                                                                          
%Age New DNA

October 2016                                                                          
%Age New DNA

November 2016                                                                          
%Age New DNA

December 2016                                                                          
%Age New DNA

January 2017                                                                         
%Age New DNA

 %Age New 
DNA February 

2017

                                                                   
Number of 

New DNA for 
February 2017

Viral Hepatitis Service n/a n/a n/a n/a 43.2 51.1 23
Optometry                               0.0 16.0 15.8 20.3 15.9 17.5 10
Orthoptics                              19.2 27.8 19.8 16.7 12.9 17.3 19
Gastroenterology                        14.2 13.6 15.8 15.6 14.7 14.8 9
Respiratory Medicine                    13.3 5.6 8.0 6.8 13.0 12.8 14
Neurology                               13.0 11.6 15.1 9.4 14.1 12.0 27
Chiropody 14.1 15.7 16.5 12.4 13.3 11.2 29
Paediatrics                             11.2 11.1 9.4 14.1 11.5 11.0 25
Vascular Surgery                        7.2 4.5 9.2 4.7 12.8 10.4 11
Pain Management                         17.7 14.5 14.2 14.8 8.1 9.7 7
Urology                                 8.1 10.2 9.5 10.8 9.2 9.1 39
Ophthalmology                           6.4 9.7 5.8 9.3 10.3 8.9 57
Scotland DNA Rate 9.6 9.6 9.6 8.6 8.6 8.6 n/a
Oral and Maxillofacial Surgery          10.5 10.5 10.0 8.6 8.6 8.5 28
Ear, Nose & Throat (ENT)                10.5 11.6 11.4 13.1 10.9 7.9 42
General Surgery                         5.5 6.6 6.3 6.4 6.5 7.2 48
Forth Valley 7.9 8.6 8.1 8.8 7.5 6.9 642
Orthotics                               6.9 8.8 10.0 10.2 6.2 6.8 11
Haematology                             8.8 7.7 0.0 3.1 13.3 6.7 2
Physiotherapy                           7.1 8.6 8.1 8.3 7.5 6.3 81
Endocrinology 9.7 12.2 7.1 8.3 13.3 6.1 2
Gynaecology                             8.1 9.4 10.0 8.8 7.4 6.0 34
Cardiology                              7.9 8.3 6.1 5.5 7.1 6.0 20
Rheumatology                            1.3 4.2 7.5 2.9 6.7 5.7 4
Paediatric Surgery                      3.8 0.0 0.0 7.1 0.0 5.6 1
Dermatology                             11.1 9.6 7.3 9.5 5.5 5.2 38
Endoscopy n/a n/a n/a n/a 6.8 5.2 21
Orthodontics                            11.3 8.9 5.4 26.1 16.7 4.1 2
Trauma and Orthopaedic Surgery          5.6 7.4 6.2 6.2 5.5 3.6 25
General Medicine                        0.0 0.0 0.0 0.0 2.0 2.8 2
Electrocardiography                     5.6 5.7 8.6 4.4 2.3 2.7 10
Geriatric Medicine                      6.8 4.7 5.3 3.8 3.3 1.7 1
Diabetes                                18.8 30.0 23.8 20.0 26.1 0.0 0
Rehabilitation Medicine                 21.4 0.0 0.0 20.0 0.0 0.0 0
Renal Medicine                          0.0 0.0 0.0 0.0 0.0 0.0 0

Table 3

 NHS Forth Valley Specialty Level DNA Rates:                                                                                                                                                                                                                             
01 September to 28 February 2017 Monthly rates                                                                                                                                                       

(Excludes Mental Health and Community Specialties Migrated from PIMS)
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3.    Inpatients – Treatment Time Guarantee (TTG) Stage of treatment 
 

Treatment Time Guarantee: All patients that agree to inpatient/daycase surgery should be 
treated within 12 weeks of the decision to treat. This is commonly referred to as the TTG and is a 
legal requirement under the Patients’ Rights Bill.  

 
Performance Against Guarantee 
Table 4 shows waiting times information for inpatients and daycases seen by NHS Forth Valley 
and NHS Scotland per quarter year period. The reported period is from the quarter ending 
September 2015 to the quarter ending September 2016. The information for October 2016 to 
December 2016 is provided as management information to highlight current performance. 
 
Table 4 

 
 
 
Key issues and actions 
 

• Table 4 shows that in the period 1st October 2016 to 31st December 2016 NHS Forth 
Valley treated 2,912 patients of which, 625 waited over 12 weeks. Compliance with the 
TTG for this period was 78.5%.  
 

• In the quarter ending December 2016 NHS Scotland compliance was 86.7%.  
 

• Ongoing Waits: At the end of February 2017, 642 patients had an on-going wait beyond 
12 weeks. There is significant focus on improving the position. 
 
  
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 

NHS Board of 
Treatment Indicator

Q4 1 Oct 2015 to 
31 Dec 2015)

Q1 (1 Jan 2016 to 
31 Mar 2016)

Q2 (1 Apr 2016 to 
30th Jun 2016)

Q3 (1 Jul 2016 to 
30th Sep 2016)

Q4 (1 Oct 2016 to 
31 Dec 2016)

Number seen 3,018 3,181 2,874 2,945 2,912
Median (days) 61 63 57 66 67
90th Percentile (days) 82 83 83 100 107
Number who waited over 12 weeks 4 130 125 550 625
% Compliance With TTG 99.9% 95.9% 95.7% 81.3% 78.5%
Number seen 79,203 78,801 78,915 74,168 73,597
Median (days) 41 44 43 45 46
90th Percentile (days) 80 83 84 88 98
Number who waited over 12 weeks 3,753 5,721 6,946 8,204 9,756
% Compliance With TTG 95.3% 92.7% 91.2% 88.9% 86.7%

NHS Scotland

NHS Forth Valley

Table 4,  Waiting Times for Inpatient Daycase Admission:                                                                                                                                                                                                                 
Completed Waits for Patients Seen Per Quarter Period (Q4,2015 to Q4,2016).                                                                                                                                                                                                                                

NHS Forth Valley is Compared with NHS Scotland.                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                 

Published Information
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4. Unavailability  
 
As outlined within the Audit Scotland recommendations, NHS Boards are required to monitor the 
unavailability levels for inpatient/daycase and new outpatient services. Tables 5 and 6 describe 
the level of unavailability by specialty for Outpatients and Inpatients respectively at the December 
2016 census. 
 
New Outpatient Unavailability 
Table 5 describes the level of unavailability for Outpatients at the end of February 2017 census. 
Information from 30 September 2016 to 31 January 2017 is provided for reference.  
 
Table 5 

 
 
 
Key issues & actions  
 

• Table 5 shows that at 28 February 2017 there were 177 new outpatients unavailable for 
appointment which is 1.1% of the total waiting list.  

 
• At 31 December 2016, 2.1% of NHS Scotland outpatients were unavailable.  

 
• At 28 February 24 NHS FV specialties were below the 2.1% national average.  Urology, 

Vascular Surgery and Neurology were above the 2.1% national average. 
 

 
 
 
 
 
 

Table 5 :

Specialty
% of Patients 
Unavailable

% of Patients 
Unavailable

% of Patients 
Unavailable

% of Patients 
Unavailable

% of Patients 
Unavailable

Number 
Available

Number 
Unavailable

% of Patients 
Unavailable

EAR, NOSE & THROAT (ENT) 0.3% 0.6% 0.3% 0.2% 0.1% 1,569 8 0.5%
GENERAL SURGERY 1.6% 0.9% 1.7% 2.5% 2.2% 1,378 15 1.1%
HAEMATOLOGY 1.7% 1.3% 1.2% 0.0% 0.0% 92 0 0.0%
OPHTHALMOLOGY 1.1% 0.7% 1.1% 1.6% 1.1% 1,186 11 0.9%
ORAL AND MAXILLOFACIAL SURGERY 2.1% 1.0% 0.9% 1.9% 2.7% 522 11 2.1%
ORTHODONTICS 0.0% 0.0% 0.0% 0.0% 0.0% 150 0 0.0%
ORTHOTICS 0.0% 1.7% 0.9% 0.0% 0.0% 122 0 0.0%
PAIN MANAGEMENT 1.9% 1.0% 1.5% 2.2% 0.4% 258 0 0.0%
TRAUMA AND ORTHOPAEDIC SURGERY 0.9% 0.9% 0.7% 0.9% 1.5% 2,498 42 1.7%
UROLOGY 0.9% 0.8% 3.5% 4.9% 3.2% 701 16 2.2%
VASCULAR SURGERY 1.1% 1.2% 0.8% 1.6% 0.9% 112 3 2.6%
Surgical Unit 1.0% 0.8% 1.1% 1.6% 1.5% 8,588 106 1.2%
CARDIOLOGY 1.5% 0.3% 0.2% 0.3% 1.4% 571 8 1.4%
CLINICAL ONCOLOGY 0.0% 0.0% 0.0% 0.0% 0.0% 39 0 0.0%
DERMATOLOGY 1.1% 0.5% 0.9% 1.0% 0.9% 1,541 15 1.0%
DIABETES 0.0% 0.0% 0.0% 0.0% 0.0% 84 0 0.0%
ENDOCRINOLOGY 1.4% 2.3% 1.5% 0.0% 0.0% 58 0 0.0%
GASTROENTEROLOGY 0.8% 0.9% 0.8% 0.4% 0.4% 1,382 15 1.1%
GENERAL MEDICINE 0.0% 0.0% 0.0% 0.0% 0.0% 48 0 0.0%
GERIATRIC MEDICINE 0.0% 1.8% 0.0% 1.7% 0.0% 59 1 1.7%
RENAL MEDICINE 0.0% 0.0% 0.0% 0.0% 0.0% 28 0 0.0%
NEUROLOGY 0.8% 0.3% 0.3% 0.1% 0.1% 738 19 2.5%
RESPIRATORY MEDICINE 1.2% 0.8% 0.3% 0.3% 0.4% 1,001 3 0.3%
REHABILITATION MEDICINE 0.0% 0.0% 0.0% 0.0% 0.0% 0 0 0.0%
RHEUMATOLOGY 0.5% 0.7% 0.7% 0.6% 0.0% 552 2 0.4%
Medical Unit 1.0% 0.6% 0.6% 0.6% 0.6% 6,101 63 1.0%
GYNAECOLOGY 1.7% 0.8% 1.2% 1.5% 0.6% 668 6 0.9%
PAEDIATRICS 0.0% 0.0% 0.0% 0.0% 0.3% 410 2 0.5%
PAEDIATRIC SURGERY 0.0% 5.6% 0.0% 0.0% 1.6% 92 0 0.0%
W&C Unit 1.2% 0.8% 0.8% 1.0% 0.5% 1,170 8 0.7%
Grand Total 1.0% 0.8% 0.9% 1.1% 1.0% 15,859 177 1.1%
Scotland Position 1.90% 2.1%

Jan-17Nov-16Sep-16 Oct-16 Feb-17

NHS Forth Valley, Number of Available and Unavailable New Outpatients at Each Month-End Census                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                         
30 September 2016 to 28 February 2017.                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                   

Data is at Specialty Level                                                                                                                                                                                                                                                                                                                                                                                                                  
(Expressed as % of Total Waiting).

Dec-16
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Inpatient Unavailability:  
Table 6 describes the level of unavailability for Inpatients and daycases at the 28 February 2017 
census.  
 
Table 6 

 
 
Key issues and actions 
 

• At 28 February 2017 NHS Forth Valley had 182 (5.8%) of inpatients/daycases unavailable 
for treatment.   
 

• At 28 February 2017, 10 specialties were below the national average of 10.7%.  
 

• Pain Management (13%) and Vascular Surgery (17.2%) were above the Scottish average.  
 

  

Table 6 :

Specialty % Unavailable % Unavailable % Unavailable % Unavailable % Unavailable
Number 
Available

Number 
Unavailable % Unavailable

CARDIOLOGY 0.0% 0.0% 0.0% 2.6% 0.0% 41 0 0.0%
DIAGNOSTIC RADIOLOGY 0.0% 0.0% 0.0% 0.0% 0.0% 0 0 0.0%
EAR, NOSE & THROAT 4.5% 4.1% 2.9% 2.3% 2.2% 347 10 2.8%
GENERAL SURGERY 9.6% 9.0% 8.6% 8.4% 4.9% 626 29 4.4%
GYNAECOLOGY 7.2% 7.9% 9.0% 6.5% 8.0% 167 18 9.7%
OPHTHALMOLOGY 8.4% 7.6% 9.6% 10.5% 7.7% 379 24 6.0%
ORAL MAXILLIOFACIAL 10.3% 8.5% 8.8% 11.6% 2.6% 134 7 5.0%
ORTHOPAEDICS 8.3% 8.3% 8.0% 7.0% 5.0% 942 56 5.6%
PAIN MANAGEMENT 8.3% 0.0% 5.7% 9.7% 11.1% 20 3 13.0%
PAEDIATRIC SURGERY 0.0% 10.5% 6.3% 0.0% 0.0% 14 1 6.7%
UROLOGY 10.6% 9.7% 11.9% 10.2% 7.5% 184 17 8.5%
VASCULAR SURGERY 17.4% 21.4% 15.7% 17.9% 14.7% 82 17 17.2%
Grand Total 8.5% 8.2% 8.2% 7.8% 5.4% 2936 182 5.8%
Scotland Position 11.2% 10.7%

Feb-17

NHS Forth Valley, Number of Available and Unavailable Inpatients/Daycases                                                                                                                                                                                                                                                                                                                        
at Specialty Level as at Month-end Census 30 September 2016 to 28 February 2017                                                                                                                                                                                                                                                                                                                           

(Expressed as % of Total Waiting )
Jan-17Nov-16Oct-16 Dec-16Sep-16
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5. Key Diagnostic Tests   
 
5.1 Imaging 
 
Waiting Time Standard: The maximum waiting time from referral to reporting of results for the 4 
key diagnostic Imaging tests should be no more than 6 weeks (42 days). 
 
Performance against Standard 
At 28 February 2017 census no patients were waiting over the 42 day waiting time standard. 
 
Key Issues and Actions: 

 
• No issues to report. 

 
 
5.2 Endoscopy 
 
Waiting Time Standard: The maximum waiting time from referral to reporting of results for the 4 
key diagnostic tests within Endoscopy should be no more than 6 weeks (42 days). 
 
Performance against Standard 
Table 7 provides information in respect of compliance with the 42 day target for the 4 key 
diagnostic endoscopy tests for the period 30 September 2016 to 28 February 2017.  
 
Table 7 

 
 
Key issues and actions 

 
• At 28 February 2016 there were 4 patients waiting over 42 days for the Endoscopy 

service. The number of long waits is gradually reducing.   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Service Sep 16 Oct 16 Nov 16 Dec 16 Jan 17 Feb 17

Upper Endoscopy 28 1 1 9 6 2
Lower Endoscopy 

(excl. Colonoscopy) 10 4 0 2 0 0
Colonoscopy 28 15 5 3 6 0

Cystoscopy 7 19 26 3 4 2
All Endoscopy 73 39 32 17 16 4

Table 7 : Trend in the Number of Patients Breaching the Key 
Diagnostic Waiting Time Standard for Endoscopy.                                                                                                                                 

Month-End Census 30 September 2016 to 28 February 2017
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Endoscopy Surveillance 
 
Whilst there are no specific targets around endoscopy surveillance, NHS Forth Valley makes a 
monthly data submission to ISD and Scottish Government on the waiting times for surveillance. 
Table 8 provides information on the number of patients over their surveillance recall dates and 
Table 9 shows the range of wait beyond the surveillance date.  
 
The reporting period is 30 September 2016 to 28 February 2017. 
 
Table 8 

 
 
 
Table 9 

 
 
Key issues and actions 

 
• Table 8 shows that at 28 February 2017 there were 158 patients beyond their recall date 

for surveillance, down from 172 in January. 
 

• Table 9 shows that at 28 February 2017 there were no patients waiting over 26 weeks for 
their surveillance recall date. The number of waits over 18 weeks remained at 1. 

 
 
 
 

 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 

Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17

Month on 
Month 
Change

% Month 
on Month 
Change

Number of Patients Waiting 
Over Target Surveillance Date 250 234 245 155 172 158 -14 -8%

Table 8

NHS Forth Valley Endoscopy Surveillance.                                                                                                                                                                                                                                                                                       
Trend in Number of Patients Waiting Over  Target Surveillance Date                                                                                                                                                                                                       

Month-end Census 30 September 2016 to 28 February 2017 

Table 9

Not yet 
reached due 
date

Up to 4 weeks 
(28days)

Up to 8 weeks 
(56days)

Up to 12 
weeks 

(84days)

Up to 18 
weeks 

(126days)

Up to 26 
weeks 

(182days)
>26 weeks 
(>182days) Totals

Feb-17 4,085 109 37 7 4 1 0 4,243
Jan-17 4,080 124 33 11 3 1 0 4,252
Dec-16 4,117 82 40 24 6 3 0 4,272
Nov-16 4,077 118 46 18 33 5 0 4,297
Oct-16 4,062 128 46 26 30 4 0 4,296
Sep-16 4,130 114 46 44 28 18 0 4,380

                Number of Patients Waiting For Endoscopy Surveillance                                                                                                                                                                                                                                                                                                                                                                                                                        
Month-end Census                                                                                                                                                                                                 

30 September 2016 to 28 February 2017
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6. Cancer Waiting Times  
 
Cancer Waiting Time Standards 
 

• 95% of patients with suspicion of cancer should be treated within 62 days or less. 
• 95% of patients with cancer should be treated within 31 days of decision to treat. 

 
Performance against waiting time standards 
Table 10 provides information in respect of the quarterly performance for cancer services from 
the quarter ending September 2015 to the quarter ending September 2016. In addition 
management information for the Quarter period ending December 2016 and the single month of 
January 2017 is also provided.  

 
Table 10 

 
 

 
       Key issues and action  

  
• Monthly management information for January 2017 shows that 87.3% of NHS Forth 

Valley patients were treated within 62 days of referral.  
 

• Monthly management information for January 2017 shows that 96.5% of NHS Forth 
Valley patients were treated within 31 days of the agreement to treat.  
 

   
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Waiting Time Standard NHS 
Board

Q3. July-15 
to Sept-15

Q4. Oct-15 to 
Dec-15

Q1. Jan-16 to 
Mar -16

Q2. April-16 to 
June -16

Q3. July-16 to 
Sept-16

Q4. Oct-16 to 
Dec-16 Jan-17

FV 95.2% 93.0% 90.1% 88.7% 86.0% 89.5% 87.3%
Scotland 90.0% 90.8% 90.2% 89.7% 87.1% 85.1%
FV 98.7% 98.4% 98.3% 98.4% 98.4% 97.4% 96.5%
Scotland 95.2% 96.4% 94.9% 95.7% 94.3% 92.8%

Management Information

31 Day Target

62 Day Target

Table 10: NHS Forth Valley Cancer Services Performance for 62 and 31 Day Targets                                                                            
Quarter ending September 2015 to Quarter ending September 2016                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                               
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7. Mental Health Targets 
 
7.1 Drug and Alcohol Services   
 
Waiting Time Standard: 90% of clients will wait no longer than 3 weeks from referral received to 
appropriate drug or alcohol treatment that supports their recovery.  
 
Compliance with Standard   
Management Information figures for the quarter ending December 2016 highlight that 98.6% of 
NHS Forth Valley clients started their first drug or alcohol treatment within 3 weeks of referral. 
The Scotland position at quarter ending September 2016 was 93.9%.  
 
The Management information highlight that the position in respect of NHS Forth Valley prisons, to 
quarter ending December 2016, is that 98.1% of clients who have started first treatment waited 
less than 3 weeks. The Scotland position in respect of prisons to quarter ending September 2016 
was 97.7%. 
 
Current local reports for the period 1 January 2017 to 10 March 2017 demonstrate a consistently 
high level of performance.  
 
Key issues and actions: There are no key issues within Drugs and Alcohol services waiting 
times.   
 
7.2 Psychological Therapies 
 
Waiting Time Standard: At least 90% of people waiting for Psychological Therapies should 
start treatment within 18 weeks of referral.  

 
Compliance with Target 
Table 11 highlights the monthly compliance with the RTT target for period July 2016 to December 
2016. 
 
Table 11 

 
 
Key issues and actions 

 
• Table 11 shows that in February 2016, 36.5% of patients were treated within 18 weeks.  

 
• The published information for 31 December 2016 shows that NHS Scotland treated 81.6% of 

patients within 18 weeks of referral.  
 
• Work in respect of service redesign is nearing completion with an anticipated start date in 

April 2017.  

Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17
Behavioural Psychotherapy 15.0 16.0 22.9 25.9 6.9 13.5%
Adult Clinical Psychology 42.3 46.6 34.0 28.6 43.8 35.2%
Dynamic Psychotherapies 66.7 100.0 100.0 100.0 100.0 100.0%
Beating the Blues 100.0 100.0 100.0%
Overall Performance (All 
Services) 36.7 39.8 34.3 53.6 52.4 36.5%
NHS Scotland (Monthly) 77.3 76.7 75.4 81.6 n/a n/a

Table 11: Psychological Therapies Waiting Time at Specialty Level                                                                                                                                                                                                                                         
% patients seen within 18 weeks                                                                                                                                                                                                                         

1 September 2016 - 28 February 2017                                                                                                                                                                                                                                                                                                                                                                                                  
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• The Women & Children’s team is supporting the Psychological Therapies team to review 
systems and processes within Psychological Therapies. Tests of change have begun to 
maximize service efficiency e.g. patient focused booking, telephone sessions where patients 
cancel at short notice for logistical rather than health reasons, compensating for impact of 
DNAs on capacity for new patients. 
 

• Targeted work is ongoing to support recovery in subspecialties not achieving the agreed 
standard. 

 
7.3 Child and Adolescent Mental Health Service (CAMHS) 
 
Waiting Time Standard:  At least 90% of people waiting for CAMH services should start 
treatment within 18 weeks of referral.  
 
Compliance with Standard: Table 12 highlights the CAMHS RTT performance for NHS Forth 
Valley against the RTT standard from 1 September 2016 to 28 February 2017.  
 
Table 12 

 
 
Key issues and actions 
 
• The data for the month of February 2017 highlights that 98.9% of NHS Forth Valley patients 

were treated within 18 weeks of referral. In December 2016 NHS Scotland treated 85.8% of 
patients within 18 weeks of referral.  
 

• Service redesign was completed early 2016. A new model has been in place since April 
2016. The new model has delivered a significant overall reduction in numbers of patients 
waiting and reduced both the longest wait and average wait. 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 

NHS Board of 
Treatment

%                                                                                                                                                                                                                                                                                                                                                                                                                                                        
0-18 weeks

Median
(weeks)

90th Percentile
(weeks)

%                                                                                                                                                                                                                                                                                                                                                                                                                                                        
0-18 weeks

Median
(weeks)

90th Percentile
(weeks)

Feb-17 98.9 n/a n/a n/a n/a n/a
Jan-17 100 n/a n/a n/a n/a n/a
Dec-16 99.0 12 15 85.8 9.0 23
Nov-16 97.4 11 17 79.5 10.0 29
Oct-16 87.6 16 19 82.9 9.0 24
Sep-16 74.1 16 22 79.7 11 26

Table 12: NHS Forth Valley CAMHS Waiting Times                                                                                                                                                                                                                                                                                                                                                             
% of Patients Treated Within 18 Weeks of Referral (RTT).                                                                                                                                                                                                                                                                                                                                    

Performance by Month Treated: 1 September 2016 to 28 February 2017

ScotlandNHS Forth Valley
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8. Conclusion:   
 
In terms of waiting times, NHS Forth Valley is working to deliver against 15 measureable targets. 
Table 13 is a summary of progress highlighting the RAG status with 8 Green, 2 Amber and 5 
Red.  

 
Table 13  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

Type Status
1 Referral to Treatment Standard LDP Non-compliant
2 Outpatient Stage of Treatment Standard LDP Non-compliant
3 New Outpatient DNA Rates LKPI Compliant
4 Inpatients-Treatment Time Guarantee LDP Non-compliant
5 Unavailability NR Compliant 1.1% 5.8%
6 Key Diagnostic Tests Radiology LKPI Compliant
7 Key Diagnostic Tests Endoscopy LKPI Non-compliant
8 Cancer Waiting Times 62 Day Standard LDP Non-compliant
9 Cancer Waiting Times 31 Day Standard LDP Compliant

10 Alcohol and Drugs Standard LDP Compliant
11 Psychological Therapies LDP Compliant
12 Child and Adolescent Mental Health Services (CAMHLDP Compliant
13 Audiology LKPI Compliant
14 Allied Health Professional Waiting Times NR Compliant
15 MSK>4 Wks NR Non-compliant

99.7%
419

NHS Forth Valley Overview of Performance as at 28 February 2017
Performance

87.3%
96.5%
98.6%
36.5%
98.9%

0

79.9%
3,858
6.9%
78.5%

0
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SUMMARY 
 
1. TITLE:  Code of Conduct for members of Forth Valley NHS Board.  
 
2. PURPOSE OF PAPER 

To seek approval of the reviewed Code of Conduct for members of Forth Valley NHS 
Board. 
 

3. KEY ISSUES 
 

A revised Model Code was produced and approved by the Scottish Parliament in 
December 2013 and published in February 2014. The Code of Conduct for members 
of Forth Valley NHS Board was revised in line with the Model Code, approved by the 
NHS Board in August 2014 and submitted to the Scottish Government.   
 
The Scottish Parliament demonstrated its commitment to the promotion of high 
standards in public life by passing the Ethical Standards in Public Life etc. (Scotland) 
Act 2000, as one of its earliest statutes. The Act established a framework to ensure 
that the highest standards of behaviour were maintained by local authority councillors 
and members of certain public bodies. The Act introduced Codes of Conduct which 
Councillors and Members must comply with at all times in their duties. 

 
The Code provides comprehensive statements of the principles and rules of conduct 
for behaviour in the performance of their duties by members of devolved public 
bodies. The Code is based on 9 key principles: Duty, Selflessness, Integrity, 
Objectivity, Accountability and Stewardship, Openness, Honesty, Leadership and 
Respect 

 
The Code of Conduct for members of Forth Valley NHS Board has been reviewed, as 
per the review date, with no changes to note.  

 
4. FINANCIAL IMPLICATIONS 

 
There are no financial implications identified. 

 
5. WORKFORCE IMPLICATIONS 

 
There are no workforce implications identified. 

 
6. RISK ASSESSMENT AND IMPLICATIONS 

 
N/A 

 
7. RELEVANCE TO STRATEGIC PRIORITIES 

 
N/A 
 

8. EQUALITY DECLARATION 
 

The author can confirm that due regard has been given to the Equality Act 2010 and 
compliance with the three aims of the Equality Duty as part of the decision making 
process. 

 
9. CONSULTATION PROCESS 
  
 N/A  
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10. RECOMMENDATION(S) FOR DECISION 

 
The NHS Board is asked to:- 

  
• Approve the reviewed Code of Conduct for members of Forth Valley NHS Board 

 
11.  AUTHOR OF PAPER/REPORT: 

Name: Designation: 
Elaine Vanhegan Head of Performance & Governance   
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1. SECTION 1: THE CODE OF CONDUCT 

1.1 Introduction 

1.1.1 The Scottish public has a high expectation of those who serve on the boards 
of public bodies and the way in which they should conduct themselves in 
undertaking their duties. You must meet those expectations by ensuring that 
your conduct is above reproach. 

1.1.2 The Ethical Standards in Public Life etc. (Scotland) Act 2000, “the Act”, 
provides for Codes of Conduct for local authority councillors and members of 
relevant public bodies; imposes on councils and relevant public bodies a duty 
to help their members to comply with the relevant code; and establishes a 
Standards Commission for Scotland, “The Standards Commission” to 
oversee the new framework and deal with alleged breaches of the codes.   

1.1.3 The Act requires the Scottish Ministers to lay before Parliament a Code of 
Conduct for Councillors and a Model Code for Members of Devolved Public 
Bodies.  The Model Code for members was first introduced in 2002 and has 
now been revised in December 2013 following consultation and the approval 
of the Scottish Parliament. These revisions will make it consistent with the 
relevant parts of the Code of Conduct for Councillors, which was revised in 
2010 following the approval of the Scottish Parliament.  

1.1.4 As a member of Forth Valley NHS Board, “the Board”, it is your responsibility 
to make sure that you are familiar with, and that your actions comply with, the 
provisions of this  Code of Conduct which has now been made by the Board. 

1.2 Appointments to the Boards of Public Bodies 

1.2.1 Public bodies in Scotland are required to deliver effective services to meet 
the needs of an increasingly diverse population.  In addition, the Scottish 
Government’s equality outcome on public appointments is to ensure that 
Ministerial appointments are more diverse than at present.  In order to meet 
both of these aims, a board should ideally be drawn from varied backgrounds 
with a wide spectrum of characteristics, knowledge and experience.  It is 
crucial to the success of public bodies that they attract the best people for 
the job and therefore it is essential that a board’s appointments process 
should encourage as many suitable people to apply for positions and be free 
from unnecessary barriers.  You should therefore be aware of the varied 
roles and functions of the public body on which you serve and of wider 
diversity and equality issues.  You should also take steps to familiarise 
yourself with the appointment process that your board will have agreed with 
the Scottish Government’s Public Appointment Centre of Expertise. 

1.2.2 You should also familiarise yourself with how the public body’s policy 
operates in relation to succession planning, which should ensure public 
bodies have  a strategy to make sure they have the staff in place with the 
skills, knowledge and experience necessary to fulfil their role economically, 
efficiently and effectively. 
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1.3 Guidance on the Code of Conduct 

1.3.1 You must observe the rules of conduct contained in this Code.  It is your 
personal responsibility to comply with these and review regularly, and at 
least annually, your personal circumstances with this in mind, particularly 
when your circumstances change.  You must not at any time advocate or 
encourage any action contrary to the Code of Conduct. 

1.3.2 The Code has been developed in line with the key principles listed in Section 
2 and provides additional information on how the principles should be 
interpreted and applied in practice. The Standards Commission may also 
issue guidance. No Code can provide for all circumstances and if you are 
uncertain about how the rules apply, you should seek advice from the public 
body. You may also choose to consult your own legal advisers and, on 
detailed financial and commercial matters, seek advice from other relevant 
professionals. 

1.3.3 You should familiarise yourself with the Scottish Government publication “On 
Board – a guide for board members of public bodies in Scotland”. This 
publication will provide you with information to help you in your role as a 
member of a public body in Scotland and can be viewed on the Scottish 
Government website. 

1.4 Enforcement 

1.4.1 Part 2 of the Ethical Standards in Public Life etc. (Scotland) Act 2000 sets 
out the provisions for dealing with alleged breaches of this Code of Conduct 
and, where appropriate, the sanctions that will be applied if the Standards 
Commission finds that there has been a breach of the Code. Those 
sanctions are outlined in Annex A. 
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2. SECTION 2:  KEY PRINCIPLES 

2.1 Key Principles of the Code of Conduct 

2.1.1 The general principles upon which this Code is based should be used for 
guidance and interpretation only. These general principles are: 

• Duty  
 You have a duty to uphold the law and act in accordance with the law 

and the public trust placed in you. You have a duty to act in the 
interests of the public body of which you are a member and in 
accordance with the core functions and duties of that body. 

 
• Selflessness 
 You have a duty to take decisions solely in terms of public interest. 

You must not act in order to gain financial or other material benefit for 
yourself, family or friends. 

 
• Integrity 
 You must not place yourself under any financial, or other, obligation to 

any individual or organisation that might reasonably be thought to 
influence you in the performance of your duties. 

 
• Objectivity 
 You must make decisions solely on merit and in a way that is 

consistent with the functions of the public body when carrying out 
public business including making appointments, awarding contracts or 
recommending individuals for rewards and benefits. 

 
• Accountability and Stewardship 
 You are accountable for your decisions and actions to the public. You 

have a duty to consider issues on their merits, taking account of the 
views of others and must ensure that the public body uses its 
resources prudently and in accordance with the law. 

 
• Openness 
 You have a duty to be as open as possible about your decisions and 

actions, giving reasons for your decisions and restricting information 
only when the wider public interest clearly demands. 

 
• Honesty 
 You have a duty to act honestly. You must declare any private 

interests relating to your public duties and take steps to resolve any 
conflicts arising in a way that protects the public interest. 

 
• Leadership 
 You have a duty to promote and support these principles by 

leadership and example, and to maintain and strengthen the public’s 
trust and confidence in the integrity of the public body and its 
members in conducting public business. 
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• Respect 
 You must respect fellow members of your public body and employees 

of the body and the role they play, treating them with courtesy at all 
times. Similarly you must respect members of the public when 
performing duties as a member of your public body.  

 
2.1.2 You should apply the principles of this Code to your dealings with fellow 

members of the public body, its employees and other stakeholders. Similarly 
you should also observe the principles of this Code in dealings with the public 
when performing duties as a member of the public body. 
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3. SECTION 3:  CONDUCT 

3.1 General Conduct 

3.1.1 The rules of good conduct in this section must be observed in all situations 
where you act as a member of the public body.  

3.2 Conduct at Meetings 

3.2.1 You must respect the chair, your colleagues and employees of the public 
body in meetings.  You must comply with rulings from the chair in the conduct 
of the business of these meetings.     

3.3 Relationship with Board Members and Employees of the Public Body 
(including those employed by contractors providing services)   

3.3.1 You will treat your fellow board members and any staff employed by the body 
with courtesy and respect. It is expected that fellow board members and 
employees will show you the same consideration in return. It is good practice 
for employers to provide examples of what is unacceptable behaviour in their 
organisation.  Public bodies should promote a safe, healthy and fair working 
environment for all. As a board member you should be familiar with the 
policies of the public body in relation to bullying and harassment in the 
workplace and also lead by exemplar behaviour. 

3.4 Remuneration, Allowances and Expenses 

3.4.1 You must comply with any rules of the public body regarding remuneration, 
allowances and expenses. 

3.5 Gifts and Hospitality 

3.5.1 You must not accept any offer by way of gift or hospitality which could give 
rise to real or substantive personal gain or a reasonable suspicion of 
influence on your part to show favour, or disadvantage, to any individual or 
organisation. You should also consider whether there may be any reasonable 
perception that any gift received by your spouse or cohabitee or by any 
company in which you have a controlling interest, or by a partnership of 
which you are a partner, can or would influence your judgement. The term 
“gift” includes benefits such as relief from indebtedness, loan concessions or 
provision of services at a cost below that generally charged to members of 
the public. 

3.5.2 You must never ask for gifts or hospitality. 

3.5.3 You are personally responsible for all decisions connected with the offer or 
acceptance of gifts or hospitality offered to you and for avoiding the risk of 
damage to public confidence in your public body.  As a general guide, it is 
usually appropriate to refuse offers except: 

(a) isolated gifts of a trivial character, the value of which must not exceed 
£50; 

(b) normal hospitality associated with your duties and which would 
reasonably be regarded as appropriate; or 
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(c) gifts received on behalf of the public body. 

3.5.4 You must not accept any offer of a gift or hospitality from any individual or 
organisation which stands to gain or benefit from a decision your body may 
be involved in determining, or who is seeking to do business with your 
organisation, and which a person might reasonably consider could have a 
bearing on your judgement.  If you are making a visit in your capacity as a 
member of your public body then, as a general rule, you should ensure that 
your body pays for the cost of the visit. 

3.5.5 You must not accept repeated hospitality or repeated gifts from the same 
source. 

3.5.6 Members of devolved public bodies should familiarise themselves with the 
terms of the Bribery Act 2010 which provides for offences of bribing another 
person and offences relating to being bribed. 

3.6 Confidentiality Requirements 

3.6.1 There may be times when you will be required to treat discussions, 
documents or other information relating to the work of the body in a 
confidential manner.  You will often receive information of a private nature 
which is not yet public, or which perhaps would not be intended to be public.  
You must always respect the confidential nature of such information and 
comply with the requirement to keep such information private. 

3.6.2 It is unacceptable to disclose any information to which you have privileged 
access, for example derived from a confidential document, either orally or in 
writing.  In the case of other documents and information, you are requested 
to exercise your judgement as to what should or should not be made 
available to outside bodies or individuals.  In any event, such information 
should never be used for the purposes of personal or financial gain or for 
political purposes or used in such a way as to bring the public body into 
disrepute. 

3.7 Use of Public Body Facilities 

3.7.1 Members of public bodies must not misuse facilities, equipment, stationery, 
telephony, computer, information technology equipment and services, or use 
them for party political or campaigning activities.  Use of such equipment and 
services etc. must be in accordance with the public body’s policy and rules 
on their usage.  Care must also be exercised when using social media 
networks not to compromise your position as a member of the public body. 

3.8 Appointment to Partner Organisations 

3.8.1 You may be appointed, or nominated by your public body, as a member of 
another body or organisation. If so, you are bound by the rules of conduct of 
these organisations and should observe the rules of this Code in carrying out 
the duties of that body. 

3.8.2 Members who become directors of companies as nominees of their public 
body will assume personal responsibilities under the Companies Acts.  It is 
possible that conflicts of interest can arise for such members between the 
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company and the public body.  It is your responsibility to take advice on your 
responsibilities to the public body and to the company.  This will include 
questions of declarations of interest. 
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4. SECTION 4:  INTERESTS 

4.1 Registration of Interests 

4.1.1 The following paragraphs set out the kinds of interests, financial and 
otherwise which you have to register. These are called “Registerable 
Interests”. You must, at all times, ensure that these interests are registered, 
when you are appointed and whenever your circumstances change in such a 
way as to require change or an addition to your entry in the body’s Register. 
It is your duty to ensure any changes in circumstances are reported within 
one month of them changing. 

4.1.2 The Regulations1 as amended describe the detail and timescale for 
registering interests.  It is your personal responsibility to comply with these 
regulations and you should review regularly and at least once a year your 
personal circumstances.  Annex B contains key definitions and explanatory 
notes to help you decide what is required when registering your interests 
under any particular category.  The interests which require to be registered 
are those set out in the following paragraphs and relate to you.  It is not 
necessary to register the interests of your spouse or cohabitee.        

4.2 Category One:  Remuneration 

4.2.1 You have a Registerable Interest where you receive remuneration by virtue of 
being: 

• employed; 

• self-employed; 

• the holder of an office; 

• a director of an undertaking; 

• a partner in a firm; or 

• undertaking a trade, profession or vocation or any other work. 
 
4.2.2 In relation to 4.2.1 above, the amount of remuneration does not require to be 

registered and remuneration received as a member does not have to be 
registered. 

4.2.3 If a position is not remunerated it does not need to be registered under this 
category. However, unremunerated directorships may need to be registered 
under category two, “Related Undertakings”. 

4.2.4 If you receive any allowances in relation to membership of any organisation, 
the fact that you receive such an allowance must be registered. 

4.2.5 When registering employment, you must give the name of the employer, the 
nature of its business, and the nature of the post held in the organisation. 

4.2.6 When registering self-employment, you must provide the name and give 
details of the nature of the business. When registering an interest in a 

                                            
1 SSI - The Ethical Standards in Public Life etc. (Scotland) Act 2000 (Register of Interests)    
Regulations 2003 Number 135, as amended.  
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partnership, you must give the name of the partnership and the nature of its 
business. 

4.2.7 Where you undertake a trade, profession or vocation, or any other work, the 
detail to be given is the nature of the work and its regularity. For example, if 
you write for a newspaper, you must give the name of the publication, and 
the frequency of articles for which you are paid. 

4.2.8 When registering a directorship, it is necessary to provide the registered 
name of the undertaking in which the directorship is held and the nature of its 
business. 

4.2.9 Registration of a pension is not required as this falls outside the scope of the 
category. 

4.3 Category Two:  Related Undertakings 

4.3.1 You must register any directorships held which are themselves not 
remunerated but where the company (or other undertaking) in question is a 
subsidiary of, or a parent of, a company (or other undertaking) in which you 
hold a remunerated directorship. 

4.3.2 You must register the name of the subsidiary or parent company or other 
undertaking and the nature of its business, and its relationship to the 
company or other undertaking in which you are a director and from which you 
receive remuneration. 

4.3.3 The situations to which the above paragraphs apply are as follows: 

• you are a director of a board of an undertaking and receive 
remuneration declared under category one; and 

• you are a director of a parent or subsidiary undertaking but do not 
receive remuneration in that capacity. 

 
4.4 Category Three:  Contracts 

4.4.1 You have a registerable interest where you (or a firm in which you are a 
partner, or an undertaking in which you are a director or in which you have 
shares of a value as described in paragraph 4.6.1 below) have made a 
contract with the public body of which you are a member:  
(i) under which goods or services are to be provided, or works are to be 
 executed; and 
(ii) which has not been fully discharged. 

 
4.4.2 You must register a description of the contract, including its duration, but 

excluding the consideration. 

4.5 Category Four:  Houses, Land and Buildings 

4.5.1 You have a registerable interest where you own or have any other right or 
interest in houses, land and buildings, which may be significant to, of 
relevance to, or bear upon, the work and operation of the body to which you 
are appointed.   
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4.5.2 The test to be applied when considering appropriateness of registration is to 
ask whether a member of the public acting reasonably might consider any 
interests in houses, land and buildings could potentially affect your 
responsibilities to the organisation to which you are appointed and to the 
public, or could influence your actions, speeches or decision making. 

4.6 Category Five: Interest in Shares and Securities 

4.6.1 You have a registerable interest where you have an interest in shares 
comprised in the share capital of a company or other body which may be 
significant to, of relevance to, or bear upon, the work and operation of (a) the 
body to which you are appointed and (b) the nominal value of the shares is:  

(i) greater than 1% of the issued share capital of the company or other 
body; or  

(ii) greater than £25,000. 
 
4.6.2 Where you are required to register the interest, you should provide the 

registered name of the company in which you hold shares; the amount or 
value of the shares does not have to be registered. 

4.7 Category Six: Gifts and Hospitality 

4.7.1 You must register the details of any gifts or hospitality received within your 
current term of office.  This record will be available for public inspection.  It is 
not however necessary to record any gifts or hospitality as described in 
paragraph 3.5.3 (a) to (c) of this Model Code.   

4.8 Category Seven: Non–Financial Interests 

4.8.1 You may also have a registerable interest if you have non-financial interests 
which may be significant to, of relevance to, or bear upon, the work and 
operation of the body to which you are appointed.  It is important that relevant 
interests such as membership or holding office in other public bodies, clubs, 
societies and organisations such as trades unions and voluntary 
organisations, are registered and described. 

4.8.2 In the context of non-financial interests, the test to be applied when 
considering appropriateness of registration is to ask whether a member of the 
public might  reasonably think that any non-financial interest could potentially 
affect your responsibilities to the organisation to which you are appointed and 
to the public, or could influence your actions, speeches or decision-making.   
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5. SECTION 5:  DECLARATION OF INTERESTS 

5.1 General  

5.1.1 The key principles of the Code, especially those in relation to integrity, 
honesty and openness, are given further practical effect by the requirement 
for you to declare certain interests in proceedings of the public body. 
Together with the rules on registration of interests, this ensures transparency 
of your interests which might influence, or be thought to influence, your 
actions. 

5.1.2 Public bodies inevitably have dealings with a wide variety of organisations 
and individuals and this Code indicates the circumstances in which a 
business or personal interest must be declared. Public confidence in the 
public body and its members depends on it being clearly understood that 
decisions are taken in the public interest and not for any other reason. 

5.1.3 In considering whether to make a declaration in any proceedings, you must 
consider not only whether you will be influenced but whether anybody else 
would think that you might be influenced by the interest.  You must, however, 
always comply with the objective test (“the objective test”) which is whether a 
member of the public, with knowledge of the relevant facts, would reasonably 
regard the interest as so significant that it is likely to prejudice your 
discussion or decision making in your role as a member of a public body.    

5.1.4 If you feel that, in the context of the matter being considered, your 
involvement is neither capable of being viewed as more significant than that 
of an ordinary member of the public, nor likely to be perceived by the public 
as wrong, you may continue to attend the meeting and participate in both 
discussion and voting.  The relevant interest must however be declared. It is 
your responsibility to judge whether an interest is sufficiently relevant to 
particular proceedings to require a declaration and you are advised to err on 
the side of caution.  If a board member is unsure as to whether a conflict of 
interest exits, they should seek advice from the board chair. 

5.1.5 As a member of a public body you might serve on other bodies.  In relation to 
service on the boards and management committees of limited liability 
companies, public bodies, societies and other organisations, you must 
decide, in the particular circumstances surrounding any matter, whether to 
declare an interest.  Only if you believe that, in the particular circumstances, 
the nature of the interest is so remote or without significance, should it not be 
declared.  You must always remember the public interest points towards 
transparency and, in particular, a possible divergence of interest between 
your public body and another body.  Keep particularly in mind the advice in 
paragraph 3.8.2 of this Model Code about your legal responsibilities to any 
limited company of which you are a director.   

5.2 Interests which Require Declaration 

5.2.1 Interests which require to be declared if known to you may be financial or 
non-financial.  They may or may not cover interests which are registerable 
under the terms of this Code.  Most of the interests to be declared will be 
your personal interests but, on occasion, you will have to consider whether 
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the interests of other persons require you to make a declaration.  The 
paragraphs which follow deal with (a) your financial interests (b) your non-
financial interests and (c) the interests, financial and non-financial, of other 
persons.   

5.2.2 You will also have other private and personal interests and may serve, or be 
associated with, bodies, societies and organisations as a result of your 
private and personal interests and not because of your role as a member of a 
public body. In the context of any particular matter you will need to decide 
whether to declare an interest. You should declare an interest unless you 
believe that, in the particular circumstances, the interest is too remote or 
without significance.   In reaching a view on whether the objective test 
applies to the interest, you should consider whether your interest (whether 
taking the form of association or the holding of office) would be seen by a 
member of the public acting reasonably in a different light because it is the 
interest of a person who is a member of a public body as opposed to the 
interest of an ordinary member of the public. 

5.3 Your Financial Interests 

5.3.1 You must declare, if it is known to you, any financial interest (including any 
financial interest which is registerable under any of the categories prescribed 
in Section 4 of this Code).  If, under category one (or category seven in 
respect of non-financial interests) of Section 4 of this Code, you have 
registered an interest 

(a) as an employee of the Board; or 
(b) as a Councillor or a Member of another Devolved Public Body where 

the Council or other Devolved Public Body, as the case may be, has 
nominated or appointed you as a Member of the Board; 

 
 you do not, for that reason alone, have to declare that interest. 

5.3.2 There is no need to declare an interest which is so remote or insignificant 
that it could not reasonably be taken to fall within the objective test.  

5.3.3 You must withdraw from the meeting room until discussion of the relevant 
item where you have a declarable interest is concluded. There is no need to 
withdraw in the case of an interest which is so remote or insignificant that it 
could not reasonably be taken to fall within the objective test. 

5.4 Your Non-Financial Interests 

5.4.1 You must declare, if it is known to you, any non-financial interest if:  

 (i) that interest has been registered under category seven (Non - Financial 
Interests) of Section 4 of the Code; or 

 (ii) that interest would fall within the terms of the objective test.  
 
 There is no need to declare an interest which is so remote or insignificant 

that it could not reasonably be taken to fall within the objective test. 
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5.4.2 You must withdraw from the meeting room until discussion of the relevant 
item where you have a declarable interest is concluded.  There is no need to 
withdraw in the case of an interest which is so remote or insignificant that it 
could not reasonably be taken to fall within the objective test.    

5.5 The Financial Interests of Other Persons 

5.5.1 The Code requires only your financial interests to be registered.  You also, 
however, have to consider whether you should declare any financial interest 
of certain other persons. 

5.5.2 You must declare if it is known to you any financial interest of:-   

(i) a spouse, a civil partner or a co-habitee; 
(ii) a close relative, close friend or close associate; 
(iii) an employer or a partner in a firm; 
(iv) a body (or subsidiary or parent of a body) of which you are a 

remunerated member or director; 
(v) a person from whom you have received a registerable gift or 

registerable hospitality;  
(vi) a person from whom you have received registerable expenses. 

 
5.5.3 There is no need to declare an interest if it is so remote or insignificant that it 

could not reasonably be taken to fall within the objective test. 

5.5.4 You must withdraw from the meeting room until discussion of and voting on 
the relevant item where you have a declarable interest is concluded. There is 
no need to withdraw in the case of an interest which is so remote or 
insignificant that it could not reasonably be taken to fall within the objective 
test. 

5.5.5 This Code does not attempt the task of defining “relative” or “friend” or 
“associate”.  Not only is such a task fraught with difficulty but is also unlikely 
that such definitions would reflect the intention of this part of the Code.  The 
key principle is the need for transparency in regard to any interest which 
might (regardless of the precise description of relationship) be objectively 
regarded by a member of the public, acting reasonably, as potentially 
affecting your responsibilities as a member of the public body and, as such, 
would be covered by the objective test. 

5.6 The Non-Financial Interests of Other Persons 

5.6.1 You must declare if it is known to you any non-financial interest of: 

(i) a spouse, a civil partner or a co-habitee; 
(ii) a close relative, close friend or close associate;  
(iii) an employer or a partner in a firm;   
(iv) a body (or subsidiary or parent of a body) of which you are a   

 remunerated member or director;   
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(v) a person from whom you have received a registerable gift or   
 registerable hospitality;       

(vi) a person from whom you have received registerable election  
 expenses.   

 
5.6.2 There is no need to declare the interest if it is so remote or insignificant that it 

could not reasonably be taken to fall within the objective test. 

5.6.3 There is only a need to withdraw from the meeting if the interest is clear and 
substantial. 

5.7 Making a Declaration 

5.7.1 You must consider at the earliest stage possible whether you have an 
interest to declare in relation to any matter which is to be considered. You 
should consider whether agendas for meetings raise any issue of declaration 
of interest. Your declaration of interest must be made as soon as practicable 
at a meeting where that interest arises. If you do identify the need for a 
declaration of interest only when a particular matter is being discussed you 
must declare the interest as soon as you realise it is necessary. 

5.7.2 The oral statement of declaration of interest should identify the item or items 
of business to which it relates. The statement should begin with the words “I 
declare an interest”. The statement must be sufficiently informative to enable 
those at the meeting to understand the nature of your interest but need not 
give a detailed description of the interest. 

5.8 Frequent Declarations of Interest 

5.8.1 Public confidence in a public body is damaged by perception that decisions 
taken by that body are substantially influenced by factors other than the 
public interest.  If you would have to declare interests frequently at meetings 
in respect of your role as a board member you should not accept a role or 
appointment with that attendant consequence. If members are frequently 
declaring interests at meetings then they should consider whether they can 
carry out their role effectively and discuss with their chair.  Similarly, if any 
appointment or nomination to another body would give rise to objective 
concern because of your existing personal involvement or affiliations, you 
should not accept the appointment or nomination.            

5.9 Dispensations 

5.9.1 In some very limited circumstances dispensations can be granted by the 
Standards Commission in relation to the existence of financial and non-
financial interests which would otherwise prohibit you from taking part and 
voting on matters coming before your public body and its committees.  

5.9.2 Applications for dispensations will be considered by the Standards 
Commission and should be made as soon as possible in order to allow 
proper consideration of the application in advance of meetings where 
dispensation is sought. You should not take part in the consideration of the 
matter in question until the application has been granted. 
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6. SECTION 6: LOBBYING and ACCESS TO MEMBERS OF PUBLIC 
 BODIES 

6.1 Introduction  

6.1.1 In order for the public body to fulfil its commitment to being open and 
accessible, it needs to encourage participation by organisations and 
individuals in the decision-making process.  Clearly however, the desire to 
involve the public and other interest groups in the decision-making process 
must take account of the need to ensure transparency and probity in the way 
in which the public body conducts its business. 

6.1.2 You will need to be able to consider evidence and arguments advanced by a 
wide range of organisations and individuals in order to perform your duties 
effectively. Some of these organisations and individuals will make their views 
known directly to individual members.  The rules in this Code set out how you 
should conduct yourself in your contacts with those who would seek to 
influence you.  They are designed to encourage proper interaction between 
members of public bodies, those they represent and interest groups. 

6.2 Rules and Guidance 

6.2.1 You must not, in relation to contact with any person or organisation that 
lobbies do anything which contravenes this Code or any other relevant rule of 
the public body or any statutory provision. 

6.2.2 You must not, in relation to contact with any person or organisation who 
lobbies, act in any way which could bring discredit upon the public body. 

6.2.3 The public must be assured that no person or organisation will gain better 
access to or treatment by, you as a result of employing a company or 
individual to lobby on a fee basis on their behalf.  You must not, therefore, 
offer or accord any preferential access or treatment to those lobbying on a 
fee basis on behalf of clients compared with that which you accord any other 
person or organisation who lobbies or approaches you.  Nor should those 
lobbying on a fee basis on behalf of clients be given to understand that 
preferential access or treatment, compared to that accorded to any other 
person or organisation, might be forthcoming from another member of the 
public body. 

6.2.4 Before taking any action as a result of being lobbied, you should seek to 
satisfy yourself about the identity of the person or organisation that is 
lobbying and the motive for lobbying.  You may choose to act in response to 
a person or organisation lobbying on a fee basis on behalf of clients but it is 
important that you know the basis on which you are being lobbied in order to 
ensure that any action taken in connection with the lobbyist complies with the 
standards set out in this Code. 

6.2.5 You should not accept any paid work:- 

 (a) which would involve you lobbying on behalf of any person or   
 organisation or any clients of a person or organisation. 
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 (b) to provide services as a strategist, adviser or consultant, for   
 example, advising on how to influence the public body and its 
 members.  This does not prohibit you from being remunerated  
 for activity which may arise because of, or relate to, membership  
 of the public body, such as journalism or broadcasting, or   
 involvement in representative or presentational work, such as  
 participation in delegations, conferences or other events. 

 
6.2.6 If you have concerns about the approach or methods used by any person or 

organisation in their contacts with you, you must seek the guidance of the 
public body. 
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ANNEX A 

SANCTIONS AVAILABLE TO THE STANDARDS COMMISSION FOR BREACH 
OF THE CODE 

 
(a) Censure – the Commission may reprimand the member but otherwise take no 

action against them; 
 
(b) Suspension – of the member for a maximum period of one year from 

attending one or more, but not all, of the following: 
 

i) all meetings of the public body; 
ii) all meetings of one or more committees or sub-committees of the public 

body;  
(iii) all meetings of any other public body on which that member is a 

representative or nominee of the public body of which they are a 
member. 

(c) Suspension – for a period not exceeding one year, of the member’s 
entitlement to attend all of the meetings referred to in (b) above; 

 
(d) Disqualification – removing the member from membership of that public body 

for a period of no more than five years.  
 
Where a member has been suspended, the Standards Commission may direct that 
any remuneration or allowance received from membership of that public body be 
reduced, or not paid.  
 
Where the Standards Commission disqualifies a member of a public body, it may go 
on to impose the following further sanctions: 
 
(a) Where the member of a public body is also a councillor, the Standards 

Commission may disqualify that member (for a period of no more than five 
years) from being nominated for election as, or from being elected, a 
councillor. Disqualification of a councillor has the effect of disqualifying that 
member from their public body and terminating membership of any committee, 
sub-committee, joint committee, joint board or any other body on which that 
member sits as a representative of their local authority. 

 
(b) Direct that the member be removed from membership, and disqualified in 

respect of membership, of any other devolved public body (provided the 
members’ code applicable to that body is then in force) and may disqualify that 
person from office as the Water Industry Commissioner. 

 
In some cases the Standards Commission do not have the legislative powers to deal 
with sanctions, for example if the respondent is an executive member of the board or 
appointed by the Queen.  Sections 23 and 24 of the Ethical Standards in Public Life 
etc. (Scotland) Act 2000 refer.   
 
Full details of the sanctions are set out in Section 19 of the Act. 
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ANNEX B 

DEFINITIONS 

“Chair” includes Board Convener or any person discharging similar functions under 
alternative decision making structures. 
 
“Code” code of conduct for members of devolved public bodies 
 
“Cohabitee” includes a person, whether of the opposite sex or not, who is living with 
you in a relationship similar to that of husband and wife. 
 
“Group of companies” has the same meaning as “group” in section 262(1) of the 
Companies Act 1985. A “group”, within s262 (1) of the Companies Act 1985, means 
a parent undertaking and its subsidiary undertakings. 
 
“Parent Undertaking” is an undertaking in relation to another undertaking, a 
subsidiary undertaking, if a) it holds a majority of the rights in the undertaking; or b) it 
is a member of the undertaking and has the right to appoint or remove a majority of 
its board of directors; or c) it has the right to exercise a dominant influence over the 
undertaking (i) by virtue of provisions contained in the undertaking’s memorandum or 
articles or (ii) by virtue of a control contract; or d) it is a councillor of the undertaking 
and controls alone, pursuant to an agreement with other shareholders or councillors, 
a majority of the rights in the undertaking. 
 
“A person” means a single individual or legal person and includes a group of 
companies. 
 
“Any person” includes individuals, incorporated and unincorporated bodies, trade 
unions, charities and voluntary organisations. 
 
“Public body” means a devolved public body listed in Schedule 3 of the Ethical 
Standards in Public Life etc. (Scotland) Act 2000, as amended. 
 
“Related Undertaking” is a parent or subsidiary company of a principal undertaking 
of which you are also a director. You will receive remuneration for the principal 
undertaking though you will not receive remuneration as director of the related 
undertaking. 
 
“Remuneration” includes any salary, wage, share of profits, fee, expenses, other 
monetary benefit or benefit in kind. This would include, for example, the provision of 
a company car or travelling expenses by an employer. 
 
“Spouse” does not include a former spouse or a spouse who is living separately and 
apart from you. 
 
“Undertaking” means: 

a) a body corporate or partnership; or 
b)  an unincorporated association carrying on a trade or business, with or 

without a view to a profit. 
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SUMMARY 
 
1. TITLE OF PAPER 
 

Standing Orders including Scheme of Delegation and Standing Financial 
Instructions. 

 
2. PURPOSE OF PAPER 

 
The paper seeks approval of the updated Standing Orders including Scheme of 
Delegation and Standing Financial Instructions 
 
KEY ISSUES 
 
The attached Standing Orders, SFIs and Scheme of Delegation have been revised 
to reflect Health and Social Care integration arrangements and other general 
updates as set out below.  
 
Further updates will be required to refine these documents particularly in relation to 
Health and Social Care Integration as new integrated services evolve and we 
develop a more detailed picture of financial governance arrangements. 

 
• Standing Orders 

 
Changes have been made to reflect updated Terms of Reference of Committees 
following Review.  It also reflects personnel changes. 
 
The Audit Committee has been updated to include review and recommendation 
to the NHS Board of the Risk Management Strategy. 
 
The Performance and Resources Committee had been updated to highlight that 
one of the Non-Executives should be a Local Authority Member.  
 
The Clinical Governance Committee is subject to approval at their meeting to be 
held at the end of March 2017.   
 
The Pharmacy Practices Committee is subject to approval at their next meeting 
and has been updated to reflect the amendments in the 2014 Amendment 
Regulations. 
 

• Standing Financial Instructions (SFIs)  
 
Significant update to reflect Bribery Act 2010 and the updated Standard on 
Business Conduct Policy. 
 
Update to Banking, Pay Arrangements and Supplies Ordering to reflect current 
practice. 
 
Increase to Chief Executive Delegated Authority to match with Scheme of 
Delegation (to £0.500m). 
 
Further revision will be required during the year to update supplies and pay 
sections as a result of on-line transactions and the full introduction of eEES. 



 
• Scheme of Delegation  

 
Minor updates to reflect change in Job Titles. 
 
Update to reflect Chief Officer operational management responsibilities. 

 
3. FINANCIAL IMPLICATIONS 

 
There are no financial implications arising from this paper. 

 
4. WORKFORCE IMPLICATIONS 

 
There are no workforce implications arising from this paper. 

 
5. RISK ASSESSMENT AND IMPLICATIONS 

 
No requirement for risk assessment given nature of paper. 

 
6. RELEVANCE TO STRATEGIC PRIORITIES 

 
Provides governance framework within which strategic priorities operate. 

 
8. RELEVANCE TO DIVERSITY AND / OR EQUALITY ISSUES 
 
 There are no specific implications. 
 
9. RECOMMENDATION(S) FOR DECISION 

 
            The NHS Board is asked to approve the updated Standing Orders. 
 
10.  AUTHOR OF PAPER/REPORT: 

Name: Designation: Date 
Fiona Ramsay Director of Finance  20 March 2017 
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1 FORTH VALLEY NHS BOARD 
 
1.1 Forth Valley NHS Board is constituted under Scottish Statutory Instrument 2001 No 302 the 

Health Board (Membership and Procedure) (Scotland) Regulations 2001 
 

The role of Forth Valley NHS Board will be 
 
• to ensure continuing improvement in the health of the population of Forth Valley and to 

develop effective, integrated services to meet the needs of individuals; 
 
• to provide assurance that resources are utilised effectively and efficiently and targeted at the 

areas of greatest need. 
 

1.2 Until primary legislation is enacted, the NHS Board’s formal, legal title remains Forth Valley 
Health Board and it will continue to be identified as such on certain legal and financial 
documents. 

 
1.3 Members of the NHS Board are expected to subscribe to and comply with:- 
 

a) The Code of Conduct 
b) The Code of Accountability 
c) The Code of Practice on Openness issued by the Scottish Executive 
d) The NHS Forth Valley Code of Conduct made under the Ethical Standards in Public Life, 

etc. (Scotland) Act 2000 
 
All of which shall be regarded as if incorporated in these Standing Orders. 
 

1.4 Any statutory provision, regulation or direction by Scottish Ministers shall have precedence if 
they are in conflict with Standing Orders. 

 
1.5 Any Standing Order may be suspended at any meeting provided that a majority of the members 

present and voting so decide. 
  
1.6 On a motion for which notice has duly been given, the NHS Board may revoke or vary any of 

these Standing Orders, subject always to the Health Boards (Membership and Procedure) 
(Scotland) Regulations 2001.  

 
1.7 A copy of current Standing Orders shall be provided to all Members of the NHS Board at 

appointment and on each occasion the Standing Orders are subject to amendment. Copies of 
the Standing Orders shall also be provided to senior managers of the NHS Board. 

 
 
2. MEMBERSHIP 
 
2.1 Membership, Appointment and Term of Office 
 

i. The membership of the NHS Board shall be those persons appointed by the Scottish 
Ministers and comprise the Chairperson, Non-Executive Members and Executive 
Directors as determined by the Regulations. 
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Membership is as follows: 
 

• Non Executive Chairperson  
• 5 Non-Executive Members 
• 3 Local Authority Elected Members 
• Chairperson, Area Clinical Forum 
• Chairperson, Area Partnership Forum (Employee Director) 
• Chief Executive 
• Director of Public Health 
• Director of Finance 
• Director of Human Resources 
• Medical Director 
• Nurse Director 

 
The appointed Chief Executive and Director of Finance are automatically Board 
Executive Directors (SI 2001 (301) Para 6(5)). 
 
The appointment of new Vice Chairs requires approval by the Cabinet Secretary. 
 

ii. The term of office of the Members shall, subject to Standing Order Section 5, be for such 
period as the Scottish Ministers shall specify on appointment. 

 
iii. After the expiration of a term of office a Member shall, subject to Standing Order Section 

5, be eligible for re-appointment. 
 
 
3. CHAIRPERSON 
 
3.1 At every meeting of the NHS Board the Chairperson, if present, shall preside.  If the 

Chairperson is absent from any meeting, the Vice Chairperson, if present, shall preside.  If both 
the Chairperson and Vice Chairperson are absent, Members present at the meeting shall elect 
a Non Executive Member to act as Chairperson for that meeting.  (See section 4 Appointment of 
Vice Chairperson). 

 
3.2 The duty of the person presiding at a meeting of the NHS Board or its Committees is to ensure 

that the Standing Orders are observed and applied, to preserve order in discussion and debate, 
to ensure fairness between Members, to determine all questions of order and competence, and 
to ensure clarity on decisions made.  The ruling of the person presiding on the conduct of the 
meeting and the application of Standing Orders shall be final and shall not be open to question 
or discussion. 

 
3.3 The Chairperson may resign office at any time on giving notice to the Scottish Ministers and 

shall hold office in accordance with appointment by Scottish Ministers unless he/she is 
disqualified (see Standing Order Section 6). 

 
 
4. VICE CHAIRPERSON 
 
4.1 For the purpose of enabling the business of the NHS Board in the absence of the Chairperson, 

a Non Executive Member shall be elected Vice Chairperson by Members and the person 
appointed shall, so long as they remain a Member of the NHS Board, continue in office until the 
next appointment of Vice Chairperson.  This is subject to annual review. 
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4.2 The Member appointed as Vice Chairperson may at any time resign from the office of Vice 
Chairperson by giving notice in writing to the Chairperson and the Members may appoint 
another Non Executive Member as Vice Chairperson in accordance with Standing Order 4.1. 

 
4.3 Where the Chairperson of the NHS Board has died, ceased to hold office, or is unable to 

perform his or her duties due to illness, absence from Scotland or for any other cause, the Vice 
Chairperson shall assume the role of the Chairperson in the conduct of the business of the NHS 
Board and references to the Chairperson shall, so long as there is no Chairperson able to 
perform the duties, be taken to include references to the Vice Chairperson. 

 
5. RESIGNATION AND REMOVAL OF MEMBERS 
 
5.1 A Member may resign office at any time during the period of appointment by giving notice in 

writing to the Scottish Minister to this effect. 
 
5.2 If the Scottish Minister considers that it is not in the interests of the Health Service that a 

Member of the NHS Board should continue to hold that office, the Scottish Minister may 
forthwith terminate the person’s appointment. 

 
5.3 If a Member has not attended any meeting of the NHS Board, or of any Committee of which 

they are a Member for a period of six consecutive months, the Scottish Minister shall terminate 
that person’s appointment unless the Scottish Minister is satisfied that: 

 
• The absence was due to illness or other reasonable cause, and 
 
• The Member will be able to attend meetings within such period as the Scottish Minister 

considers reasonable. 
 
5.4 When any Member comes disqualified in terms of Standing Order 6 that Member shall forthwith 

cease to be a Member. 
 
 
6. SUSPENSION AND DISQUALIFICATION 
 
6.1 Any Member of the NHS Board may, on reasonable cause shown, be suspended from the NHS 

Board or disqualified from taking part in any business of the NHS Board in the circumstances 
specified in Scottish Statutory Instrument 2001 No 302.  The Health Boards (Membership and 
Procedures) (Scotland) Regulations 2001.  (See Annex A). 

 
6.2 Any Member who disregards the authority of the Chairperson, obstructs the proceedings of a 

meeting, or conducts themselves offensively, shall be suspended for the remainder of the 
meeting, if a motion (which shall be determined without discussion) for their suspension is 
carried. 

 
6.3 Any person so suspended shall leave the meeting immediately and shall not return without the 

consent of the meeting.  If a person so suspended refuses to leave the meeting when required 
to do so by the Chairperson, the Chairperson may authorise any person to assist in seeking 
their immediate removal. 

 
 
7. PROCEEDINGS 
 
7.1 Ordinary Meetings 
 

i. The meetings and proceedings of the NHS Board shall be conducted in accordance with 
its Standing Orders. 
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ii. The NHS Board shall meet at least 6 times in the year and unless the NHS Board 

resolves otherwise, these meetings will be held on the last Tuesday of the months of 
January, March, May, August, September and November.  Meetings shall be held at 
such place and time as the NHS Board shall determine and shall be specified. 

 
iii. The Chairperson may call a meeting of the NHS Board at any time provided notice has 

been given in accordance with Standing Order 7.1(iv). 
 
iv. The Chairperson shall convene meetings of the NHS Board by issuing to each Member 

a notice of the meeting specifying the time, place and business to be conducted, 
together with all relevant papers.  These shall be issued to each Member not less than 5 
clear days before the meeting. 

 
v. The notice of meeting shall be delivered to every Member or sent by post to the 

Members place of residence, or such other address notified by them. 
 
vi. Lack of service of the notice on any Member shall not affect the validity of a meeting. 
 
vii. In accordance with the provisions of the Public Bodies (Admission to Meetings) Act 

1960, notice of the time and place of the meeting shall be published at the principal 
office of the NHS Board and will also be notified to the public via notices in the local 
media. 

 
viii. Participation in meetings can be made from a remote location  

 
ix. Proceedings are not invalidated as a result of vacancies or defect in the appointment to 

Committees  
 
7.2 Requisitioned (Special Meetings) 
 

i. The Chairperson of the NHS Board may call a meeting of the NHS Board at any time 
and shall do so on receipt of a requisition in writing for that purpose which specifies the 
business to be transacted at the meeting and is signed by one-third of the whole number 
of Members of the NHS Board. 

 
ii. In the case of a requisitioned meeting, the meeting shall be held within 14 days of 

receipt of the requisition and no business shall be transacted at the meeting other than 
that specified in the requisition. 

 
iii. If the Chairperson refuses to call a meeting of the NHS Board after a requisition for that 

purpose or if, without so refusing, does not call a meeting within 7 days after such a 
requisition has been presented, those Members who presented the requisition may 
forthwith call a meeting by signing the notice calling the meeting provided that no 
business shall be transacted at the meeting other than that specified in the requisition. 

 
 

 
8. CONDUCT OF MEETINGS 
 
8.1 Quorum 
 

i. No business shall be transacted at a meeting of the NHS Board unless there are present 
and entitled to vote at least one third of the whole number of Members of whom at least 
two are Non Executive Members and at least one is an Executive Director (Chief 
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Executive, Director of Finance, Director of Public Health, Director of Human Resources, 
Medical Director or Nurse Director). 

 
 
8.2 Business Transaction and Voting 
 

i. No business shall be transacted at any meeting of the NHS Board other than that 
specified in the agenda/notice except on grounds of urgency and with the consent of the 
majority of the Members present.   Any request for the consideration of an additional 
item of business shall be raised at the start of the meeting and the consent of the 
majority of Members for the inclusion must be obtained at that time. 

 
ii. All acts of, and all questions coming and arising before, the NHS Board shall be done 

and decided by a majority of the Members of the NHS Board present voting at a meeting 
of the NHS Board.  Majority agreement may be reached by consensus without a formal 
vote.  

 
iii. In the event of a vote being necessary, the question shall be determined by a majority of 

the votes of the members present and voting on the question and, in the case of an 
equality of votes, the person presiding shall have a second or casting vote. 

 
iv. A motion which contradicts a previous decision of the NHS Board shall not be competent 

within six months of the date of such decision, unless submitted in the Minutes of a 
Committee, or notice of the proposed variation is provided in the notice of the NHS 
Board meeting.  When a decision is rescinded, it shall not affect or prejudice any action, 
proceeding or liability which may have been competently done or undertaken before 
such decision was rescinded. 

 
8.3 Minutes 
 

i. The names of Members and other persons present at a Meeting, or of a Committee, 
shall be recorded in the Minute of the meeting. 

 
ii. Minutes of the proceedings of the NHS Board and its Committees and decisions thereof 

shall be drawn up and submitted to the next meeting of the NHS Board or relevant 
Committee for approval as to their accuracy and signed by the person presiding at the 
next meeting. 

 
8.4 Order of Debate 
 

i. Every notice of motion for NHS Board meetings shall be in writing and signed by the 
Member giving the notice (or their nominated deputy).  It shall be given to the Head of 
Performance and Governance, filed and be open to inspection by every member of the 
NHS Board.  A notice of motion that has not been received (except by prior agreement) 
prior to one o’clock in the afternoon preceding the usual day for issuing the notice for 
any meeting of the NHS Board Meeting shall not be specified in the circular calling such 
a meeting. 

 
ii. After debate, the mover of the original motion shall have the right to reply.  In replying, 

no new matter shall be introduced and the mover shall confine strictly to answering 
previous observations.   Immediately after reply, the question shall be put by the 
Chairperson without further debate. 

 
iii. When more than one amendment is proposed, the Chairperson of the meeting shall 

decide the order in which amendments are put to the vote.  All amendments carried shall 
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be incorporated in the original motion which shall be put to the meeting as a substantive 
motion. 

 
iv. A motion to adjourn any debate on any question or for the closure of a debate shall be 

moved and seconded and put to the meeting without discussion.  Unless otherwise 
specified in the motion, an adjournment of any debate shall be put to the next meeting. 

 
8.5 Adjournment of Meetings 
 

i. Meetings of the NHS Board, or of a Committee of the NHS Board, may be adjourned by 
a motion, which shall be moved and seconded and be put to the meeting without 
discussion.  If such a motion is carried, the meeting shall be adjourned until the next 
scheduled meeting or to such day, time and place as may be specified in the motion. 

 
 
9. DECLARATION OF INTERESTS, REGISTER OF INTERESTS AND CONFLICT OF 

INTEREST 
 
9.1 Declaration 
 

Members of the NHS Board shall observe all their obligations under the Code of Conduct for 
Members of the Forth Valley NHS made under the Ethical Standards in Public Life etc 
(Scotland) Act 2000. 

 
9.2 In case of doubt as to whether any interest or matter should be the subject of a notice or 

declaration under the Code, Members should err on the side of caution and submit a 
notice/make a declaration or seek guidance from the Standards Commission, the Chairperson 
or the Head of Performance and Governance as to whether a notice/declaration should be 
made. 

 
9.3 Where the Code requires an interest to be registered, or an amendment to be made to an 

existing interest, this shall be notified to the Head of Performance and Governance  by giving 
notice in writing using the standard form available from the Head of Performance and 
Governance within one month of the interest or change arising.  The Head of Performance and 
Governance will write to Members every six months to request them formally to review their 
declaration. 

 
9.4 Persons appointed to the NHS Board as Members shall have one month to give notice of any 

registerable interests under the Code, or to make a declaration that they have no registerable 
interest in each relevant category as specified in the standard form to be supplied by the Head 
of Performance and Governance. 

 
9.5 The Head of Performance and Governance will be responsible for maintaining the Register of 

Interest and for ensuring it is available for public inspection at the principal offices of the NHS 
Board at all reasonable times and will be included on the NHS Board’s web site. 

 
9.6 The Register shall include information on: 
 

• the date of receipt of every notice; 
 
• the name of the person who gave the notice which forms the entry in the Register; and 

 
• a statement of the information contained in the notice, or a copy of that notice. 

 
9.7 Members shall make a declaration of any gifts or hospitality received in their capacity as a 

Member of the NHS Board.  Such declarations shall be made to the Head of Performance and 
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Governance who shall make them available for public inspection at all reasonable times at the 
Principal Offices of the NHS Board and on the NHS Board’s website. 

 
9.8 The Head of Performance and Governance (or authorised nominee) shall maintain Registers 

under the provisions of NHS Circular HDL (2003)62 covering: 
 

• Joint working arrangements between employees and independent Family Health Service 
Contractors and the pharmaceutical industry; and 

 
• Financial interests held by employees and independent Family Health Service contractors 

with any organisations which may impact upon any funding arrangements made between 
the NHS Board and any non-NHS organisations. 

 
The Register shall be made publicly available during normal office hours at the Principal Offices 
of the NHS Board. 
 

9.9 Subject to such exceptions and qualifications as may, with the approval of the Scottish Ministers 
be specified in Standing Orders, if a member of associate or theirs has any pecuniary or other 
interest, direct or indirect, in any contract or proposed contract (not being a contract for the 
provision of any of the services mentioned in Part II of the Act) or other matter, and that member 
is present at a Meeting of the NHS Board or of a Committee at which the contract or other 
matter is the subject of consideration, they shall, at the meeting and as soon as practicable after 
its commencement, disclose the fact, and shall not take part in the consideration and discussion 
of, the contract, proposed contract or other matter or vote on any question with respect to it. 
 
 

10. ADMISSION OF PUBLIC AND PRESS 
 

10.1 Members of the public and representatives of the press shall be notified of meetings and shall 
be admitted to meetings of the NHS Board in accordance with the provision of the Public Bodies 
(Admission to Meetings) Act 1960. 

 
10.2 Members of the public and representatives of the press admitted to meetings of the NHS Board 

may be excluded from any meeting by decision of the NHS Board, where, in the opinion of the 
majority of Members present, publicity would be prejudicial to the public interest by reason of 
the confidential nature of the business to be transacted, or such other special reason as may be 
specified in the decision. 

 
10.3 Representatives of the press and members of the public admitted to meetings shall require the 

authority of the NHS Board for each occasion they may wish to record the proceedings of the 
meeting (including the use of photographic apparatus) other than by written notes. 

 
10.4 No member of the public may take part in the debate unless invited to do so by the Chairperson 

or Acting Chairperson. 
 
10.5 Nothing in this Standing Order shall preclude the Chairperson from requiring the removal from a 

meeting of any person or persons who persistently disrupts the proceedings of a meeting. 
 
 
11. COMMON SEAL AND EXECUTION OF DOCUMENTS 
 
11.1 The Common Seal of the NHS Board shall be kept in a safe place by the Head of Performance 

and Governance who shall be responsible for its safe custody and for recording its use. 
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11.2 Any document or proceeding requiring authentication by the NHS Board by affixation of its 
Common Seal shall be subscribed by the Chairperson or Vice Chairperson, Chief Executive and 
Director of Finance. 

 
11.3 The Director of Finance shall be responsible for maintaining a record of officers authorised to 

sign documents on behalf of the NHS Board in accordance with provisions contained within 
Standing Financial Instructions. 

 
 
11.4 Where a document requires for the purpose of any enactment or rule of law relating to 

authentication of documents under the Law of Scotland, or otherwise requires to be 
authenticated on behalf of the NHS Board, it shall be signed by an Executive Director of the 
NHS Board or any person duly authorised to sign under the Scheme of Delegation in 
accordance with the provisions of the Requirements of Writing (Scotland) Act 1995.  Before 
authenticating any document the person authenticating the document shall satisfy themselves 
that all necessary approvals in terms of the NHS Board procedures have been satisfied.  A 
document executed by the NHS Board in accordance with this paragraph shall be self-proving 
for the purposes of the Requirements of Writing (Scotland) Act 1995. 

 
11.5 Scottish Ministers shall direct on which officers of the NHS Board can sign on their behalf in 

relation to the acquisition, management and disposal of land. 
 
11.6 Any authorisation to sign documents granted to an officer of the NHS Board shall terminate 

upon that person ceasing (for whatever reason) from being an employee of the NHS Board, 
without further intimation or action by the NHS Board. 

 
 
12. APPOINTMENT AND FUNCTIONS OF COMMITTEES 
 
12.1 Subject to any direction issued by Scottish Ministers, the NHS Board shall appoint such 

Committees and Sub-Committees as it thinks fit.  The remits of Committees and Sub-
Committees, their quora and reporting arrangements shall be reviewed annually by the NHS 
Board. 

 
12.2 Subject to any direction or regulation issued by Scottish Ministers, Committees of the NHS 

Board may co-opt persons as Members of NHS Board Committees and Sub-Committees, as 
and when required. 

 
12.3 The Chairperson of a Committee may call a meeting of that Committee any time and shall call a 

meeting when requested to do so by the NHS Board. 
 
12.4 The foregoing Standing Orders, so far as applicable, shall be the rules and regulations for the 

proceedings of formally constituted Committees and Sub-Committees, subject to the following 
additional provisions:- 

 
a) NHS Board Members have the right to receive all papers of, and the right to attend all 

Committees/Sub-Committees except where the Committee resolves otherwise. 
 
b) Meetings of Committees and Sub-Committees shall not be open to the public and press 

unless the NHS Board decides otherwise in respect to a particular Committee or a particular 
meeting of a Committee. 

 
c) Committees of the NHS Board and the membership thereof shall be appointed annually at 

the meeting of the NHS Board in March or at a meeting to be held as soon as convenient 
thereafter.  Casual vacancies in the membership of Committees thereof shall be filled, so far 
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as practicable, by the NHS Board at the next scheduled meeting following a vacancy 
occurring. 

 
d) Committees of the NHS Board may appoint Sub-Committees and Members thereof as may 

be considered necessary ensuring compliance with regulations and Standing Orders. 
 
e) Draft minutes of the proceedings of Committees shall be drawn up and submitted to the 

NHS Board at the first scheduled meeting after the meeting of the Committee for the 
purpose of advising the NHS Board of decisions taken. 

 
f) Draft minutes of meetings of Sub-Committees shall be submitted to their parent Committee 

at the first scheduled meeting of the parent Committee after the meeting of the Sub-
Committee for the purpose of advising the Committee of decisions taken. 

 
g) A Committee, or Sub-Committee may, notwithstanding that a matter is delegated to it, direct 

that a decision shall be submitted by way of recommendation to the NHS Board or parent 
Committee for approval. 

 
12.5 Remits of Committees and Sub-Committees form part of the Standing Orders.  Remits for the 

following Committees are contained in Annex B 
 

- Audit Committee 
- Staff Governance Committee 
- Staff Governance Remuneration Sub-Committee 
- Clinical Governance Committee 
- Clinical Governance : Ethical Issues Sub-Committee 
- Endowments Committee 
- Performance and Resources Committee 
- Pharmacy Practices Committee 
- Ethics of Research Committee (NHS Forth Valley & NHS Fife Common Committee)  
 

 
13. DECISIONS RETAINED BY FORTH VALLEY NHS BOARD AND SCHEME OF DELEGATION 
 
13.1 The Code of Conduct and Accountability for NHS Boards requires each NHS Board to adopt 

and specify a Scheme of Decisions retained by Forth Valley NHS Board are reserved for the 
NHS Board and which may only be determined at a meeting of the NHS Board.  The Decisions 
retained by Forth Valley NHS Board are detailed in Annex C. 

 
 
14. SCHEME OF DELEGATION  
 
14.1 Subject to the Standing Orders of the NHS Board, Forth Valley NHS Board may delegate 

responsibilities for conduct of its business to Committees (Annex B), to individual Directors or to 
senior managers.  The NHS Board’s Scheme of Delegation specifying areas of responsibility, 
nominated officers (and those who may act in their place during their absence), and the scope 
of the delegation is detailed in Annex D. 

 
 
15. STANDING FINANCIAL INSTRUCTIONS 
 
15.1 The NHS Board shall prepare, in accordance with statutory requirements, Standing Financial 

Instructions for ensuring the maintenance of proper financial control of its affairs.  These shall 
form part of the Standing Orders and are incorporated in Annex E. 
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FORTH VALLEY NHS BOARD   
    
ANNEX A   STANDING ORDERS 
 
SUSPENSION AND DISQUALIFICATION 
 
(1) Subject to paragraphs (2) and (3), a person shall be disqualified from being a Member, if- 
 

(a) they have, within the period of five years immediately preceding the proposed date of 
appointment, been convicted in the United Kingdom, the Channel Islands, the Isle of Man 
or the Irish Republic of any offence in respect of which they have received a sentence of 
imprisonment (whether suspended or not) for a period of not less than three months 
without the option of a fine; 

(b) their estate has been sequestrated in Scotland or they have otherwise been adjudged 
bankrupt elsewhere than in Scotland, they have granted a trust deed for the benefit of their 
creditors or entered into any arrangement with their creditors, or a curator bonis or judicial 
factor has been appointed over their affairs; 

(c)  they have resigned or been removed or been dismissed, otherwise than by reason of 
redundancy, from any paid employment or office with a health service body; 

(d) they are a person whose appointment as the chairperson, member or director of a health 
service body has been terminated other than by the expiration of their term of office; 

(e) they are a chairperson, member, director or employee of a health service body outwith the 
Forth Valley NHS Board area; 

(f) they have had their name removed, by a direction under section 29 of the Act, from any list 
prepared under Part II of the Act and have not subsequently had their name included in 
such a list; 

(g) they are a person whose name has been included in any list prepared under Part II of the 
Act, and whose name has been withdrawn from the list on their own application; 

(h) they have had their name removed, by a direction under section 46 of the 1977 Act from 
any list prepared under Part II of the 1977 Act and have not subsequently had their name 
included in such a list; 

(i) they are a person whose name has been included in any list prepared under Part II of the 
1977 Act, and whose name has been withdrawn from the list on their own application; 

(j) they are a person who is subject to a disqualification order under the Company Directors 
Disqualification Act 1986; or 

(k) they are a person who has been removed from the position of trustee of a charity, whether 
by the court or by the Charity Commissioner. 
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(2) For the purpose of paragraph (1) – 

(a) the disqualification attaching to a person whose estate has been sequestrated shall cease if 
and when- 

 (i)  the sequestration of their estate is recalled or reduced; or 
 
(ii) the sequestration is discharged; 

 
(b)  the disqualification attaching to a person by reason of their having been adjudged 

bankrupt shall cease if and when- 

(i)   the bankruptcy is annulled; or 
 
(ii)  they are discharged; 
 

(c)  the disqualification attaching to a person in relation to whose estate a judicial factor has 
been appointed shall cease if and when- 

  (i)  that appointment is recalled; or 
 
(ii) the judicial factor is discharged; 

 
(d)  the disqualification attaching to a person who has granted a trust deed or entered into an 

arrangement with their creditors shall cease if and when that person pays their creditors in 
full or on the expiry of five years from the date of their granting the deed or entering into 
the arrangement. 

   

(3) The Scottish Ministers may direct that in relation to any individual person or Board any 
disqualification so directed shall not apply in relation thereto. 

 
(4) For the purposes of paragraph (1)(a) the date of conviction shall be deemed to be the date on 

which the days of appeal expire without any appeal having been lodged, or if an appeal has 
been made, the date on which the appeal is finally disposed of or treated as having been 
abandoned. 
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FORTH VALLEY NHS BOARD 
 

ANNEX B  

 
 

STANDING ORDERS FOR THE PROCEEDINGS AND BUSINESS OF 
FORTH VALLEY NHS BOARD 

 
 
 

COMMITTEE REMITS 
 
 
 
 
 
 

 
 
 
 
 
• Audit Committee 
• Staff Governance Committee 
• Staff Governance Remuneration Sub-Committee 
• Clinical Governance Committee 
• Clinical Governance Ethical Issues Sub-Committee 
• Endowments Committee 
• Performance and Resources Committee 
• Pharmacy Practices Committee 
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FORTH VALLEY NHS BOARD 

AUDIT COMMITTEE 
 
TERMS OF REFERENCE 
 
1. PURPOSE 
 
 The purpose of the Audit Committee is to ensure that NHS Board activities including Patients 

Private Funds and Endowment Funds are: 
 

• within the law and regulations governing the NHS; 
 
• that an effective system of internal control is maintained to give reasonable assurance that 

assets are safeguarded, waste or inefficiency avoided and reliable financial information 
produced and that value for money is continuously sought. 

 
2. COMPOSITION 
 
2.1 Membership 
 
 The membership of the Committee shall consist of five Non-Executive Members of the NHS 

Board.   The Chair of NHS Forth Valley and Executive NHS Board Members are not eligible for 
Membership. 

 
2.2 Appointment of Chairperson 
 
 The Chairperson of the Committee shall be appointed at a full business meeting of Forth Valley 

NHS Board in accordance with Standing Orders. 
 
2.3 Attendance 
 
 The Chief Executive and the Director of Finance of NHS Forth Valley, the Chief Internal Auditor 

and the Statutory External Auditor shall normally attend meetings.  The Committee can request 
the attendance of any officer of NHS Forth Valley.  All NHS Board Members shall have the right 
of attendance and have access to papers, except where the Committee resolves otherwise. 

 
 
3. MEETINGS 
 
3.1 Frequency 
 
 Meetings of the Committee will be timetabled annually to coincide with the important events of 

the year and before important decisions are made. 
 
 Meetings will be held at a minimum of four times per annum.   This timetable should also assist 

with scheduling key items of business to be discussed at each meeting. 
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3.2 Agenda and Papers 
 
 The Agenda and supporting papers will be sent out at least five working days in advance of the 

meetings.   All papers will clearly state the agenda reference, the author, the purpose of the 
paper together with the action the Committee are asked to consider. 

 
3.3 Quorum 
 
 No business shall be transacted unless a minimum of two Audit Committee Members are 

present. 
 
3.4 Minutes 
 
 Formal Minutes will be kept of proceedings and submitted for approval at the next meeting.   

Recognising the issue of the relative timing and scheduling of meetings, Minutes of the Audit 
Committee will be presented in draft form to the next NHS Board Meeting to ensure NHS Board 
Members are aware of issues considered and decisions taken by the respective Committees.   
The draft Minutes will be cleared by the Chair of the Committee and the nominated Lead 
Director prior to distribution. 

 
3.5 Other 
 
 If necessary, meetings of the Committee shall be convened and attended exclusively by 

Members of the Committee and/or the External Auditor or Internal Auditor. 
 
4. REMIT 
 
4.1 Objectives 
 
 The main objectives of the Audit Committee are to ensure that NHS Forth Valley acts within the 

law, regulations and code of conduct applicable to it and that an effective system of internal 
control is maintained.   The duties of the Audit Committee are in accordance with the Public 
Sector Internal Audit Standards and the Scottish Government Audit Committee Handbook. The 
Audit Committee will also periodically review its own effectiveness and report the results of that 
review to the Board and Accountable Officer.   

 
4.2 Internal Control and Corporate Governance 
 

4.2.1 To evaluate the framework of internal control and corporate governance comprising the 
following components: 

 
• Control environment 
• Risk management strategy and procedures 
• Decision-making processes 
• Information and communication 
• Monitoring and corrective action 
• Anti-fraud policies, whistle-blowing processes and arrangements for special 

investigations 
 

4.2.2 To review the system of internal financial control which includes: 
 

• The safeguarding of assets against unauthorised use and disposition. 
• Maintenance of proper accounting records and the reliability of financial information 

used within the organisation or for publication. 
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4.2.3 To ensure the NHS Board’s activities are within the law and regulations governing the 
NHS 

 
4.2.4 To review and recommend approval to the NHS Board of the Risk Management Strategy 

 
4.2.5 To present an annual assurance statement on the above to the NHS Board to support 

the Governance Statement 
 

4.2.6 To take account of the implications of publications detailing best audit practice 
 

4.2.7 To take account of recommendations contained in the relevant reports of the Auditor 
General and the Scottish Parliament 

 
4.3 Internal Audit 
 

4.3.1 To influence, review and approve the Internal Audit Strategic and Annual Plan. 
 

4.3.2 To monitor audit progress and review audit reports.  
 

4.3.3 To monitor the management action taken in response to the audit recommendations 
through an agreed follow-up mechanism. 

 
4.3.4 To consider the Chief Internal Auditor’s annual report and assurance statement. 

 
4.3.5 To review the operational effectiveness of Internal Audit by considering the audit 

standards, resources, staffing, technical competency and performance measures 
 
4.3.6 To ensure there is direct contact between the Audit Committee and Internal Audit and 

the opportunity is given for discussions with the Chief Internal Auditor as required 
without the presence of the Executive Directors. The Chief Internal Auditor must have 
appropriate access to both the Chief executive and the Chair of the Audit Committee. 

 
4.3.7 To review the terms of reference and appointment of the Internal Auditors 

 
 
4.4 External Audit 
 

4.4.1 To review the Audit Strategy and Plan, including the Performance Audit Programme. 
 

4.4.2 To consider all statutory audit material, in particular: 
 

• Audit Reports (including Performance Audit Studies) 
• Annual Reports 
• Management Letters 

 
relating to the certification of the NHS Board. 

 
4.4.3 To monitor management action taken in response to all External Audit recommendations 

including Performance Audit Studies following consideration by the relevant Committee. 
 
4.4.4 To hold meetings with the External Auditors at least once per year without the presence 

of the Executive Directors. 
 

4.4.5 To review the extent of co-operation between External and Internal Audit. 
 

4.4.6 Annually appraise the performance of the External Auditors. 
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4.4.7 To note the appointment and remuneration of External Auditors and to examine any 

reason for the resignation or dismissal of the Auditors. 
 
 
4.5 Standing Orders and Standing Financial Instructions 
 

4.5.1 To review changes to the Standing Orders and Standing Financial Instructions. 
 

4.5.2 To examine the circumstances associated with each occasion when Standing Orders 
are waived or suspended. 

 
4.5.3 To review the Scheme of Delegation. 

 
 
4.6 Annual Accounts 
 

4.6.1 To review annually (and approve) any changes in accounting policy. 
 

4.6.2 To review schedule of losses and compensation payments. 
 

4.6.3 To review and recommend approval to the NHS Board of the Annual Accounts. 
 

4.6.4 To report in the Directors Report on the roles and responsibilities of the Audit Committee 
and actions taken to discharge those. 

 
4.6.5 To review and recommend approval to the NHS Board of the Patients Funds Annual 

Accounts. 
 
 
4.7 Receive reports from the FHS (Family Health Service) Performance Review / Reference Group 

which is responsible for dealing with Primary Care contractor issues and alleged breaches of 
terms of reference. 

 
 
5. OTHER 
 
5.1 The Committee has a duty to review its own performance, effectiveness and terms of reference 

on an annual basis. 
 
5.2 The Committee shall monitor the mechanism to keep up-to-date with changes to topical laws 

and regulations. 
 
5.3 The Chairperson shall submit an Annual Report of the work of the Committee to the NHS 

Board. 
 
5.4 The Committee is authorised to obtain outside legal or other professional advice it considers 

necessary. 
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FORTH VALLEY NHS BOARD 

STAFF GOVERNANCE COMMITTEE 
 
TERMS OF REFERENCE 
 
1.   PURPOSE 
 
1.1 The purpose of the Staff Governance Committee is to provide the NHS Board with the 

assurance that – 
 

• There is a culture within NHS Forth Valley where the highest possible standard of staff 
management is understood to be the responsibility of everyone working in Forth Valley and 
is built upon partnership and collaboration. 

 
• Staff governance mechanisms are in place and effective throughout the local NHS system. 
 
• Performance is reviewed against the Staff Governance standard. 

 
2. COMPOSITION  
 
2.1 Membership 

 
The membership of the Committee shall consist of 4 Non Executive Members of the NHS Board 
one of whom must be the Employee Director and 2 lay representatives from the Trade Unions 
and Professional Organisation nominated by the Area Partnership Forum resulting in 
membership as follows :- 
 
• Two Non-Executive NHS Board Members 
• Chair of the NHS Board  
• Employee Director  
• Two Lay members 

 
2.2 Appointment of Chairperson  

 
The Chairperson of the Committee shall be appointed at a full business meeting of Forth Valley 
NHS Board in accordance with Standing Orders. 
 

2.3 Attendance 
 

The Chief Executive of NHS Forth Valley, Director of Nursing and the Director of Human 
Resources shall normally attend meetings.  The Committee can routinely request the 
attendance of any officer of NHS Forth Valley at its meetings. 

 
All NHS Board Members shall have the right of attendance and have access to papers except 
where the Committee resolves otherwise. 
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3. MEETINGS 
 

3.1 Frequency 
 

Meetings of the Committee will be timetabled annually.  This schedule should also identify the 
key items of business to be discussed at each meeting.  The Committee shall meet as 
necessary to fulfil its remit and Meetings will be held at a minimum of once in every quarter. 

 
3.2 Agenda and Papers  

 
The Agenda and supporting papers will be sent out at least five working days in advance of the 
meetings.  All papers will clearly state the agenda reference, the author, the purpose of the 
paper together with the action the Committee are asked to consider. 

 
3.3 Quorum 

 
No business shall be transacted unless a minimum of two Staff Governance Committee 
Members are present. 

 
3.4 Minutes  

 
Formal Minutes will be kept of proceedings and submitted for approval at the next meeting.   
Recognising the issue of relative timing and scheduling meetings, Minutes of the Staff 
Governance Committee will be presented in draft form to the next NHS Board meeting to 
ensure NHS Board Members are aware of issues considered and decisions taken by the 
respective Committees.  The draft Minutes will be cleared by the Chair of the Committee and 
the nominated lead Executive prior to distribution. 

 
3.5 Remuneration Sub-Committee 

 
Minutes (or draft Minutes) of the Remuneration Sub-Committee will be presented to the next 
Staff Governance Committee.  The Remuneration Sub-Committee remit and membership is 
attached as Annex 1.  The Sub-Committee reports to the Staff Governance Committee. 

 
 
3.6 Other 

 
If necessary, meetings of the Committee shall be convened and attended exclusively by 
Members of the Committee. 

 
4. REMIT 

  
4.1 Objectives  

 
The main objectives of the Staff Governance Committee are to ensure that staff governance 
mechanisms are in place and effective throughout the local NHS System and that performance 
is reviewed against relevant Staff Governance standards.  The Committee shall support the 
creation of a culture within the health system where the delivery of the highest possible 
standard of staff management is understood to be the responsibility of everyone working within 
the system and is built upon partnership and collaboration. 
 

4.2 Systems Assurance and Staff Governance 
  

4.2.1  To receive summary reports from the Area Partnership Forum in relation to Human 
Resource and Organisational Development Strategy and Policies. Policy development 
and approval is delegated to the Area Partnership Forum. 
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4.2.2 To monitor implementation of the Workforce Modernisation Agenda and receive reports 

from the Workforce in Transition Implementation Group. 
 
4.2.3 To commission the introduction of structures and processes which ensure that delivery 

against the Staff Governance Standard is being achieved. 
 
4.2.4 To ensure consistency of policy and equity of treatment of employees 
 
4.2.5 To ensure that a consistent approach to the job evaluation is in place 
 
4.2.6 To monitor Workforce Plan development and its associated action plan 

 
4.2.7 To ensure that an appropriate approach is in place to deal with staff risk management 

(including staff and patient safety) across the system working within NHS Forth Valley 
Risk Management Strategy. 

 
4.2.8 To provide staff governance information for the statement of internal control 

 
Internal Review 

 
4.3.1 To monitor and evaluate strategies and implementation plans relating to people 

management. 
 

4.3.2 To review staff survey results and to monitor implementation of agreed action plans. 
 

4.3.3 To monitor performance in NHS Forth Valley in 
 

• Staff communications 
• learning and development 
• partnership working (through links with Area Partnership Forum) 
• safe and healthy working environment 
• Human Resource Policies and Procedures 

 
4.3.4 To propose and support any policy amendment, funding or resource submission to 

achieve the Staff Governance Standard recognising that such proposals will require to 
be assessed as part of the over-arching local prioritisation process. 

 
4.3.5  To receive minutes from Health and Safety Committee and to monitor governance 

arrangements as they relate to staff. 
 

4.4 External Review 
 

4.4.1 To take responsibility for the timely submission of all staff governance information 
required for national monitoring arrangements and ensure follow-up action is taken in 
respect of relevant external reviews such as Audit Reports. 

 
4.4.2 To oversee the implementation of Everyone Matters, the national workforce vision and 

related workforce strategies. 
 
• Partnership Information Network Guidelines  
• Fair for All  

 
4.4.3 To review all appropriate Performance elements routinely.     
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5. Other 
 
5.1 The Committee has a duty to review its own performance, effectiveness, including running costs 

and Terms of Reference on an annual basis  
 

5.2 The Chairman shall submit an Annual Report on the work of the Committee to the NHS Board.
        

5.3 The Committee is authorised to obtain professional advice it considers necessary. 



 
 

Date Approved  :  March  2017 
Review Date     :   February  2018  23 

FORTH VALLEY NHS BOARD 
 
ANNEX 1   STAFF GOVERNANCE REMUNERATION SUB-COMMITTEE 
 

TERMS OF REFERENCE 
 
1. Purpose  
 
1.1 The Committee shall be known as the Remuneration Sub-Committee of the Staff Governance 

Committee. Its main function is to ensure the application and implementation of fair and 
equitable pay systems on behalf of the Board, as determined by Ministers and SGHD and 
described in MEL(1993)114 and subsequent amendments. The Remuneration Committee will 
also, through the Staff Governance Committee be required to provide assurance that systems 
and procedures are in place to manage the issues set out in MEL (1993)114 (amended) so that 
the overarching staff governance responsibilities can be discharged. The Staff Governance 
Committee will not be given the detail of confidential employment issues that are considered by 
the Remuneration Sub-Committee; these can only be considered by Non-Executive Directors of 
the Board. It shall approve performance management arrangements and terms and conditions 
for the Chief Executive and Executive Directors, monitor and review Executive cohort and 
Senior Managers performance. 

 
2. Composition  
 
2.1 Membership 
 

The Remuneration Sub-Committee members will be appointed by the NHS Board and will 
consist of 

 
• The Chairman of the NHS Board  
• Two Non-Executive Directors including Chair of Staff Governance Committee 
• Employee Director 

 
2.2 Attendance 

 
The Chief Executive and Director of Human Resources will attend meetings of the Remuneration 
Sub-Committee as Professional Advisers and Assessors and provide appropriate support.  They 
will not be present when the terms and conditions for their own posts are being discussed. 

 
2.3 Appointment  of Chairperson  

 
The Chair of Staff Governance Committee will act as Chairman of the Remuneration Sub-
Committee 

 
3. Meetings 

 
3.1 Frequency of Meetings 

 
Meetings of the Committee will be timetabled annually.  This schedule should also identify the 
key items of business to be discussed at each meeting. 
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The Committee shall meet as necessary to fulfil its remit and meetings will be held at a 
minimum of once every quarter. 
 

3.2 Agenda and Papers 
 

The Agenda and supporting papers will be sent out at least five working days in advance of the 
meetings.  All papers will clearly state the agenda reference, the author, the purpose of the 
paper, together with the action the Sub-Committee are asked to consider. 

 
3.3 Quorum 

 
No business shall be transacted unless a minimum of two Sub-Committee Members are 
present. 

 
3.4 Minutes 

 
Formal Minutes will be kept of proceedings and submitted for approval at the next meeting.  
Recognising the issue of relative timing of meetings, Minutes of the Remuneration Sub-
Committee will be presented in draft form to the next Staff Governance Committee to ensure 
awareness of issues considered and decisions taken by the respective Sub-Committee.  The 
draft Minutes will be cleared by the Chair of the Sub-Committee and the nominated lead 
Executive. 

 
3.5 Other 

 
In order to fulfil its remit, the Remuneration Sub-Committee can obtain whatever professional 
advice it requires and invite if necessary external experts to meetings. 
 

 
4. Remit 
 

4.1  To agree all terms and conditions of employment of the Chief Executive and Executive Directors 
and other designated posts of the NHS Board in the following respects: 

 
• Content and format of job descriptions  
• Terms of employment including tenure  
• Basic pay 
• Individual performance pay 
• Group performance pay  
• Benefits including pension, superannuation arrangements, removal arrangements and motor 

cars 
• Annual salary review. 
 

4.2 To receive reports as appropriate from the Director of Human Resources on Executive Level 
Grading Decisions.   

 
4.3 The NHS Board will consider and approve annually the Forth Valley Corporate Plan, from which 

all corporate objectives will be determined.  The Remuneration Sub Committee will then 
determine the corporate objectives for the Chief Executive and Executive Directors of the NHS 
Board are at the start of the year in which performance is assessed by  

 
• Receiving a report from the Chairman of the NHS Board on the Board Chief Executive's 

proposed objectives. 
 
• Receiving a report from the Chief Executive on the proposed objectives for the other 

Executive Directors of the NHS Board. 
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• Receiving reports mid year on performance of objectives. 
 
• Receiving reports at the end of the year including information on weightings and ratings for 

salary determination. 
 

4.4       To agree the NHS Board arrangements for performance management of senior management 
and ensure that the performance of the Executive Members is rigorously assessed against 
agreed objectives within the terms of the performance management arrangements referred to 
above. 
 

4.5 To regularly review the NHS Board's policy for the remuneration and performance management 
of Senior Management in the light of guidance issued by the Scottish Government Health 
Department.  
 

4.6 The Sub-Committee has a duty to review its own performance, effectiveness and Terms of            
Reference on an annual basis.  
 

4.7  To ensure that a consistent approach to job evaluation is in place.    
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FORTH VALLEY NHS BOARD   

CLINICAL GOVERNANCE COMMITTEE 
 
TERMS OF REFERENCE 

 
 1. PURPOSE 

 
The purpose of the Clinical Governance Committee is to provide the NHS Board with 

 
• Systems Assurance – to ensure that clinical and information governance mechanisms are in 

place and effective throughout the local NHS system and services that are commissioned 
from independent providers and other partner agencies. 

 
• Public Health Governance – to ensure that the principles and standards of clinical 

governance are applied to the health improvement and health protection activities of the 
NHS Board. 

 
 
2. COMPOSITION 
 
2.1 Membership 
 
 The Membership of the Committee shall consist of 
 

• Two Non-Executive Members of the NHS Board 
• Chair of Area Clinical Forum 
• Two Members of the NHS Forth Valley Public Involvement Network 

 
 
2.2 Appointment of Chairperson 
 

The Chairperson of the Committee shall be appointed at a full business meeting of Forth Valley 
NHS Board in accordance with Standing Orders. 

 
 
2.3 Attendance 
 

The Chief Executive of NHS Forth Valley, the Medical Director, the Nurse Director, the Director 
of Public Health & Strategic Planning and the Director of Pharmacy. Additionally the Deputy 
Director of Human Resources with responsibility for staff governance, the Head of Clinical 
Governance and the Infection Control Manager shall also normally attend.  The Committee can 
request the attendance of any officer or family practitioner of NHS Forth Valley at its meetings.       

 
All NHS Board Members shall have the right of attendance and have access to papers except 
where the Committee resolves otherwise. 
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3. MEETINGS 
 

3.1 Frequency 
 
Meetings of the Committee will be timetabled annually.  This schedule should also identify the 
key items of business to be discussed at each meeting.   
 
The Committee shall meet as necessary to fulfil its remit and Meetings will be held at a 
minimum of once in every quarter. 
 

3.2 Agenda and Papers 
 
The Agenda and supporting papers will be sent out at least five working days in advance of the 
meetings.  All papers will clearly state the agenda reference, the author, the purpose of the 
paper together with the action the Committee are asked to consider. 

 
3.3 Quorum 

 
No business shall be transacted unless a minimum of two Non Executive Members are present 
 

3.4 Minutes 
 
Formal Minutes will be kept of proceedings and submitted for approval at the next meeting. 
 
Recognising the issue of relative timing and scheduling of meetings, Minutes of the Clinical 
Governance Committee will be presented in draft form to the next Board Meeting to ensure 
NHS Board Members are aware of issues considered and decisions taken by the respective 
Committees.  The draft Minutes will be cleared by the Chair of the Committee and the 
nominated lead Director prior to distribution. 
 

3.5 Other 
 
If necessary, meetings of the Committee shall be convened and attended exclusively by 
members of the Committee. 

 
3.6 Clinical Governance Working Group 
 

Minutes (or draft Minutes) of the Clinical Governance Working Group will be presented to the 
next Clinical Governance Committee.  The Clinical Governance Working Group reports to the 
Clinical Governance Committee.  

 
3.7 Ethical Issues Sub-Committee 
 

Minutes (or draft Minutes) of the Ethical Issues Sub-Committee will be presented to the Clinical 
Governance Committee following the meeting of the Sub-Committee.    The Committee meets 
on an ad hoc basis as required. The Sub-Committee reports to the Clinical Governance 
Committee 

 
 
3.7       Organ Donation Sub-Committee 

 
Minutes (or draft Minutes) of the Organ Donation Sub-Committee will be presented to the next 
Clinical Governance Committee.  The Sub-Committee reports to the Clinical Governance 
Committee 
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4. REMIT 
 

4.1 Objectives 
 
The main objectives of the Clinical Governance Committee are to provide:- 
 
• Systems Assurance – to ensure that clinical governance mechanisms including information 

governance are in place and effective throughout the local NHS system. 
 
• Public Health Governance – to ensure that the principles and standards of clinical 

governance are applied to the health improvement and health protection activities of the 
NHS Board 

 
4.2 Remit 
 
 The overall remit of the Committee shall be to: 

 
4.2.1 Ensure that appropriate Clinical Governance systems are in place across all parts of 

NHS Forth Valley. 
 
4.2.2 Ensure that appropriate Information Governance systems are in place across all parts of 

NHS Forth Valley 
 
4.2.3 Ensure that an overall approach to clinical quality improvement is in place across NHS 

Forth Valley   
 
4.2.4 Ensure that an appropriate approach is in place to deal with clinical risk management 

(including staff and patient safety) across the system working within NHS Forth Valley 
Risk Management Strategy 

 
            4.2.5 Identify priorities for action as a result of the work of the Committee 
 
4.3 Responsibilities 

 
 The responsibilities of the Committee shall be to:- 
 

4.3.1 Ensure that all elements of the Clinical Governance Strategy are being adequately taken 
forward. Co-ordinate the clinical governance work within acute care and primary and 
community care to ensure that the clinical governance strategy is implemented 
effectively and efficiently across the system. 

 
4.3.2 Ensure that appropriate standards of clinical governance are being applied to the health 

improvement and health protection activities of the Board. 
 

4.3.3 Ensure that follow-up action is taken in relation to Health Improvement Scotland and 
other external reviews to provide assurance that the quality of services is being 
improved. 

 
4.3.4 Promote positive complaints handling, advocacy and feedback including learning from 

adverse events and near misses. 
 

4.3.5 Ensure review of clinical governance objectives bi-annually to gain assurance across the 
whole NHS system with appropriate monitoring and action planning. 
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4.3.6 Ensure systems dealing with revalidation/fitness to practice are in place. 
 
4.3.7 Review performance in management of clinical and population-based risk and delivery of 

services, including emergency planning and service continuity planning 
 

4.3.8 Promote work in partnership with outside agencies, such as Scottish Ambulance Service 
and NHS 24. 

 
4.3.9 Receive regular reports that allow the Committee to assure the Board on key clinical 

priorities e.g. the Patient Safety Programme, HAI, Child Protection and Research 
Governance. 

 
4.3.10 Receive reports from the, NHS Forth Valley Prevention & Control of Infection 

Committee, and Child Protection Action Group Quarterly Report.  
 
 

5. OTHER 
 

5.1 The Committee has a duty to review its own performance, effectiveness, including running costs 
and terms of reference on an annual basis. 
 

5.2 The Chairman shall submit an Annual Report on the work of the Committee to the NHS Board. 
 

5.3 The Committee is authorised to obtain professional advice it considers necessary. 
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FORTH VALLEY NHS BOARD 

ETHICAL ISSUES SUB-COMMITTEE 
 
TERMS OF REFERENCE 
 
1.    PURPOSE 

 
The Ethical Issues Sub-Committee will ensure that ethical issues are given due consideration 
appropriate to an NHS provider of healthcare. 

 
 
2. COMPOSITION  
 
2.1 Membership 

 
The membership of the Committee shall consist of: 
 
• Chair of the Forth Valley Clinical Governance Committee 
• Non Executive Director of NHS Forth Valley 
• Medical Director 
• Head of Spiritual Care Services 

 
 

2.2 Appointment of Chairperson  
 

The Chairperson of the Committee shall be appointed at a full business meeting of the Clinical 
Governance Committee. 

 
2.3 Attendance 

 
The Committee can obtain professional advice required and request the attendance of any 
officer of NHS Forth Valley to attend meetings. 

 
All NHS Board Members shall have the right of attendance and have access to papers except 
where the Committee resolves otherwise. 
 
 

3. MEETINGS 
 

3.1 Frequency 
 

The Committee shall meet as appropriate to fulfil its remit.  Meetings will be held as necessary 
where there is business to consider. 
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3.2 Agenda and Papers  
 

The Agenda and supporting papers will be sent out at least five working days in advance of the 
meetings.  All papers will clearly state the agenda reference, the author, the purpose of the 
paper together with the action the Committee are asked to consider. 

 
3.3 Quorum 

 
No business shall be transacted unless a minimum of two Committee Members are present. 

 
3.4 Minutes  

 
Formal Minutes will be kept of proceedings and submitted for approval at the next meeting, 
recognising the issue of relative timing of meetings.   Minutes of the Ethical Issues Sub-
Committee will be presented in draft form to the next Clinical Governance Committee meeting to 
ensure Clinical Governance Committee Members are aware of issues considered and decisions 
taken.  The draft Minute will be cleared by the Chair of the Committee and the nominated lead 
Executive prior to distribution. 
 

3.5 Other 
 

If necessary, meetings of the Committee shall be convened and attended exclusively by 
Members of the Committee. 

 
 
4. REMIT 

  
4.1 Objectives  

 
The main objectives of the Ethical Issues Sub-Committee are to ensure that the purpose is met.   
 
To ensure the purpose is met, the group is responsible for the following: 

 
 To consider in detail all issues remitted and bring forward advice, judgements and 

recommendations to the Clinical Governance Committee, which maintain integrity an 
highest level of public confidence in NHS Forth Valley 

 To ensure issues referred are competent having been through an appropriate referral 
process 

 To determine if the issue is subject to legal process or whether there is an indication it may 
be subject to such a process, in which case any consideration by the Committee should be 
suspended 

 To examine and address education and training needs of members and others asked to 
attend. 

 To consider if other reasonable means of resolving the issue have been exhausted and 
refer the issue to an alternative process where this is not the case 

 To, where necessary, clarify the “question” being asked together with tee options and their 
potential implications and impacts 

 To seek all reasonable opinion and evidence to allow informed discussion 
 To be familiar with any significant legal or regulatory issues that may relate to the matter in 

question; this includes “case studies” and conclusions reached by others on similar matters 
 To analyse the issue using any suitable or relevant methodologies such as risk 

management 
 To provide reports to the Clinical Governance Committee that clearly set out the issues, 

analysis undertaken and recommendations 
 
 



 
 

Date Approved  :  March  2017 
Review Date     :   February  2018  32 

5. OTHER 
 
5.1 The Committee has a duty to review its own performance, effectiveness, including running costs 

and Terms of Reference on an annual basis  
 

5.2  Reports will conform to national and NHS Forth Valley Information Governance standards and 
should not divulge any personal information without consent 
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FORTH VALLEY NHS BOARD  
  

ENDOWMENTS COMMITTEE  
  
TERMS OF REFERENCE  
  
 
1.  PURPOSE  
  

The purpose of the Endowments Committee is to ensure that endowment funds held in trust 
comply with the relevant laws and regulations and that an effective system of financial control is 
in place.  In so far as they are able, the Committee would manage the Endowments Funds in 
accordance with the wishes of donors. 

  
  
2.  COMPOSITION  
  
2.1 Trustees  
  

All Members of the Forth Valley NHS Board shall be Members of the Endowment Fund.  
  
2.2  Membership of Endowments Committee  

  
The membership of the Committee shall consist of all Members of Forth Valley NHS Board.  
  
It is expected that as a matter of routine three Non-Executive Members, the Chief Executive and 
the Director of Finance shall attend meetings.  
  

2.3 Appointment of Chairperson  
  

The Chairperson of the Committee shall be appointed at a full business meeting of Forth Valley 
NHS Board in accordance with Standing Orders.  
  

2.4 Attendance  
  
The Lead Director for NHS Forth Valley Endowment Funds shall normally attend meetings.  The 
Endowment Fund’s Investment Advisors shall attend as required but at least annually. The 
appointed Endowment Auditors shall attend as required.  
  
The Committee can request the attendance of any officer of NHS Forth Valley.  
  
All Forth Valley NHS Board Members shall have access to the papers of the Committee.  
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3. MEETINGS  
  
3.1 Frequency of Meetings  
  
  Meetings of the Committee will be timetabled annually.  This schedule should also identify the 

key items of business to be discussed at each meeting.  
  
  The Committee shall meet as necessary to fulfil its remit and meetings will be held at least three 

times per year of which one meeting will be held to review the audited Annual Accounts and 
associated year-end reports.  

  
 3.2 Agenda and Papers  
  
  The Agenda and supporting papers will be sent out at least five working days in advance of the 

meetings.  All papers will clearly state the agenda reference, the author, the purpose of the 
paper, together with the action the Committee are asked to consider.  

  
3.3 Quorum  
  
  No business shall be transacted unless a minimum of three Endowment Committee Members 

are present.  
  
3.4 Minutes  
  
  Formal Minutes will be kept of proceedings and submitted for approval at the next meeting.  

Recognising the issue of relative timing and scheduling of meetings, Minutes of the 
Endowments Committee will be presented in draft form to the next Forth Valley NHS Board 
Meeting.  The draft Minutes will be cleared by the Chair of the Committee and the nominated 
Lead Director.  

 
3.5 Bursary Committee 
 

The Bursary Committee reports to the Endowment Committee. Recognising the issue of relative 
timing and scheduling of meetings, Minutes (or draft Minutes) of the Bursary Committee will be 
presented to the next Endowment Committee. 

 
4. REMIT  
  
  The main objectives of the Endowments Committee are:  
  

4.1  To ensure that financial statements comply with the Charities and Trustee Investment 
(Scotland) Act 2005, Regulation 8 of the Charities Accounts (Scotland) Regulations 
2006, United Kingdom Generally Accepted Accounting Practice and appropriate NHS 
legislation. 

 
4.2 To accept hold and administer legacies, donations and grants that may be used for 

purposes relating to Health Service functions or to research.  
  
4.3 To appoint Investment Advisors to ensure best possible investment advice is available to 

invest in the best interests of the Fund.   The Advisors should be appropriately regulated 
by the Financial Conduct Authority.   

 
4.4 To monitor investment performance and agree distribution of investment income.  
  
4.5  To consider recommendations for use of funds and to approve a Scheme of Delegation 

for Endowment Funds.  
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4.6  To approve an annual budget for unrestricted funds against plan and monitor 

expenditure of funds.  
  
4.7 To review the system of internal control including evaluating the control environment and 

decision-making process.  To receive Internal Audit Reports in respect of Endowment 
Funds  

  
4.8 To appoint the External Auditor for the Endowment Fund and to review the Management 

Letter to the Annual Accounts  
  
4.9 To adopt the audited Annual Accounts and to review the Endowment Fund Annual 

Report  
  
  
5. OTHER  
  

5.1 The Committee has a duty to review its own performance, effectiveness including 
running costs and Terms of Reference on an annual basis.  

   
5.2 The Chairperson shall submit an Annual Report of the work of the Committee to Forth 

Valley NHS Board.  
  
5.3 The Committee is authorised to obtain professional advice it considers necessary.  
 
5.4 The Committee should ensure compliance with the requirements of the Office of the 

Scottish Charity Regulator including the submission of an Annual Monitoring Return.  
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FORTH VALLEY NHS BOARD 
      
PERFORMANCE AND RESOURCE COMMITTEE 
 
TERMS OF REFERENCE 
 
 
1. Purpose 
 
 The purpose of the Performance and Resources Committee is: 
  

o To scrutinise, on behalf of the Board, all financial and operational performance ensuring that 
corrective actions are taken as required and improvements in performance acknowledged. 

 
o To oversee the ongoing development of a performance management culture in the 

organisation where performance management is seen as part of the day job striving for 
excellence and focussing on improvement in all aspects of NHS Board business. 

 
o Ensure the production of an Annual Plan, incorporating the Board’s Financial Plan/Capital 

Plan/LDP and setting out the overall direction for the year for Board approval.  The 
Committee will also ensure actions are in place to support the delivery of the plan. 

 
2. Composition 
 
 2.1 Membership 
 

The membership of the Performance and Resource Committee shall consist of:  
 
• 6 Non-Executive Directors of the Board 3 of which should be the Chairs of the 

Clinical Governance, Staff Governance and Audit Committees, and 1 of which 
should be a Local Authority member 

• Chief Executive  
• Director of Finance 
• Medical Director 
• Director of Nursing 
• Director of Human Resources 
• Director of Public Health and Strategic Planning 
• Director of Estates and Facilities 

 
 

2.2 Appointment of Chairperson 
 

The Chairperson of the Performance and Resource Committee shall be appointed at a 
full business meeting of Forth Valley NHS Board in accordance with Standing Orders. 
 

 2.3 Attendance 
 

The Head of Communications and the Head of Performance Management & 
Governance shall normally attend meetings. 
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The Committee can request the attendance of any officer of NHS Forth Valley at its 
meetings. 

 
All NHS Board Members shall have the right of attendance and have access to papers 
except where the Committee resolves otherwise. 
 
The Committee shall have the right to invite, as required, external experts to attend 
meetings.  

 
 
3. Meetings 
 
 3.1 Frequency  
 

Meetings of the Performance and Resource Committee will be timetabled bimonthly on 
the month opposite to the NHS Board meeting.   The meeting schedule should also 
identify the key items of business to be discussed at each meeting. 
 
The Performance and Resource Committee shall meet as necessary to fulfil its remit and 
meetings will be held at a minimum of bimonthly. 

 
 3.2 Agenda and Papers 
 

The Agenda and supporting papers will be sent out at least five working days in advance 
of the meetings. All papers will clearly state the agenda reference, the author, the 
purpose of the papers together with the action the Performance and Resource 
Committee is asked to consider. 

 
 3.3 Quorum 
 

No business shall be transacted unless a minimum of two non-Executive Members and 
two Executive Directors are present. 

 
3.4 Minutes 

 
Formal Minutes will be kept of proceedings and submitted for approval at the next 
meeting. 
 
Recognising the issue of relative timing and scheduling of meetings, Minutes of the 
Performance and Resource Committee will be presented in draft form to the next Board 
Meeting to ensure NHS Board members are aware of issues considered and decisions 
taken. The draft Minutes will be cleared by the Chair of the Performance and Resource 
Committee and the nominated Lead Director prior to distribution. Given the potential for 
Minutes to contain In Confidence information, these Minutes may require to be 
considered in a closed session of the NHS Board. 

 
4. Remit 
 
 The main objectives of the Performance and Resources Committee shall be: 
 

4.1 Corporate Planning 
 
• Ensure the production of an Annual Plan, incorporating the Board’s Financial 

Plan/Capital Plan/LDP, setting out the overall direction for the year for Board 
approval. 
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• Ensure actions are in place to support delivery of the Annual Plan.   
• Monitor progress against the Annual Plan, ensuring delivery against plan is 

achieved. 
 

4.2 Performance Management 
 
• Support the development of a performance culture within NHS Forth Valley which 

will drive continuous quality improvement. 
• Approve the Board Performance Management Framework. 
• Review the Board’s overall performance, strategic policy and planning objectives, 

the Efficiency, Productivity Quality and Innovation Programme and ensure 
mechanisms are in place to promote best value, improved efficiency and 
effectiveness. 

• Ensure a rigorous and systematic approach to performance monitoring and 
reporting is in place to enable more strategic and better informed discussions to 
take place at the full Board. 

• Adopt a risk based approach to performance through routine review of the 
Balanced Scorecard, focussing on areas of corporate concern identified as 
requiring an additional strategic and collective approach to ensure delivery 
against performance targets. 

• Maintain an overview of the Corporate Risk Register reviewing risk appetite and 
agreeing appropriate escalation to the Board. 

 
4.3 Finance and Efficiency 

• Review Financial Performance, focussing on areas of corporate concern which 
may require corporate decision making to enable delivery against plan. 

• Review the Board’s savings plans to ensure that these deliver as required to 
support the Board’s financial plan. 

• Review the Board’s performance in relation to internal and external reports 
including benchmarking and efficiency indicators and to support opportunities for 
improving the Board’s performance. 

 
4.4 Property and Asset Management 

 
• Ensure the Property and Asset Management Strategy is developed and the 

procedures are in place to ensure that it is maintained, reviewed and remains 
deliverable. 

• Review all proposed property acquisitions and disposals in accordance with the 
NHS Property Transactions Handbook ensuring that due process has been 
followed to permit Board approval to proceed. 

• Approve Change Control notifications exceeding £20,000 for the Board’s PFI 
facilities. 

 
4.5 Capital Projects 

 
• Review overall development of major schemes including capital investment 

business cases and consider the implications of time slippage and / or cost 
overrun.  Instruct and review the outcome of the post project evaluation 

• Review reports on significant capital projects. 
• Review compliance with relevant legislation and requirements of the Scottish 

Capital Investment Manual (SCIM). 
• Review periodically policies relating to capital projects and major equipment. 
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5. OTHER 

5.1 The Performance and Resource Committee has a duty to review its own performance 
and effectiveness including running costs and terms of reference on an annual basis. 

5.2 The Performance and Resources Committee is authorised to obtain professional advice 
if it considers necessary. 

5.3 The Chairperson shall submit an Annual Report of the work of the Performance and 
Resources Committee to the Board. 
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FORTH VALLEY NHS BOARD                               

PHARMACY PRACTICES COMMITTEE 
 
TERMS OF REFERENCE 
 
 1. PURPOSE 

 
1.1 The Committee shall be known as the Pharmacy Practices Committee and shall consider, 

determine and approve/reject applications for inclusion in the Pharmaceutical List in accordance 
with the NHS (Pharmaceutical Services)(Scotland)Regulations 2009 and the NHS 
(Pharmaceutical Services)(Scotland) Amendment Regulations 2011 (SSI 2011 No. 32) and 
2014 (SSI 2014 No. 148).  

 
1.2     The Committee shall, within 10 working days of taking its decision, give written notification of it 

to the Board with reasons for that decision. 
 
2. COMPOSITION 
 
2.1 Membership 
 

The Pharmacy Practices Committee is appointed by the Board and shall consist of seven 
(unless the Application is for premises in a neighbourhood or an adjacent neighbourhood to the 
location of a dispensing practice, in which case an additional member will be appointed by the 
Board from persons nominated by the Area Medical Committees 7) Members of  whom: 
 
2.1.1 One (Chair) shall be a Non-Executive Member of the Board appointed as Chair of the 

Pharmacy Practices Committee and shall not be nor have previously been, a Doctor, 
Dentist, Ophthalmic Optician or Pharmacist or an employee of a Doctor, Dentist, 
Ophthalmic Optician or Pharmacist;  
 

2.1.2 three shall be Pharmacists of whom: 
 

            2.1.2.1 one shall be a Pharmacist whose name is not included in a Pharmaceutical 
List and who is not an employee of a person whose name is so listed and who 
shall be appointed from a list of persons nominated by the Area 
Pharmaceutical Committee;  and 

 
2.1.2.2  two shall be Pharmacists whose names are either included on a 

Pharmaceutical List or are employees of a person whose name is on such a 
list and shall be appointed from a list of persons nominated by the Area 
Pharmaceutical Committee; and  

 
2.1.3 three shall be Lay Persons appointed by NHS Forth Valley, other than from members of 

the Board, and shall not be nor have previously been a Doctor, Dentist, Ophthalmic 
Optician or Pharmacist or an employee of person who is a Doctor, Dentist, Ophthalmic 
Optician or Pharmacist.  

 
2.1.4    In circumstances  where the premises that are the subject of the Application are located 

in the same neighbourhood as premises from which a dispensing doctor dispenses the 
Pharmacy Practices Committee shall have an additional member appointed by the Board 
from persons nominated by the Area Medical Committee    
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2.2 Appointment of Deputies 
 

The Board shall also appoint deputies including, as the case may be for 2.1.4 for each 
Committee Member using the same criteria as set out in 2.1. 
 

2.3  Eligibility 
 
The Board shall ensure in appointing Members and Deputies to the Pharmacy Practices Sub-
Committee that the eligibility criterion set out in the National Health Service (General 
Pharmaceutical Services) (Scotland) Regulations 2009 the NHS (Pharmaceutical 
Services)(Scotland) Amendment Regulations 2011 and 2014 (SSI 2014 No. 148) and in 
accordance with the provision of The Health Act 1999 are met. 

  
            If nominations are not made available before such a date as the Board may determine, the 

Board may appoint as a member a person who satisfies the appropriate criteria specified in 2.1 
to 2.1.4. 

 
2.4 Review 

 
Membership shall be reviewed annually. 

 
2.5 Attendance 
 
           The Board may appoint an independent legal assessor to attend to provide legal and technical 

advice during the hearing. 
 
 A person shall attend for the purpose of taking an accurate note of the Pharmacy Practices 

Committee meeting. 
 

3. MEETINGS 
 
3.1 The Pharmacy Practices Committee shall meet as necessary to fulfil its remit. 
 
3.2 The agenda and supporting papers will be sent at least five days before the date of the meeting.  

In any case where oral representations are being heard, at least 7 days notice of the date fixed 
for the meeting shall be given to all parties. 

 
3.3        Quorum 
 
 No business will be conducted at the meeting of the Pharmacy Practices Committee unless five 

Members or deputies are present of whom: 
 

3.3.1 one shall be the Chair of the Committee or deputy Chair; 
 
3.3.2 one shall be a non-contractor Pharmacist in accordance with 2.1.2.1 or deputy; 
 
3.3.3 one shall be a contractor Pharmacist in accordance with 2.1.2.2 or deputy; and 
 
3.3.4 two shall be Lay Persons in accordance with 2.1.3 or deputy. 
 
3.3.5 In circumstances  where the premises that are the subject of the Application are located 

in the same neighbourhood as premises from which a dispensing doctor dispenses the 
Pharmacy Practices Committee shall have an additional member appointed by the 
Board from persons nominated by the Area Medical Committee    
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3.4 Formal minutes will be kept of the proceedings of the Committee and approved by Members or 

deputies in accordance with 3.3, with the decision and the reasons for that decision reported to 
the Board.  A copy of the Minutes of the NHS Forth Valley Pharmacy Practices Committee will 
be submitted to the NHS Board for noting 

 
3.5 Each application submitted to the Pharmacy Practices Committee under Regulation 5 (10) shall 

be discussed by all Members present at the meeting but shall be determined by the following 
Members (or their deputies) after the Non Contractor and Contractor Pharmacists appointed by 
the Pharmacy Practices Committee and, if present, the member nominated by the Area Medical 
Committee, have withdrawn. 

 
 3.5.1 Lay Persons in accordance with 2.1.3. 
 
3.6 The Chair or deputy Chair shall not be entitled to vote in respect of a determination of an 

application submitted under Regulation 5 (10) but in the case of an equality of votes under 3.5 
shall have a casting vote. 

 
3.7 In the case of all other matters considered under Regulation 5(10) except in respect of an 

application submitted under Regulation 5(10) all Members of the Committee present shall 
determine the matter. 

 
3.8 In the case of urgent matters the Chair, or in their absence, the deputy Chair shall be 

empowered by the Committee to determine matters within the remit of the Committee with the 
exception of applications submitted under Regulation 5(10) in circumstances where it is 
necessary that, as a matter or urgency, a decision should be reached between scheduled 
meetings of the Committee. 

 
3.9 Any decision taken under 3.8 shall be reported to the next meeting of the Committee for 

endorsement. 
 
4.  REMIT 

 
4.1 The Committee shall determine and approve/reject applications for inclusion in the 

Pharmaceutical List as defined in terms of Regulation 5(10) and paragraph 3 of schedule 3 of 
the National Health Service (General Pharmaceutical Services) (Scotland) Regulations 2009, 
the National Health Service (Pharmaceutical Services)(Scotland)Amendment Regulations 2011  
and 2014 (SSI 2014 No. 148) and in accordance with The Health Act 1999. 

 
4.2 The Committee shall also be empowered to exercise other functions as are delegated to it by 

Forth Valley NHS Board under the National Health Service (General Pharmaceutical Services) 
(Scotland) Regulations 2009, the National Health Service (Pharmaceutical 
Services)(Scotland)Amendment Regulations 2011 and 2014 (SSI 2014 No. 148) and in 
accordance with The Health Act 1999 to the extent that those functions are not delegated to an 
Officer under the Scheme of Delegation. 

 
4.3 Any Officer with delegated authority in respect of the provisions of the General Pharmaceutical 

Services under Part II of the National Health Service (Scotland) Act 1978, may refer to the 
Committee for determination of any matter within the Officer’s delegated authority either as a 
matter of policy or in respect of a specific issue and the Committee shall be authorised to 
determine such matters. 

 
4.4 In exercising and considering all applications submitted to it, the Committee shall have regard to 

the provisions of the National Health Service (General Pharmaceutical Services) (Scotland) 
Regulations 2009 , the National Health Service (Pharmaceutical 
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Services)(Scotland)Amendment Regulations 2011 and 2014 (SSI 2014 No. 148) and The 
Health Act 1999 with particular reference to: 

 
 4.4.1 consultation with interested parties, appropriate members of the public ; and 
 
 4.4.2 criterion for the granting of new pharmaceutical contracts. 
 
 
5. AUTHORITY 
 
5.1 The Committee is authorised to investigate any activity within its terms of reference.  It is 

authorised to seek any information it requires from any employee and all employees are 
directed to co-operate with any request made by the Committee. 

  
5.2 The Committee has a duty to review its own performance, effectiveness including running costs 

and terms of reference on an annual basis. 
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FORTH VALLEY NHS BOARD       
 
ANNEX C    STANDING ORDERS 
 
SCHEME OF DECISIONS RETAINED BY FORTH VALLEY NHS BOARD 
 
 
The Code of Accountability requires the NHS Board to adopt a Schedule of Decisions that are reserved 
for the NHS Board. 
 
The following decisions are for determination by the NHS Board:- 
 
1. Values and aims of Forth Valley NHS Board 
 
2. Forth Valley Corporate Plan including the Local Delivery Plan and Regional Planning issues 
 
3. Strategic Health Service Plans, all Business Cases where Capital Investment exceeds £1m. 
 
4. Five Year Financial Plan and Annual Financial Plan 
 
5. Five Year Capital Plan and Annual Capital Plan 
 
6. Endorsement of jointly published plans with public sector partners 
 
7. Standing Orders including Decisions retained by the Board and the Scheme of Delegation 
 
8. Standing Financial Instructions 
 
9. Establishment, terms of reference, reporting arrangements and membership of all Committees 

acting on behalf of the NHS Board 
 
10. NHS Board Members’ Register of Interests 
 
11. Approval of NHS Board Annual Report and Annual Accounts 
 
12. Financial and Performance Management Reporting Arrangements 
 
13. Arrangements for approval of policies required as a result of national guidelines with the 

exception of Human Resource policies (see Staff Governance Committee remit) 
 
14. Recommendations to the Scottish Government relating to the closure or change of use of 

hospitals 
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15. Acquisition and disposal of any land and property above £ 250,000 
 
16. Appointment of Executive Directors of Forth Valley NHS Board 
 
17. Appointment of Management Consultants/Advisors where contract value exceeds £100,000 
 
19. Approval of delegation of any function to an agency outwith the National Health Service 
 
 
The Chief Executive is authorised to take such measures as may be required in emergency situations, 
subject to advising, where possible, the Chairperson and the Vice Chairperson of the Board and the 
relevant Standing Committee Chairperson. Where such powers are envoked these shall be formally 
reported to the next relevant Standing Committee or NHS Board Meeting as appropriate. 
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FORTH VALLEY NHS BOARD       
 
ANNEX D   STANDING ORDERS 
 
SCHEME OF DELEGATION 
 
 
A clear set of rules for delegation, inclusive of financial limits is essential to ensure that effective 
management control of resources is exercised. 
 
Decisions retained by the NHS Board are identified in Annex C. 
 
All powers not retained by the NHS Board or delegated to a Committee or Sub-Committee shall be 
exercised on behalf of the NHS Board by the Chief Executive.  The Chief Executive shall prepare a 
Scheme of Delegation identifying which functions he/she shall perform personally and which functions 
have been delegated to other Officers. 
 

The Chief Executive as Accountable Officer (Revised Memorandum to National Health Service 
Accountable Officers: May 2002) is also accountable to the Principal Accounting Officer of the NHS in 
Scotland and the Scottish Parliament.  The role of the Director of Finance in devising, implementing, 
monitoring and supervising systems of financial control is exercised on behalf of the Chief Executive 
and the NHS Board. 
 

The Scheme of Delegation and the Standing Financial Instructions form a major part of the system of 
control.  These should be used in conjunction with the system of budgetary control and other 
established procedures. 
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SUMMARY 
 
1. NHS FORTH VALLEY – REVIEW OF COMMITTEE MEMBERSHIP 
 
2. PURPOSE OF PAPER 

The purpose of the paper is to seek approval of amendments to the NHS Forth 
Valley Board Committee membership and to note committee structures as 
previously approved by the Forth Valley NHS Board. 

 
3. KEY ISSUES 

At the end of March 2016 Mr Jim King will step down from the Forth Valley NHS 
Board.  
 
Mr King was appointed on 1 April 2009 and has served two consecutive four year 
terms.  He was appointed as vice-chair of the NHS Board on 1 May 2014.   Mr King 
has been an active and valued member of the NHS Board, chair of the Performance 
and Resources Committee, Pharmacy Practices Committee, Charitable 
Development Group and both Chair and latterly member of the Audit Committee and 
Endowment Committee.  He has also been Vice Chair and active voting member of 
the Falkirk Integration Joint Board.  
 
Dr Michele McClung is appointed to the NHS Board from 1 April 2017 and replaces 
Mr King as a Non Executive Board member. 
 
Mrs Julia Swan has been reappointed to the NHS Board for a second term, from 1 
May 2017 until 30 April 2021.    
 
Mr Andrew Murray was appointed as Medical Director on 14 February 2017 and is 
appointed as Executive member to the NHS Board, replacing Miss Tracey Gillies.  
 
The three Local Authority members will officially step down from the NHS Board on 
30 April 2017. The NHS Board will be advised of Local Authority members after the 
local Government elections in May 2017. 
 
In accordance with Standing Orders, NHS Forth Valley has undertaken an annual 
review of its committee structures, including the role and remit of the NHS Boar 
d committees. The Chairman has reviewed the chair and membership of all 
committees on the basis that Non Executives’ time commitment is expected to be 
one day per week. The detail of the revised committee membership can be seen in 
Appendix 1. Although not committees of the NHS Board, membership of the two 
Integration Joint Boards (IJB) and the Community Planning Partnerships are 
detailed to ensure the full commitments of members are captured. 
 
The following points require consideration: 
 
• The position of Vice Chair requires formal ratification subsequent to Cabinet 

Secretary approval. The NHS Board is asked to approve the appointment of Mrs 
Julia Swan to this position from 1 April 2017.  

 
• Proposed Chairs of the Governance Committees: 

o Audit Committee – Ms Fiona Gavine 
o Clinical Governance Committee – Mrs Julia Swan 
o Endowment Committee – Ms Fiona Gavine 
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o Performance & Resources Committee – Mr John Ford 
o Pharmacy Practices Committee – Mr John Ford 
o Remuneration Sub Committee – Mrs Jo Chisholm 
o Staff Governance Committee – Mrs Jo Chisholm 

 
• Proposed structure and membership of the Governance Committees is detailed 

in Appendix 1) 
 

• Mrs Julia Swan will be Vice Chair of Falkirk IJB  from 1 April 2017 to 30 April 
2017, replacing Mr King  

 
• Mrs Julia Swan will be Chair of Falkirk IJB from 1 May 2017, as agreed by the 

NHS Board in January 2017.   
 

• Local Authority nominations for appointment to the NHS Board should be 
received following the outcome of the May 2017 elections.  

 
4. FINANCIAL IMPLICATIONS 

There are no specific financial implications. 
 
5. WORKFORCE IMPLICATIONS 

There are no specific workforce implications. 
 

6. RISK ASSESSMENT AND IMPLICATIONS 
There are no specific risks identified. 
 

7. RELEVANCE TO STRATEGIC PRIORITIES 
There are no specific issues. 
 

8. EQUALITY DECLARATION 
The author can confirm that due regard has been given to the Equality Act 2010 and 
compliance with the three aims of the Equality Duty as part of the decision making 
process. 

 
Further to an evaluation it is noted that:   
√ Paper is not relevant to Equality and Diversity 
 

9. CONSULTATION PROCESS 
All amendments proposed have been discussed with NHS Board members affected 
by the proposed changes. 

 
10. RECOMMENDATION(S) FOR DECISION 

The Forth Valley NHS Board is asked to: - 
 
• Approve the appointment of Mrs Julia Swan as Vice Chair. 

 
• Note the appointment of Mr Andrew Murray, Medical Director and Executive 

Member of the NHS Board from 14 February 2017.  
 

• Note the appointment of Mrs Julia Swan as Vice Chair of Falkirk IJB from 1 April 
to 30 April 2017.  
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• Note the appointment of Mrs Julia Swan as Chair of Falkirk IJB from 1 May 
2017.  

• Approve the proposed Chairs of the Governance Committees, as detailed 
above.  
 

• Note the Committee structure and the proposed Committee Membership 
detailed in Appendix 1. 

 
• Note that the Local Authority nominations for appointment to the NHS Board 

should be received following the outcome of the May 2017 elections.  
 

 
11.  AUTHOR OF PAPER/REPORT: 

Name: Designation: 
Gail Hayworth Deputy Head of Corporate Services 

 
Approved by: 
Name: Designation: 
Elaine Vanhegan Head of Performance and Governance 

 



NHS FORTH VALLEY PROPOSED COMMITTEE MEMBERSHIP  - APPENDIX 1 
APRIL 2017 

 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

 

CLINICAL GOVERNANCE 
COMMITTEE 

 
MEMBERS  

 
Chair: Julia Swan 

Jo Chisholm 
Michele McClung 

Alex Linkston  
Clacks Council Member 

Public Involvement Network 
member x2 

Q=2 NE  

ENDOWMENTS 
COMMITTEE 

 
MEMBERS  

 
Chair: Fiona Gavine  

Tom Hart  
John Ford 

Falkirk Council Member 
Chief Executive 
Fiona Ramsay 

Q=2NE 

AUDIT COMMITTEE 
 
 

MEMBERS 
 

Chair: Fiona Gavine  
Tom Hart  
John Ford 

Clacks Council Member 
Falkirk Council Member 

Q=2NE 
 

P&R COMMITTEE  
 
 

MEMBERS 
 

Chair: John Ford 
Fiona Gavine 
Jo Chisholm  
James King 
Julia Swan 

Alex Linkston 
Michele McClung 

Stirling Council Member 
Chief Executive (EL) 

Fiona Ramsay 
Angela Wallace 

Helen Kelly  
Tom Steele 

Andrew Murray 
   

 
 

  
 
   

STAFF GOVERNANCE 
COMMITTEE  

 
MEMBERS  

 
Chair: Jo Chisholm 

Alex Linkston 
Tom Hart 

Stirling Council Member 
Janet Sneddon   

 Q=2NE 
 

FALKIRK IJB  
 

MEMBERS  
 

Voting  
Julia Swan (VC)# 

Alex Linkston 
Michele McClung 

 
 
 

Non Voting 
Chief Executive  
Angela Wallace 
Andrew Murray 

 
# Chair from 01/05/17 

STIRLING/CLACKS IJB 
 

MEMBERS  
 

Voting 
Alex Linkston 
Jo Chisholm 
John Ford 

Fiona Gavine 
Chief Executive 
Graham Foster 

 
Non Voting 

Angela Wallace 
Andrew Murray ATTENDING 

Chief Executive 
Angela Wallace 

Andrew Murray (EL) 
Graham Foster  

 

ATTENDING 
Alex Linkston  

Jonathan Procter 
(EL) 

 

ATTENDING 
Alex Linkston  

Chief Executive 
Fiona Ramsay (EL)  

 
ATTENDING 

Elaine Vanhegan 
Elsbeth Campbell 

GM’s as req’d 
 

ATTENDING 
Chief Executive 
Helen Kelly (EL) 
Angela Wallace  

Tom Steele 
 

ATTENDING 
CS GM 

Elaine Vanhegan  
LA Officers 

 

ATTENDING 
CS GM 

Elaine Vanhegan  
LA Officers 

 

ETHICAL ISSUES  
SUB COMMITTEE* 

 
MEMBERS  

Chair: Julia Swan  
Andrew Murray (EL) 

ORGAN DONATION 
SUB COMMITTEE* 

 
MEMBERS  

Chair: Jo Chisholm 
Andrew Murray (EL)  

 
Not a standing 

committee  

REMUNERATIION SUB 
GROUP COMMITTEE  

 
MEMBERS  

 
Chair: Jo Chisholm 

Alex Linkston 
Tom Hart  

Stirling Council Member  

INTEGRATION  WORKING 
GROUP  

 
MEMBERS 

 
Chairman 

Non Executives  
Executives 

HoPG 
CS GM 

 
Not a standing 

committee 

    

This paper represents NHS Forth Valley Board Members     
 commitments to Board Committees  

   * Broader membership listed on Committee remits 
   
 Q = Quorate 
   E/L= Executive Lead 

FALKIRK CPP 
 

MEMBER 
Julia Swan 

 

STIRLING CCP 
 

MEMBER 
Alex Linkston 

 

CLACKS CCP 
 

MEMBER 
Fiona Gavine 

 

PHARMACY  
PRACTICES COMMITTEE  

 
MEMBERS  

 
Chair: John Ford 

See ToR    



VC = Vice Chair of NHS Board       √## = Chair of Committee         √#*= Vice Chair of Committee √ = Member     

 

 

 

2017/18 
 

 
COMMITTEE/ 
NAME 

CLINICAL 
GOVERNANCE 

ENDOWMENT AUDIT PERFORMANCE 
&RESOURCES 

REMUNERATION 
SUB  

STAFF 
GOVERNANCE 

PHARMACY 
PRACTICES 

FALKIRK 
IJB 

STRILING 
& CLACKS 
IJB 

COMMUNITY 
PLANNING 
PARTNERSHIP 

          Falkirk Clacks Stirling 

Alex Linkston √   √ √ √  √ √   √ 
Julia Swan ** √##   √    √#*  √   
Fiona Gavine  √## √## √     √  √  
Jo Chisholm √   √ √## √##   √    
John Ford   √ √ √##   √##   √#*    
Michele 
McClung 

√   √    √     

Tom Hart  √ √  √ √       
James King    √         
LA appointments will be made after the May elections 
Clacks Council √  √          
Stirling Council    √ √ √       
Falkirk Council  √ √          
 

 

** Julia Swan will become Chair of the Falkirk IJB on 1 May 2017  

 

 

  



 
 
 
Forth Valley NHS Board 
 
28 March 2017   
 
This report relates to 
Item 8.4.1 on the agenda 
 
 
 
 
 
 
 
 
 
 

Performance & Resources Committee:  
28 February 2017 

 

 
 
 

For Noting 
 
 
 
 
  



1 
 

NHS FORTH VALLEY PERFORMANCE & RESOURCES COMMITTEE 
 
DRAFT Minute of the Performance & Resources Committee meeting held on Tuesday 28 February 
2017 at 9am in the Boardroom, NHS Forth Valley, Carseview House, Castle Business Park, Stirling, 
FK9 4SW 
 
Present:  Mr James King (Chair) 

Mr Alex Linkston, Chairman 
   Mrs Jane Grant, Chief Executive 
   Mr Andrew Murray Tracey Gillies, Medical Director 
   Mrs Fiona Ramsay, Director of Finance 
   Mr Tom Steele, Director of Estates and Facilities 

Professor Angela Wallace, Director of Nursing  
   Ms Julia Swan, Non Executive Director  
   Mr John Ford, Non Executive Director  
   Ms Joanne Chisholm, Non Executive Director  
         
In Attendance  Mr David McPherson, General Manager   

Ms Elaine Vanhegan, Head of Performance and Governance 
Ms Elsbeth Campbell, Head of Communications  
Mrs Janette Fraser, Head of Planning  
Ms Alison Richmond Ferns, Associate Director of Human Resources  
Mr Paul Craig, Audit Scotland  

   Miss Jo Mclaren, Corporate Services (Minute) 
 
 
1. APOLOGIES FOR ABSENCE 

 
Apologies for absence were intimated on behalf of Mrs Helen Kelly and Dr Graham Foster.   

  
2. DECLARATIONS OF INTEREST 
 

Mr King advised that he had a personal connection to the company highlighted in the paper 
relating to item 8.2 and therefore would leave the room for this discussion.   

 
3. MINUTE OF PERFORMANCE & RESOURCES COMMITTEE MEETING HELD ON 25 

OCTOBER 2016 
 

The Performance and Resources Committee approved the minute of the meeting held on 20 
December 2016 as an accurate record.   

 
4. ROLLING ACTION LOG 

 
The Performance and Resources Committee considered a paper ‘Rolling Action Log’ presented 
by Mr Jim King, Chair. 
 
It was noted that the Committee were sighted on the progress of the actions highlighted within 
the paper.   
 
The Performance and Resources Committee noted the update provided.     
 

5. MATTERS ARISING 
 
There were no matters arising. 
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6. URGENT BUSINESS 
 
Mr Linkston advised that Mrs Grant would be leaving NHS Forth Valley to take up the post of 
Chief Executive in NHS Greater Glasgow and Clyde.  It was highlighted that the recruitment 
process would begin as soon as possible, however, there would be an interim period with no one 
in post.  Applications were being sought from current directors in order to cover this period. 
 
It was highlighted that Mr Steele would be leaving NHS Forth Valley at the beginning of May 
2017 to take up a post as Strategic Facilities Director at Health Facilities Scotland.   
 
It was highlighted that the OPAH report had been received and it was proposed that the formal 
consideration of this report would be taken through the next meeting of the Clinical Governance 
Committee.  Professor Wallace provided a brief overview of the key areas of focus within the 
report.  It was noted that the majority of issues raised had been included within NHS Forth 
Valley’s improvement plan  
 

7. FINANCIAL AND PERFORMANCE ISSUES  
 

7.1 Core Performance  
The Performance and Resources Committee considered a paper, ‘Core Performance Report’, 
presented by Ms Elaine Vanhegan, Head of Performance and Governance. 
 
It was highlighted that following the national masterclass, work would continue to reflect on the 
discussions which took place in order to improve the report going forward.  It was highlighted 
that in terms of format the balanced scorecard had been moved to the front of the report and 
there had been an additional appendix included which provided update on the various eHealth 
projects underway across the organisation. 
 
An overview of the performance measures were provided as follows: 
 
Safe  
The total number of SABs in January 2017 was 6; 1 hospital acquired, 1 Community acquired, 
and 4 healthcare acquired.  The in month rate per 100 occupied bed days for January was 0.3 
cases, with the provisional 12 month rolling average 0.29 cases, against a target of 0.24.   
 
In January 2017 there was a total of 2 Clostridim difficile infections (CDI); 1 healthcare acquired 
and 1 community acquired.  The rolling year to date rate was 0.1 per 1000 occupied bed days, 
against a standard of 0.25.   
 
The Committee noted the good performance in respect of the 10 patient safety essentials 
highlighted within the paper.   
 
Person Centred  
The overall December 2016 sickness absence position was 5.66%, an improving position from 
November 2016 of 5.76%.  Focused work was continuing throughout the organisation to achieve 
and maintain a sickness absence position at or below the Scottish average.  It was highlighted 
that for January, further improvement had been achieved which was equal to the Scottish 
average.   
 
The position at December 2016 in respect of the stroke care bundle was 81.8%, against a 
standard of 80%.  It was highlighted that during this period, two of the stroke care elements were 
reported as green; admission to stroke unit and Aspirin Administration, with swallow screening 
and brain scanning within 24 hours of admission, amber.  Discussion took place around the 
performance of the stroke care bundle, noting the improved position and acknowledging the 
good work to achieve this.   
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The 20 day response rate for complaints to the end of December 2016 was 75.7% for complaints 
excluding prisons and 96.2% for prison complaints.  The combined NHS Forth Valley total for 
December 2016 was 87.6%, against an 80% target.   
 
Work was continuing throughout NHS Forth Valley to support the reduction in complaints.  In 
December 2016 a total of 89 complaints were received; 52 from prisons and 37 excluding 
prisons.  From April – December 2016 the percentage reduction for complaints excluding prisons 
was 8.1% from the same period the previous year.  There has been a 41.4% increase in prison 
complaints.  Discussion took place around the position with regards to prison complaints and the 
continuing challenges around small numbers of people generating a high number of complaints.  
It was highlighted that work was continuing across the organisation, with support from the patient 
relations team to improve the position going forward. 
 
With regards to eKSF, the Forth Valley position at January 2017 had reduced to 78% against the 
80% target.  The report highlighted that the national average for the period 1 December 2015 – 
30 November 2016 was 51%, with the NHS Forth Valley position for the same period 84% 
overall.   
 
The January 2017 position highlighted good performance in relation to Clinical Quality Indicators; 
Falls 98%, Pressured Area Care 97.4% and Food, Fluid and Nutrition 96.5%.   
 
Equitable 
The full year target in terms of smoking cessation for 2016/17 is 319 successful 12 week quits in 
the 40% most deprived SIMD areas.  The number of successful quits to date is 219 which is 
ahead of the trajectory point of 206 for the first 3 quarters of the year.  The cumulative total for 
the quarter ending December 2016 was 59, against a target of 48.  It was highlighted that the 
completed position for this quarter would not be available until 21 April 2017. 
 
It was highlighted that performance remains strong in relation to Alcohol Brief Interventions in 
Forth Valley.  Quarter 3 data to the end of December 2016 saw a total of 1,949 ABIs delivered.  
The year to date highlights a total of 6,877 ABIs delivered against a target of 3,410.   
 
With regards to access to antenatal care the target had been exceeded and sustained for some 
time.  January 2016, highlighted that 95.7% of pregnant women booked for antenatal care by 12 
weeks, ahead of the 80% target.   
 
Timely  
It was noted that further detail would be provided under item 7.2, Waiting Times Report. 
 
In respect of the 18 week referral to Treatment (RTT) target, the position at December 2016 was 
79.9% against the 90% standard.  There were a number of specialties challenged around 
meeting this target which were detailed within the paper. 
 
During the quarter ending December 2016, 625 patients waited longer than the 12 week TTG 
with an overall compliance of 78.5%.  At the end of January 2017 there were 662 patients with 
an ongoing wait over 12 weeks.   
 
With regards to the 12 week outpatient wait, challenges in respect of delivering this continued.  
At January 2017 the total number of patients waiting over 12 weeks for their first outpatient 
appointment was 4,308, an improvement from 4,491 in December 2016.  The percentage 
compliance at January 2017 was 72.3%.  The total number of patients waiting over 16 weeks 
was 2,714 at January 2017, an increase from the December position.   
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The management position at December 2016 highlighted 92.2% of patients with a suspicion of 
cancer were treated within 62 days.  The Scotland position was 87.4%.  A brief overview was 
provided of the 4 patients who breached during December, noting that work would continue in 
relation to streamlining patient pathways.  With regards to the 31 day pathway a continued 
sustained position above target was highlighted. 
 
Compliance for January 2017 in respect of the 4 hour A&E target was 90.8%; MIU 100%, ED 
88.9%.  There were a number of patients who breached 8 hours and a total of 4 patients 
breaching 12 hours.  NHS Forth Valley was currently on 3 times daily reporting to the Scottish 
Government around ED performance.  It was highlighted that Mr Murray was taking forward a 
piece of work to look at the processes within the department and identify whether anything 
additional could be implemented. 
 
With regards to CAMHS there had been a continual improvement in the 18 week RTT, from 
16.9% at June 2016 to a performance of 100% at January 2017.   
 
It was reported that there was a decrease in performance from December 2015 to November 
2016, at 34.3% compliance with the Psychological Therapies 18 week RTT.  An improved 
position was highlighted at January 2017 of 52.4%.  Work was continuing to ensure that those 
patients waiting the longest were seen first. 
 
Effective and Efficient 
In respect of delayed discharges, it was highlighted that there were 25 patients waiting over 14 
days at the January 2017 census, against a zero standard.  The total number of bed days lost 
due to delayed discharge at January 2017 increased to 1161, from 1140 in December 2016.  In 
addition to the national standards, it was highlighted that NHS Forth Valley was to achieve a 
50% reduction from the November 2016 position by the end of the financial year.  The trajectory 
was based on the November 2016 position included Code 9 delays but excluded Code 100.  At 
January 2017 there were 83 delays against a target of 73, an increase from the December 
position of 72.  Performance continued to vary on a day to day basis.   
 
Further discussion took place around the challenges associated with delayed discharge within 
Forth Valley, and further explanation provided of the three areas requiring focus, in order to 
improve the position going forward.  It was highlighted that breaking down the pathway further 
into manageable sections, with specific performance metrics attached to them would help 
monitor progress and ensure sufficient flow going forward.   
 
The Committee agreed that there was a lot of encouraging areas highlighted in terms of the 
organisational performance, specifically noting, Stroke Bundle, CAMHS and complaints.  It was 
also acknowledged that the CQI position had been sustained above the 95% target.  Professor 
Wallace advised that the Food Fluid and Nutrition, Falls and Pressure area care had been three 
areas tested rigorously at the OPAH inspection.   
 
Discussion took place around the e Health section of the report which highlighted the current 
status of various eHealth projects underway throughout the organisation; this would be included 
within the Core Performance Report as standard.  It was requested that the target delivery be 
included for future reports. 
           Action: F Ramsay  
 
The Performance Review Group noted the update provided.  

 
7.2. Waiting Times Report  

 
The Performance and Resources Committee considered a paper, ‘Waiting Times Report’, 
presented by Mr David McPherson, General Manager. 
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The paper highlighted that there had been a number of improvements to note since the previous 
report, including an improved monthly cancer position for December 2016, further improvement 
in relation to the CAMHS RTT and radiology holding its performance within target. 
 
At the 31 January 2017 the total number of NHS Forth Valley Outpatients with ongoing waits 
over 12 weeks was 4,308, down from 4,491 in December 2016.  With regards to the recovery 
plan, the trajectory to reduce the number of patients waiting over 12 weeks to 2,926 by 31 March 
2017.  It was noted that this was still achievable for NHS Forth Valley.   
 
In December 2016 the 18 week Referral and Treatment performance was 79.7%, against a 
standard of 90%.  The Scotland position for the same period was 83.8%.  It was anticipated that 
there would be a further reduction around the RTT while the long waiters were being prioritised.   
 
At the 31 January 2017, 662 inpatients / daycases had ongoing waits longer than the 12 week 
Treatment Time Guarantee.  It was noted that the position would reduce by the end of March but 
it was unlikely that the trajectory, as set out within the recovery plan, would be met by year end.  
It was noted that every effort would be made to ensure a reduction below 550. 
 
Discussion took place around psychological therapies, in January 2016, 52.4% of patients had 
been treated within 18 weeks of referral.  With regards to Behavioural Psychotherapy it was 
noted that this service had a small number of patients which skewed the percentage compliance.  
It was anticipated that there would be significant reduction in RTT compliance while focus 
continued around those patients waiting the longest.   
 
The Performance and Resources Committee noted the update provided. 

 
7.2 Finance Report  

 
The Performance and Resources Committee considered a paper, ‘Finance Report’, presented by 
Mrs Fiona Ramsay, Director of Finance.   
 
The financial position for the ten month period to 31 January 2017 highlighted an overspend of 
£0.396m, with an in month improvement of £0.191m from December 2016.  It was anticipated 
that a balanced financial position to year end remained deliverable.  
 
An overview of the position in relation to the previous year was provided, noting that with regards 
to non core spend there was a 15% reduction in spend during 2016/17.  The Committee 
acknowledged the positive work which had taken place throughout the year to achieve this.  
Some discussion took place around the rise in medical agency spend and temporary nurse bank 
spend for this month, with the former due to vacancy review and focus on cover and the latter 
due to the contingency beds which were currently open for the winter period.  It was noted that 
there was a planned exit strategy in place for this.   
 
Directorate finance meetings continued to take place improving the in month position.  It was 
noted that although still overspent, there had been significant improvement within the Surgical 
Directorate, and also an improved position within the Medical Directorate.   
 
With regards to capital projects there were specific areas where spend would be reduced for 
2016/17 which included; Trystview and Primary Care premises.  It was noted that tenders had 
come back for both of these areas significantly higher than anticipated, therefore, a delay in these 
projects would be necessary.  Trystview would move to the beginning of next year and further 
consideration was required around Primary Care.  Financial information on IT and Medical 
Equipment spend, which had been brought forward to 2016/17 to balance the position going 
forward, was outlined.   
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Work was continuing around Health and Social Care Integration, working closely with Local 
Authority colleagues to ensure clarity for the financial year end and Annual Accounts process. 
 
The Performance and Resources Committee: 

• Noted the overspend of £0.396m in relation to revenue at 31 January 2017 
• Noted the projected balanced financial position for 2016/17 with continued scruitiny of 

spend and on implementation savings  
• Noted the balanced capital position to 31 January 2017. 
• Approved the revised 2016/17 capital proposals as outlined in the Executive Summary to 

achieve a balanced capital position.    
 
7.4. Capital Projects, Property Transactions and Medical Equipment Update  
 
The Performance and Resources Committee considered a paper ‘Capital Projects, Property 
Transactions and Medical Equipment Update’ presented by Mr Tom Steele, Director of Estates 
and Facilities. 
 
The paper provided a brief overview on the progress of a number of projects ongoing throughout 
NHS Forth Valley.  Specific updates were provided on the following: 
 
Construction work commenced during January 2017 on the Stirling Care Village with further detail 
provided around work carried out to date. It was highlighted that the programme was currently on 
schedule and within budget.  The initial challenges around car parking were continuing to be 
monitored.  Further discussion took place around the car parking arrangements, noting that a full 
anaylsis had taken place with Local authorities, in order to agree car parking requirements.  
Further discussion around offsite challenges took place in relation to car parking, it was noted 
that work was underway with Stirling Council to ensure this was managed appropriately going 
forward, noting the use of traffic wardens. 
 
An overview was provided in the paper in relation to Trystview and primary care premises work 
underway.  Discussion had taken place earlier in the agenda around the associated challenges. 
 
With regards to medical equipment it was noted that the CT scanner was now in place and 
equipment had been ordered for endoscopy, and was ready for installation. 
 
The Performance and Resources Committee noted the update provided.   
 
7.5. PFI Benchmarking Forth Valley Royal Hospital  
 
The Performance and Resources Committee received a verbal update on ‘PFI benchmarking 
Forth Valley Royal Hospital’ by Mrs Fiona Ramsay, Director of Finance.   
 
It was highlighted that PFI contractual arrangements required that Soft Facilities Management 
services were to be reviewed after 7 years.  It was highlighted that Forth Valley Royal Hospital 
was approaching this time and processes were being put in place by Forth Health to review 
quality standards.   
 
It was highlighted that there had been discussions with other Boards who had gone through this 
process. 
 
An update would be provided at a future meeting. 
                   Action: E Vanhegan / F Ramsay  
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The Performance and Resources Committee noted the update provided.   
 
8/ STRATEGIC PRIORITIES 
 
8.1 Financial Plan and Local Delivery Plan Update  
 
The Performance and Resources Committee received a presentation on the Financial Plan and 
Local Delivery Plan by Mrs Fiona Ramsay, Director of Finance.   
 
An overview of the financial requirements, as set out within the Local Delivery Plan guidance for 
2017/18, was provided.  It was noted that the action around steps being taken to shift the balance 
of care from acute to community settings would likely be included in the final version of the LDP.  
It was the intention to use the date set aside in March 2017 to go through the national 
requirements and identify what opportunities were available locally to support this.   
 
With regards to funding it was noted that confirmation had been received in relation to NRAC, 
and this would be included within the financial section.  An overview was provided around the 
financial planning factors which were taken into account, including the 2.5% allocated as potential 
impact from Brexit.   
 
Discussion took place in relation to rates and the impact on specific hospitals built after 2005, this 
included Forth Valley Royal Hospital.  It was highlighted that discussions were ongoing with 
Scottish Government colleagues around this. 
 
With regards to savings, it was highlighted that focus continued in relation to recurrent savings.  
An overview of the current position was provided in relation to savings for next year, and the level 
of risk associated in achieving these.   It was noted that NHS Forth Valley was not in a unique 
position in relation to identifying recurring savings for 2017/18 and many other Boards were in the 
same position.  Further focus was required between now and the end of March on unidentified 
savings. 
 
Discussion took place in relation to NRAC funding and the Integration Joint Boards.  It was noted 
that recommendations had been made to make no decisions regarding allocation until initial work 
was carried out, to identify whether distinct needs are fully justified.  Consideration would take 
place around population needs going forward and how this would impact on services before any 
adjustments could be made to the current setting.  Following this work, next steps would be to 
agree the options available and timescales.  It was highlighted that further detail would be 
provided at the next Integration Working Group around this. 
           Action: F Ramsay 
 
The Performance and Resources Committee noted the update provided.  

 
8.2  Community Planning Partnership Update   
 
The Performance and Resources Committee considered a paper ‘Community Planning 
Partnership Update’ presented by Mrs Janette Fraser, Head of Planning. 
 
The paper provided an overview of the Community Planning Partnership activities in relation to 
health inequalities, outlining a number of projects underway across partnerships.   
 
It was agreed that this was a useful report and it was positive to see the focus being given to 
health inequalities within the Forth Valley area.  Discussion took place in relation to monitoring 
and it was agreed that Mrs Fraser would feedback to the team to ascertain whether monitoring 
processes could be put in place in order to identify whether there were any particular initiatives 
which were working better. 
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           Action: J Fraser  
 
The Performance and Resources Committee agreed that this would be put forward as a subject 
for a future Integration Joint Board Development session. 
                  Action: E Vanhegan 
 
Discussion took place around the trends in health inequalities, particularly in respect of females in 
Falkirk and whether there were any factors which were widening this gap.   Consideration of 
population flow was required and discussion around the different socio economic groups, within 
areas of deprivation took place.  It was noted that with re development of areas the socio 
economic groups within these would likely diversify and could have an impact on the life 
expectancy gap.   
 
The Performance and Resources Committee noted the update provided.   
 
8.3. Proposed Disposal of the Former Bannockburn Hospital Site  
 
Mr King left the meeting at this point due to reasons highlighted under agenda item 2, 
declarations of interest. 
 
The Performance and Resources Committee considered a paper ‘Proposed Disposal of the 
Former Bannockburn Hospital Site’ presented by Mr Tom Steele, Director of Estates and 
Facilities.   
 
The paper provided an update on the current legal position in relation to the proposed sale of the 
former Bannockburn Hospital site and to seek approval to engage with the Scottish Government 
in relation to guidance under the current NHS Property Transactions Handbook.   
 
Detail was provided around the previous negotiations which had taken place in relation to this site 
and a number of options were presented to the Committee. It was anticipated that the Scottish 
Government would be supportive of the recommended proposal, however a formal written 
request would have to be submitted to them for consideration as is required under the Property 
Transactions Handbook for complex disposals.  
 
Discussion took place around the various development options for the site. 
 
The Performance and Resources Committee noted the position to date and granted permission 
for NHS Forth Valley to formally engage with the Scottish Government in order to proceed with 
the sale of the former Bannockburn Hospital to Westerleigh/CML. 

 
8.4. Aberfoyle Medical Centre and Buchlyvie Surgery  
 
Mr King returned to the meeting at this point. 
 
The Performance and Resources Committee considered a paper ‘Aberfoyle Medical Centre and 
Buchlyvie Surgery’ presented by Mrs Fiona Ramsay, Director of Finance.   
 
The paper provided a summary of the proposal for the continued provision of general medical 
services to patients registered with Aberfoyle Medical Centre and Buchlyvie Surgery.  It was 
highlighted that services were currently provided to patients within the area via two separate 
single handed GMS contracts.  Dr Anne Lindsay, Buchlyvie Surgery has given notice that she will 
resign and subsequently terminate her single handed GMS contract with the Health Board from 1 
April 2017.   
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The paper set out the options around merging these practices.  It was highlighted that the Board 
were sighted on the additional support within these practices. 
 
Following discussion, the Performance and Resources Committee approved the merger of these 
two practices in order that the continued access to general medical services was available to 
patients within both of these practices.  With regards to the combined income it was agreed that 
negotiations would take place around protection for a period up to two years.   

 
8.5 Application to Redefine Practice Area 
 
The Performance and Resources Committee considered a paper, ‘Application to Redefine 
Practice Area’ presented by Mrs Fiona Ramsay, Director of Finance. 
 
NHS Forth Valley have received an application from Bonnybank Medical practice to redefine its 
practice area as described in the GMS contract.  The practice approximately has 8,625 registered 
patients.  The paper provided a summary of the proposal submitted by Bonnybank Medical 
practice and also the consultation process. 
 
On the basis of the recommendations of the GP Sub Committee, the Performance and 
Resources Committee approved the application from Bonnybank Medical Practice. 
 

9. GOVERNANCE ISSUES  
 

9.1. Performance and Resources Committee Annual Report  
 

The Performance and Resources Committee considered a paper ‘Performance and Resources 
Committee Annual Report’ presented by Mr Jim King, Committee Chair. 
 
The paper provided an overview of the membership of the Committee during 2016/17 and also 
provided detail of the business discussed throughout the year. 
 
The Performance and Resources Committee approved the Annual Report. 
 
9.2. Performance and Resources Committee Terms of Reference   

 
The Performance and Resources Committee considered a paper ‘Performance and Resources 
Committee Terms of Reference’ presented by Ms Elaine Vanhegan.   
 
It was highlighted that there had been no change since this was last presented.  Discussion took 
place in relation to the Performance Management Framework, noting that this had not yet been 
presented to the Committee during 2016/17 due to current complexities around integration.  It 
was proposed that the Performance Management Framework update would be presented to the 
Performance and Resources Committee in April 2017.   
 
It was noted that the membership as highlighted within the paper should be amended to include 
Local Authority colleagues. 
          Action: E Vanhegan 
 
The Performance and Resources Committee approved the terms of reference subject to the 
agreed amendment. 
.  

10. ANY OTHER COMPETENT BUSINESS 
It was highlighted that Mr King would be standing down as a Non Executive Member and Vice Chair 
of the NHS Forth Valley Board, as of 31 March 2017.  The Committee expressed their thanks to Mr 



10 
 

King for his role in developing the Performance and Resources Committee over the years and 
acknowledged the good work which had been taken forward through this Committee.   
 
 
10. DATE OF NEXT MEETING 
 
Tuesday 25 April 2017 at 9am in the Boardroom, Carseview.   
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Minute of the Area Clinical Forum meeting held on Thursday 19 January 2017 at 6.15pm in the 
Boardroom, NHS Headquarters, Carseview House, Castle Business Park, Stirling, FK9 4SW. 

 
Present:  Dr James King (Chair)  Mrs Jane Grant  

Ms Kathleen Cowle   Mr Iain Watt  
Mr Tendai Ndoro   Dr Jennifer Borthwick 
Ms Bette Locke   Ms Claire Lamza 

       
In Attendance: Mrs Sonia Kavanagh, Corporate Services Assistant (Minute Taker) 

 
 

1  Welcome and Apologies 
 

The Chair welcomed everyone to the meeting and noted there were no apologies for absence 
received. 
 

The Area Clinical Forum agreed to take item 3 at his point in the agenda. 
 
3 Pharmacy Quality Roadshow 
 

The Area Clinical Forum received a presentation “Pharmacy Quality Roadshow 2016/17” by 
Mr Iain Watt. 
 
Mr Watt provided a brief background to the roadshow which aimed to drive improvement in 
pharmacy through a collaborative approach. With the imminent changes in legislation in 
relation to inadvertent dispensing errors and against a backdrop of the community pharmacy 
Safety Climate Survey there was a need for pharmacy teams to use quality improvement 
approaches to improve patient safety. The events would be run across the country, with local 
events being held in February 2017. 
 
As part of the UK Rebalancing Programme the law was due to change with regard to 
dispensing errors and criminal prosecution. If the threat of criminal prosecution for 
dispensing errors was removed, it was hoped more people would report, share and learn 
from the mistakes thus improving patient safety. Through a safety culture and improvements 
in reporting errors, systems could be analysed and reviewed appropriately to encourage 
learning and sharing across NHS Scotland to prevent errors happening again and drive 
quality standards. 

The roadshows would compliment eLearning modules and clarify personal, professional and 
organisational accountability.  

The Area Clinical Forum discussed the current situation with regards to legislation and the 
need to align with other Professionals’ standards. Optometrists faced a similar position 
following a legal case and there was a possibility that they would practice defensively by 
over referring rather than face prosecution. 

The Area Clinical Forum thanked Mr Watt for the thought provoking presentation and agreed 
the roadshow route was a good idea. 
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2 Minutes of Area Clinical Forum – 17 November 2016  
 

The minute of the Area Clinical Forum meeting held on 17 November 2016 was approved as 
an accurate record. 
 

4 Terms of Reference 
 
 The Area Clinical Forum endorsed the Terms of Reference for: 

• Area Clinical Forum 
 

• Area Medical Committee 
 

• Area Optical Committee. 
 

5  Items for Future Agenda 
 

• Terms of Reference for Allied Health Professionals was due to be presented at the 
next meeting. 

 
• Ms Locke confirmed that once the Delivery Plan for Active and Independent Living 

Improvement Programme (AILIP) was launched in April 2017 this would be brought to 
ACF. 

 
• Health and Social Care Integration and how Realistic Medicine would tie in with the 

overarching Delivery Plan. 
 

The Area Clinical Forum discussed goals for the year ahead and how these should link in 
with the NHS Board’s priorities. Mrs Grant suggested that these should also tie in with the 
Healthcare Strategic Implementation and anchor them with the strategic direction. It was 
agreed that additional members from the Advisory Committees could also be invited to the 
next meeting along with Dr Graham Foster to provide an opportunity to influence the 
direction of travel for the Healthcare Strategy. 
 
Later in 2017 

• Ms Lamza highlighted that the Nursing and Midwifery Strategy would be launched 
soon, The local and national context could be discussed. 

 
• New GP Contract  

 
• Refresh for Prescription of Excellence 

 
  
6 AOCB 

 
Ms Cowle reported that the next meeting of the Psychological Advisory Committee was due 
on 7 February 2017 and their Terms of Reference would be reviewed at this time. 
 
ACP – 1st meeting of the new committee was held in December 2016. 
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Ms Cowle highlighted that Mr Iain Watt was stepping down as a member of the Area Clinical 
Forum .  The ACF acknowledged his work and contribution and wished him well for the 
future. 
 

5 Date of next meeting 
 

The next meeting will be held on Thursday 16 March 2017 at 6.15 pm, in the Boardroom, 
NHS Forth Valley, Carseview House, Castle Business Park, Stirling. 
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1. PURPOSE 
 

In order to assist the Board in conducting a regular review of the effectiveness of the systems of 
internal control, Standing Orders require that this Standing Committee submits an annual report to 
the Board. This report is submitted in fulfilment of this requirement. 

 
2. ENDOWMENT COMMITTEE 
 

2.1 Purpose of Committee 
 

The purpose of the Endowment Committee is to ensure that Endowment Funds held in trust 
comply with the relevant laws and regulations and that an effective system of financial control 
is in place. In so far as they are able, the Committee administers the Endowment Funds in 
accordance with the wishes of donors. 
 

2.2 Composition 
 
During the financial year ended 31 March 2017 the membership of the Endowment 
Committee comprised: 
 
Chairperson 
 Ms. Fiona Gavine  Non-Executive Board Member 
 
Membership 
 Mrs. Jane Grant.  Chief Executive 
 Mrs. Fiona Ramsay Director of Finance 
 Mr. Tom Hart  Non-Executive Board Member 
 Cllr. Les Sharp  Non-Executive Board Member – to 23rd June 2016 
 Cllr. Graham Watt Non-Executive Board Member – from 23rd June 2016 
 
In attendance 
 Mr. Alex Linkston  Chair of Forth Valley NHS Board 
 Mr. Jim King   Non-Executive Board Member 
 Mr. Jonathan Procter Lead Director 
 Mr. Garry Wells  Treasury Services Manager 
 Mr. Craig Holden  Fundraising Manager 
 Mr. Russell Crichton Investment Advisor 
 

2.3 Meetings 
 

The Committee has met on 3 occasions during the period from 1 April 2016 to 31 March 
2017, on the undernoted dates: 
 
3rd June 2016 
15th November 2016 
24th March 2017 
 
The attendance schedule is attached at Appendix 1. 

 
All meetings of the Endowment Committee held during 2016/17 were quorate. 

 
 
 
 

2.4 Business 

 



 
 

 
The Committee met to administer and monitor the utilisation of all Endowment Funds to 
ensure compliance with the Endowment Committee’s Policies and Objectives. 
Key items of business considered in accordance the remit of the Committee included: 
 
Internal Control & Corporate Governance 

 
 Review of regular financial and investment performance reports. 
 Approval of Annual Budget in respect of Unrestricted Funds. 
 Review of all additional requests for assistance from the Endowment Fund out-with the 

agreed budget, as these arise, (Investment in Health Policy, Large & Small Grants). 
 Review and approval of Expenditure Policy. 
 Review and approval of Risk Management Strategy. 
 Review and approval of the committee’s Annual Report 
 
External Audit 

 Review and noting of the Annual Accounts of the Endowment Fund including the Trustees 
Report 

 Review and noting of the Auditor’s Management Letter including the implementation of 
remedial action where required. 

 
Investment Portfolio 

 Review and approval of Investment Policy. 
 Review of regular performance reports from the Investment Advisors. 
 
Full details of the business items considered at each meeting are attached at Appendix 2. 
 
Minutes of the meetings of the Endowment Committee are timeously submitted to the Board 
for information. 

 
3. OUTCOMES 

 
The activities of the committee during the year and subsequent outcomes were as follows: 
 
 the committee set aside an annual budget from its General Reserves to fund a number of 

activities intended to enhance and supplement the services and facilities provided from NHS 
funding. This included the provision of patient related equipment and furnishings, christmas 
activities and outings for patients in institutional care. 

 
 The committee contributed funding to a number of small ad hoc projects including: 

 
i) a road safety project aimed at 4th year high school students to give them an understanding 

and awareness of driving dangers and pedestrian safety that aims to reduce injuries and 
fatalities in this high risk group. 

ii) a pilot project between the Citizens Advice Bureau and a local GP to provide an advice 
service within the surgery. This project is intended to reduce the workload of GP’s as many 
patients attend their GP for financial and benefits issues that would more appropriately be 
addressed by the Citizens Advice Bureau. 

iii) the purchase of a double rider bicycle that enables staff to ride along with patients who are 
too disabled to ride alone. This encourages communication, breaks down barriers and 
reduces challenging behaviours. 

iv) the purchase of secure cabinets for two defibrillators sited in the local community that are 
accessible by members of the public that are intended to reduce deaths by sudden cardiac 
arrest. 

 
 A significant legacy donation received in the year is also in the process of being awarded to 

larger ad hoc projects. These larger projects are intended to supplement and enhance the 



 
 

services and facilities provided via NHS funding. Larger projects funded in the past include the 
development of a Hospice at Home Service for terminally ill patients and a Family and Care 
Support Programme for early and preventative mental health intervention in a community 
context. 

 
 The committee reviewed the performance indicators for the final year of a three year service 

level agreement with “Artlink Central” a local arts charity that provides therapeutic art projects 
in a hospital setting through creative collaborations with patients and staff. Having reviewed the 
positive feedback from patients, staff and relatives, the Committee agreed to enter into a further 
three years Service Level Agreement with Artlink. 

 
 The committee continued to work in partnership with the Royal Voluntary Service whose 

donations helped to continue to fund ward volunteers in Falkirk and Stirling Community 
Hospitals. The volunteers compliment the work of paid staff by offering support and 
encouragement at mealtimes (as directed by staff) and with general befriending and interaction 
with patients helping to create a relaxed and friendly environment for the patients. 

 
 The committee was the lead sponsor of the Clackmannanshire Primary Schools Sports 

Association Athletics Championship, (School Olympics), which took place on 25th May 2016 
and was attended by 572 pupils. This event encouraged the healthy development of young 
people through participation in sport and also raised the profile of the Endowment Fund. Pupils 
were also given the opportunity to donate sponsorship money they had raised to the Endowment 
Fund which was utilised to support Children with Complex Support Needs and Young People 
with Mental Health Difficulties. In response to the positive feedback received from participants 
and other sponsors of the 2016 event the committee agreed to provide further support for this 
initiative in 2017. 

 
 The committee also received satisfactory reports from External Audit confirming that the 

financial statements and the administration of the Endowment Funds complied with Charity 
Law and Accounting Standards. 

 
4. CONCLUSION 
 

STATEMENT OF ASSURANCE 
 

As Chairperson of the Endowment Committee during financial year ended 31st March 2017 I am 
satisfied that the integrated approach, the frequency of meetings, the breadth of the business 
undertaken, and the range of attendees at meetings of the Committee has allowed us to fulfil our 
remit as detailed in Standing Orders. As a result of the work undertaken during the year I can 
confirm that the Endowment Funds held in trust comply with the relevant laws and regulations and 
that an effective system of financial control is in place to ensure the proper stewardship and 
utilisation of these funds. 
I would again pay tribute to the dedication and commitment of fellow members of the Committee 
and to all attendees. I would thank all those members of staff who have prepared reports and 
attended meetings of the Committee and also express my sincere thanks to Mr Jonathan Procter, 
Lead Director and Mr. Garry Wells, Treasury Services Manager, for their excellent support of the 
Committee. 

 
 

Approved by the Endowment Committee on 24th March 2017 and signed on its behalf by:- 
 
 
 
……………….………………………………. 

 
Ms Fiona Gavine 
Trustee and Chairperson for the year ended 31st March 2017 
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Appendix 1 

 
ENDOWMENT COMMITTEE - ATTENDANCE RECORD - YEAR ENDED 31

ST
 MARCH 2017 

 

NAME POSITION ORGANISATION 

Meeting of 
3rd June 

2016 

Meeting of 
15th November 

2016 

Meeting of 
24th March 

2017 

Ms. Fiona Gavine 
Chairperson, 
Non-Executive 
Board Member 

NHS Forth Valley P P  

Mrs. Jane Grant Chief Executive NHS Forth Valley P P  

Mrs. Fiona Ramsay Director of Finance NHS Forth Valley P P  

Mr. Tom Hart Non-Executive 
Board Member NHS Forth Valley AA AA  

Cllr. Les Sharp Non-Executive 
Board Member NHS Forth Valley AA -  

Cllr. Graham Watt Non-Executive 
Board Member NHS Forth Valley - P  

      
 

NAME POSITION ORGANISATION 

Meeting of 
3rd June 

2016 

Meeting of 
15th November 

2016 

Meeting of 
24th March 

2017 

Mr. Alex Linkston Chair of Forth 
Valley NHS Board NHS Forth Valley P P  

Mr. James King Non-Executive 
Board Member NHS Forth Valley P AA  

Mr. Jonathan 
Procter Lead Director NHS Forth Valley P P  

Mr. Garry Wells Treasury Services 
Manager NHS Forth Valley P P  

Mr. Russell 
Crichton Investment Advisor 

Speirs & Jeffrey 
Investment 
Advisors 

- -  

Mr. Craig Holden Fundraising 
Manager NHS Forth Valley - -  

      
  

Key 
P  - Present 
A  - Absent – no apologies received 
AA  - Absent – apologies received 
  -  - attendance not required 
 

  



 
 

 
Appendix 2 

 
ENDOWMENT COMMITTEE 

SCHEDULE OF BUSINESS CONSIDERED FOR THE YEAR ENDED 31
ST

 MARCH 2017 

 
DATE OF 

MEETING 
TITLE OF BUSINESS DISCUSSED 

3rd June 2016 Minutes of previous meeting 
 Annual Accounts for year ended 31st March 2016 
 Financial Report for year ended 31st March 2016 
 Management Letter for year ended 31st March 2016 
 Statutory Annual Return to the Office of the Scottish Charities Regulator 2016 
 Investing in Health – Small Grant applications 
15th November 2016 Minutes of previous meeting 
 Financial Report for 6 months ended 30th September 2016 
 Investment Portfolio Risk Review 
 Fundraising Manager’s Report 
 Legacies and other significant donations 
 Investing in Health – Small Grant applications 
 Review of Obsolete and Slow-Moving Funds 
 Review of Investing in Health Large Grants Programme 
24th March 2017 Minutes of previous meeting 
 Investment Performance and Monitoring Report 
 Financial Report for 11 months ended 28th February 2017 
 Financial Budget Proposals for 2017/18 
 Fundraising Manager’s Reports 
 Review of Committee’s Terms of Reference and Policies 
 Endowment Committee Annual Report 
 Risk Management Report 
 Investing in Health – Small Grant applications 
 Appointment of Auditors 
 RVS services in NHS Forth Valley  
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