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A meeting of the FORTH VALLEY NHS BOARD will be held on  
TUESDAY 30 MAY 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 

  For Noting 

  For Approval 

1. APOLOGIES FOR ABSENCE

2. DECLARATION(S) OF INTEREST(S)

3. MINUTE OF FORTH VALLEY NHS BOARD MEETING HELD ON 
28 MARCH 2017

4. MATTERS ARISING FROM THE MINUTE

5. QUALITY AND SAFETY

5.1 Patient Story   For Noting 
(Presented 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 Patient Safety Programme in Maternity Services 
(Presentation led by Professor Angela Wallace, Director of Nursing)    For Noting 

6. STRATEGIC PLANNING AND DEVELOPMENT

6.1   For Noting Mental Health Strategy (2017- 2027) 
(Paper presented by Mrs Kathy O’Neill, General Manager) 

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 Mr Scott Urquhart, Assistant Director of Finance) 

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

7.4   For Noting Communications Quarterly Update Report 
(Paper presented by Mrs Elsbeth Campbell, Head of Communications) 
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8. GOVERNANCE

8.1  Governance Committee Minutes

8.1.1 Performance and Resource Committee: 25 April 2017   For Noting 

8.1.2 Audit Committee: 24 March 2017   For Noting 

8.1.3 Staff Governance Committee: 17 March 2017   For Noting 

8.1.4 Clinical Governance Committee:   For Noting 
- 10 February and 31 March 2017

8.1.5 Endowment Committee: 24 March 2017   For Noting 

8.2 Advisory Group Minutes 

8.2.1 Area Clinical Forum:  16 March 2017   For Noting 

8.3 Integration Joint Board Minutes 

8.3.1 Falkirk Integration Joint Board:  3 February 2017   For Noting 

8.3.2 Clackmannanshire and Stirling Integration Joint Board:   For Noting 
1 February 2017 

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 28 March 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  
 Mr Andrew Murray   Professor Angela Wallace   
 Mr Tom Hart     Mr John Ford     
 Mr Jim King    Mrs Julia Swan   
 Dr James King   Ms Fiona Gavine    
 Cllr Linda Gow    
   
 
In Attendance Mr Tom Steele, Director of Estates and Facilities 
 Ms Elaine Vanhegan, Head of Performance and 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 Karen Maclure, Person Centred and Patients Relations Manager (Item 5.3) 
 Mr Jonathan Procter, IM&T Director/eHealth Lead (Item 6.3) 
 Mrs Sonia Kavanagh, Corporate Services (minute)   
 
1. APOLOGIES FOR ABSENCE 

 
Apologies for absence were intimated on behalf of Mrs Jo Chisholm and Mrs Helen Kelly. 
 

2. DECLARATION(S) OF INTEREST(S) 
 

There were no declarations of interest. 
 
3. MINUTE OF FORTH VALLEY NHS BOARD MEETING HELD ON 31 JANUARY 2017 
 

The minute of the Forth Valley NHS Board meeting held on 31 January 2017 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 “My Experience of NHS Forth Valley”, 
presented by Professor Angela Wallace, Director of Nursing.  
 
Professor Wallace introduced the story about a gentleman’s experience following screening for 
and diagnoses of cancer. Although he had experienced a challenging time both emotionally and 
physically, the care and empathy shown by the staff provided reassurance and comfort.  
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Through his own business experience he was amazed at how well emergency departments 
handled unplanned demand within the budget available and were still able to provide friendly and 
professional service. He noted his admiration to all the staff and would take every opportunity to 
highlight the marvellous care he had experienced. 

 
The NHS Board noted the patient story and the alternative perspective provided. 

 
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 position relating to infection prevention and 
control. 
 
The total number of Staphylococcus aureus bacteraemia (SABs) was 83 with 15 reported SABs 
for February 2017. In response to Mrs Swan’s question regarding the processes in place to 
understand and deal with the number of cases, Dr Foster reported that although only 2 cases 
were hospital acquired, all infections were investigated for any common themes/issues and 
relevant measures were provided to assist where necessary.  
 
Cases of Clostridium difficile infection (CDI) continued to reduce with 1 reported for February 
2017. The number of cases of Device Associated Bacteraemia reported at February 2017 was 5. 

 
Ward Visits showed a slight decrease in the total non compliances for February 2017 with 73 
compared to 88 in the previous month. There was an ongoing process of continual improvement 
and feedback to wards. In response to Ms Gavine’s questions regarding maintenance of low 
technical equipment such as hoists, Dr Foster reported that all devices were subject to regular 
monitoring of cleaning standards. 
 
Refurbishment work in Falkirk Community Hospital was anticipated to commence in April 2017 
with a group set up in preparation for this work. 
 
The HEI Inspectorate intended to change their inspection process to a more holistic approach, 
and in conjunction with NHS Forth Valley had developed a urinary catheter audit tool. This was 
expected to by informally trialled in Forth Valley in April 2017. 
 
As of April 2017, all NHS Boards across Scotland were required to carry out full surveillance for 
elective vascular and colorectal procedures. This would initially involve collecting data on all 
patients undergoing these surgical procedures. Once sufficient data had been gathered only light 
surveillance would be necessary and details would just be required for those with an infection. 
 
Dr Foster highlighted that in February 2017, NHS Forth Valley had identified 2 cases of linezolid 
resistance from the same ward, indicating the likelihood of patient to patient transmission. A 
Problem Assessment Group had convened and weekly screening of all patients as a 
precautionary measure was being performed until both patients were discharged. 

 
The NHS Board noted the update provided. 
 
5.3 New Complaints Handling Procedure 
 
The NHS Board received a presentation “New Complaints Handling Procedure”, led by Professor 
Angela Wallace, Director of Nursing. 
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Professor Wallace introduced Mrs Karen Maclure who would outline the new Complaints 
Handling Procedure which also included the Unacceptable Actions Policy and Guidance for 
Dealing with Problem Behaviour. 
 
Mrs Maclure provided the background to the new procedure which aimed to provide a 
standardised and person centred complaints process for NHS Scotland. The new model would 
come into effect from 1 April 20107 and although the 20 day target would remain, the focus would 
be on early resolution. The aim was for the majority of cases to be dealt with in Stage 1, however, 
more complex/clinical complaints would be dealt with in Stage 2 to ensure necessary 
investigation took place before a full response was provided. 
 
There were 9 Key Performance Indicators (KPI’s) which would record complaints data, allow 
analysis and provide management reporting. These would also assist with staff training and 
provide an opportunity to improve the complaint process experience. 
 
Following advice from the Scottish Public Sector Ombudsman (SPSO), NHS Forth Valley had 
now developed a separate Unacceptable Actions Policy and Guidance for Dealing with Problem 
Behaviour to support the management of complaints with relevant training/awareness sessions 
and guide to be provided for staff. 
 
In response to Mrs Swan’s question in relation to how complaints would be dealt with from an 
integration position, Mrs Maclure confirmed that a lead person would be agreed to ensure the 
complaint was dealt with effectively and efficiently. Further work was required regarding 
performance reporting to provide an overview and assurance to both Integration Joint Boards 
(IJBs). 

 
The NHS Board thanked Mrs Maclure for the presentation, noting the focus on local/early 
resolution. Final consultation would take place with the Corporate Management Team and Audit 
Committee at the end of March 2017.  
 
The NHS Board approved the new Complaints Handling Procedure and the Unacceptable 
Actions Policy and Guidance for Dealing with Problem Behaviour.  

 
6. STRATEGIC PLANNING AND DEVELOPMENT 

 
6.1 Local Delivery Plan 2017/18 
 
The NHS Board considered a paper “Local Delivery Plan 2017/18”, provided by Dr Graham 
Foster, Director of Public Health and Strategic Planning. 
 
Dr Foster presented the draft Local Delivery Plan (LDP) 2017/18, the performance contract 
between the Scottish Government and NHS Boards.  
 
The LDP would include the local actions to be taken in relation to the Scottish Government’s 
Health and Social Care Delivery Plan along with the progress regarding Health Visiting, the 
Universal Health Visitor Pathway and Family Nurse Partnerships.   
 
The LDP process would evolve further as new arrangements for the regional planning and 
delivery of services were put in place and account would be taken of the national review of 
targets and indicators due to be published in the spring. 
 
The draft LDP was due to be submitted by 31 March 2017 and once further guidance was 
received from the Scottish Government around regional planning additional changes/refinements 
would be made with the final version due to be submitted by September 2017. 
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The NHS Board approved the Local Delivery Plan, for submission to the Scottish Government on 
31 March 2017 and noted the need to align with IJB Delivery Plans. 

 
6.2  Financial Plan 
 
The NHS Board considered a paper “Financial Plan”, presented by Mrs Fiona Ramsay, Director 
of Finance. 
 
Mrs Ramsay provided an overview of the Strategic Financial Plan for 2017/18 - 2019/20 with the 
summary information from the plan used to complete the Finance template within the LDP. 
 
It was essential that services continued to deliver efficiently and effectively within the resources 
available while still meeting the changing demands. Whilst the proposed plan outlined in-year 
financial balance, recurrent cash savings of approximately £5.6m remained to be identified with a 
further £4.2m assessed as high risk and a greater proportion than previous years assessed as 
medium risk.  
 
The allocations from Scottish Government were outlined including the transfer from NHS Boards 
to IJBs to support the continued delivery of the Living Wage, sustainability in the care sector and 
pre-implementation work in respect of the new carers legislation.  
 
The proposed 2017/18 initial budgets for the IJBs were detailed with £146.950m for Falkirk IJB 
and £128.892m for Clackmannanshire/Stirling IJB. In addition there were allocations received 
non-recurrently from Scottish Government which would cover services delegated to the IJBs and 
were ring-fenced, these would be added to the budget during the year. 
 
Mrs Ramsay provided a summary of key risks such as new drugs/drug demand, rising inflation 
due to economic uncertainty and target delivery. 
 
The NHS Board: 

• Approved the Financial Plan 2017/18 – 2019/20 
• Approved the Initial Budgets for both IJBs 
• Approved the Savings Plans, recognising that those within the scope of integration 

required to be approved by IJBs and further work was required to prepare the cases for 
change in a number of areas 

• Noted the ‘yet to be identified’ saving of £5.576m, although this could be covered non-
recurrently in 2017/18 

• Noted the estimated financial risk of between £10m and £12m for 2017/18 
 
6.3  Replacement Patient Management System – Full Business Case 

 
The NHS Board considered a paper “Replacement Patient Management System – Full Business 
Case”, presented by Mr Jonathan Procter, IM&T Director/eHealth Lead. 
 
Mr Procter provided an outline of the proposed Replacement Patient Management System, 
Trakcare, which would make a significant contribution to the delivery of the outcomes set out in 
the NHS Board’s eHealth Strategy.  
 
Mr Procter highlighted that Trakcare would replace the existing patient management system 
providing a more sustainable business solution. As well as moving NHS Forth Valley onto a 
National System, it would provide the building blocks for any emerging regional patient 
information sharing changes. Trakcare would support practitioners in the delivery of high quality 
patient care and provide key patient information and safety benefits. The new system would also 
align NHS Forth Valley with other NHS Boards, standardising the technology and allowing easier 
collaboration. 
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The NHS Board discussed the proposal, the ability to share information and patient safety 
benefits. It was agreed that this important eHealth and Patient Management System development 
was necessary to ensure NHS Forth Valley was best placed to have a sustainable base going 
forward. 

 
The NHS Board approved the Replacement Management System Full Business Case for 
Trakcare. 
 
6.4 Equality and Diversity in NHS Forth Valley 
 
The NHS Board considered a paper “Equality and Diversity in NHS Forth Valley”, presented by 
Professor Angela Wallace, Director of Nursing. 
 
Professor Wallace provided an update on NHS Forth Valley’s programme of work regarding 
Equality and Diversity to meet the legislative requirements under Section 149 of the Equality Act 
2010 Specific Duties.  
 
The report outlined the actions taken to meet the commitments from 2013-2017 as well as those 
to be implemented during 2017-21. The challenges and opportunities were highlighted and how 
they would be addressed and supported in the future.  
 
A new set of equality outcomes were due to be published for 2017-2021 and these aligned with 
the NHS Forth Valley Healthcare Strategy workstream recommendations as well as local and 
national priorities in relation to equality issues. The report also included the Workforce Equality 
Action Plan to ensure a culture was created where staff were encouraged to make the best 
contribution they could and eliminate discrimination and harassment.  
 
The NHS Board noted the comprehensive paper and approved the revised NHS Forth Valley 
Equality Mainstreaming Report for publication by 30 April 2017. 

 
6.5 Media and Communications Policy 
 
The NHS Board considered a paper “Media and Communications Policy”, presented by Mrs 
Elsbeth Campbell, Head of Communications. 

 
Mrs Campbell provided the updated Media and Communications Policy which outlined the 
arrangement for managing media and communications within NHS Forth Valley, including media 
enquiries, filming requests and organising official events and visits. Communication support and 
advice was also available for staff, services and departments to ensure a consistent and coherent 
approach across the organisation. 
 
The NHS Board discussed social media and the support available to enable staff to be safe and 
professional including awareness of  and the implications of mis-use. 
 
The NHS Board approved the updated Media and Communications Policy and this would be 
published on the staff intranet and shared across the organisaiton. 

 
6.6 Access Policy 
 
The NHS Board considered a paper “Access Policy”, presented by Mr David McPherson, General 
Manager. 

 
Mr McPherson highlighted that the Access Policy, which was last presented to the NHS Board in 
August 2014, had been reviewed and updated to reflect the changes around out-patient 
standards, other access targets and to reflect the roles and responsibilities of key staff involved in 
the delivery of services.  
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Along with the national principles the policy would aim to ensure systems were in place to 
optimise the use of facilities and available capacity in order to deliver high quality and safe patient 
care in a timely manner.  
 
Once the policy was approved an extensive training programme would be rolled out to all staff 
involved in the patient journey during April/May 2017. 
 
In response to Mr King’s question regarding patients being able to see the same consultant, Mr 
McPherson explained that while patients were referred to a team, they could request a named 
consultant. However, it was highlighted that to ensure waiting times were managed effectively 
and appropriately this may not always be possible. 

 
The NHS Board approved the updated Access Policy for implementation within NHS Forth 
Valley.   

 
6.7 Health and Social Care Integration 
 
The NHS Board considered a paper “Health and Social Care Integration”, presented by Mrs 
Kathy O’Neill, General Manager. 
 
Mrs O’Neill provided an update on progress with the implementation of health and social care 
integration in Forth Valley. 
 
The Ministerial Strategic Group for Health and Community Care had asked both Partnerships to 
submit local objectives and where appropriate, targets against six indicators; unplanned 
admissions, occupied bed days for unscheduled care, A&E performance, delayed discharge, end 
of life care and the balance of spend across institutional and community services. As a significant 
element of this work overlapped with the LDP submission, this work would be co-ordinated jointly 
with NHS Forth Valley and led by the Medical Director. 
 
Work continued to deliver the target for delayed discharge as agreed with the Cabinet Secretary 
for Health and Sport and to plan the next transfer phase of operational responsibility to the Chief 
Officers. 
 
In year budget recovery plans continued to ensure financial balance at the year end was 
achieved and both IJBs would agree their 2017/18 budgets taking into account Local Authority 
and NHS Board budget setting arrangements by end of March 2017. 
 
NHS Forth Valley would take on responsibility for supporting the Falkirk IJB meetings from April 
2017 with Mrs Swan taking over as Chair at this point. The Chair of the 
Clackmannanshire/Stirling IJB would be transferred to Stirling Council for the remaining 2 year 
term from April 20107. 
 
The NHS Board noted the update provided. 
 
6.8 Records Management Plan Implementation Update 
 
The NHS Board considered a paper “Records Management Plan Implementation Update”, 
presented by Ms Elaine Vanhegan, Head of Performance and Governance. 
 
Ms Vanhegan reported that following approval by the NHS Board in January 2016 the NHS Forth 
Valley Records Management Plan (RMP) and supporting evidence had been submitted to the 
Keeper of the Records of Scotland for assessment. Significant work took place to address the 
recommendations outlined in the Public Records Officer’s interim report before re-submission. 
Confirmation had been received from the Keeper in September 2016 approving the RMP.   
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Each of the 14 elements of the plan were highlighted and classed as either green or amber. 
Those classed as amber meant the Keeper had requested to be kept informed of progress. A 
RMP Implementation Working Group (IWG) had been established and an implementation plan 
had been agreed for each element. Progress on these were provided including the Business 
Classification Scheme, Archiving/Transfer Arrangements and Retention Schedules/Destruction 
Arrangements. 

 
The NHS Board noted the update provided and the ongoing work of the Records Management 
Plan Implementation Working Group.  
 

7. CORE PERFORMANCE 
 

7.1 Executive Performance Report 
 
The NHS Board considered a paper “Executive Performance Report”, presented by Ms Elaine 
Vanhegan, Head of Performance and Governance. 

 
 Executive Summary 

Ms Vanhegan provided an outline of the Executive Summary highlighting the following: 
 

Maggie’s Forth Valley was officially opened on 15 March 2017 by Lord Jack McConnell. The 
Centre offered a unique programme of support to anyone with or affected by cancer and included 
drop-in sessions, nutritional workshops and relaxation classes. A NHS Board visit was scheduled 
to Maggie’s Forth Valley in April 2017. 
 
The Healthcare Improvement Scotland (HIS) report on Care of Older People in Acute had now 
been published, following their unannounced inspection of Forth Valley Royal Hospital in 
November 2016. A high standard of care had been highlighted and inspectors noted that the 
majority of patients praised their care and that despite being busy, the wards appeared calm and 
organised. The report also commended the ageing and health integrated care ward for their work 
with patients with cognitive impairment. Work would continue to maintain the high standards, 
particularly in relation to documentation and changes had already been introduced regarding how 
initial assessments and personal care plans were completed. 

 
Ms Vanhegan highlighted that around 120 NHS Forth Valley members of staff were invited to 
attend the Long Service Awards. Those who attended were presented with a specially designed 
certificate and pin badge to celebrate their 20, 30 or 40 years with the NHS. 
 
Janett Sneddon, Senior Midwife and Clinical Co-ordinator had been shortlisted for a Thomson’s 
Members’ Champion Award at the Royal College of Midwives (RCM) annual awards. The NHS 
Forth Valley Royal Hospital Pharmacy Team had been shortlisted in the Hospital Pharmacy 
Team of the Year category. This was well deserved recognition following their work to deliver a 
highly complex change and improve medication safety for patients. 
 
At the recent NHS Scotland Communication Awards 2017, the NHS Forth Valley 
Communications Team had won Best Healthcare Website, were finalists for Best Event due to 
the Staff Awards and received Best Publication for the Healthcare Strategy summary. 
Communication Assistant, Lindsay Hathaway had been a finalist in the Young Achiever category.  
 
Senior Community Nurse, Joan Gracie had been elected to take part in a special professional 
development programme to become a Queen’s Nurse. On completion of the course the 20 
chosen nurses from NHS Boards and other independent organisations across Scotland would be 
the first nurses to receive this title for almost 50 years. 
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Performance 
Ms Vanhegan provided a summary of the core performance for NHS Forth Valley for the period 
to the end of February 2017 with some relevant updates into March 2017. Although focus 
continued on all aspects of performance there were some continuing challenges in respect of key 
access targets and pressure remained with the delayed discharge position. 
 
The absence position remained stable with the overall January 2017 position at 5.63% against a 
Scotland position of 5.64%. This continued to be a key focus with work to meet the 4% target and 
be below the Scottish average. 

 
In terms of emergency access, the February 2017 position was 92.9% Board wide; MIU 100% 
and ED 91.3% with 17 patients waiting longer than eight hours and no twelve hour breaches. 
Performance continued to be challenging over January and February 2017 and as a result the 
organisation had been required to provide daily monitoring 3 times over a 4 week period to the 
Scottish Government. This ceased once 90% compliance and over had been achieved for 10 
days.  There had been marked improvement throughout March 2017 with performance mainly 
above 95%. 
 
At the end of February 2017 the number of patients waiting for an outpatient appointment that 
exceeded the 12 week waiting time standard was 3858, a decrease of 450 from the January 
2017 position and focus continued on achieving a position of 3000 or less by end of March 2017. 

 
The 18 week Referral to Treatment (RTT) position in January 2017 was 79.9%. The CAMH 
Services performance had continued to improve with the position for February 2017 at 98.9% 
against the 90% standard. The 18 week RTT position for Psychological Therapies remained 
challenging with a predicted fall to 36.5% as the longest waiting patients were treated and the 
waiting list came down. Significant focus continued to improve the position with action plans in 
place. 
 
Against the 62 day cancer standard, the position for the quarter ending December 2017 was 
89.5% with the monthly position to January 2017 at 87.3%. The 31 day standard for quarter 
ending December 2016 was 97.4% with the monthly position to January 2017 at 96.5%. Both 
January positions were above the Scottish average and further work was underway; including 
changes to the procedure in terms of vetting referrals, sourcing of additional lists or clinic where 
available and additional oncology capacity.  
 
The position regarding delayed discharges continued to be challenging ahead of the year end 
target. Delays over 14 days at the February 2017 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, Stirling 6 and 2 delays for local authorities outwith Forth Valley. The total 
overall figure, including patients with Guardianships and Code 9 delays was 96 and this 
significantly impacted capacity across the system resulting in challenges with the 4 hour ED 
target and the requirement for Scottish Government monitoring as previously highlighted. The 
position has since improved, with around 72 patients now delayed in their discharge. The 50% 
target reduction in delayed discharges, as agreed with the Scottish Government, was closely 
monitored and the target of 47 was to be achieved by end of March 2017.  

 
NHS Forth Valley had achieved 81% for eKSF against the 80% standard and the data for the 
period December 2015 to 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 had improved, with the January 2017 position of 82.2% and 
February due to be 89.8% against the 80% Scottish Stroke Care Standard.  
 
The agreed full year target number of successful smoking quits at 12 weeks post quit, in the 40% 
most deprived SIMD areas was 319 for 2016/17. NHS Forth Valley were on track to achieve this 
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and there was a greater focus to engage with hard to reach groups and this included work within 
prisons. 
 
The NHS Board noted the update provided and that further detail would be provided under item 
7.3, Waiting Times Report. 

 
7.2 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 28 February 
2017.The revenue financial position for this period was an overspend of £0.195m, with an 
improvement of £0.201m 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 saving 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 regarding April to February adjustments were 
anticipated. 
 
The updated estimate of the projected out-turn by Directorate was provided and while the 
position indicated a revenue surplus of £0.200m at year end, work continued to improve the 
Directorate positions. 
 
The NHS Board noted the update provided and the balanced capital position to end of February 
2017. 

 
7.3 Waiting Times Report 
 
The NHS Board considered a paper “Waiting Times Report”, presented by Mr David McPherson, 
General Manager. 
 
Mr McPherson 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. 
 
The number of outpatients with ongoing waits over 12 weeks had reduced to 3858 from 4308 in 
January 2017.  Work was currently on course to deliver and 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 February 2017 was 6.9% against the Scottish 
rate of 8.6%. 
 
In the period October 2016 to December 2016 compliance with the Inpatient Treatment Time 
Guarantee (TTG) was 78.5% and 625 patients with waits over 12 weeks had been treated. At the 
end of February 2017 642 patients had an on-going wait beyond 12 weeks and there remained 
significant focus to improve this. 
 
Drug and Alcohol services continued to achieve the 3 week waiting time standard with 98.6% for 
the quarter ending December 2016 and current local reports highlighted a consistently high level 
of performance. 
 
Compliance with the Endoscopy Waiting Time Standard had shown significant improvement with 
only 4 patients waiting over 42 days for the service compared to 16 in January 2017. 
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The NHS Board discussed the TTG performance and the need to maintain the momentum and 
ensure adherence to the Access Policy and focus on patients with the longest waits. 
 
The NHS Board noted the Waiting Times Report.  

 
8. GOVERNANCE  
 

8.1 Code of Conduct for Members of Forth Valley NHS Board 
 
The NHS Board considered a paper “Code of Conduct for Members of Forth Valley NHS Board”, 
presented by Ms Elaine Vanhegan, Head of Performance and Governance. 
 
Ms Vanhegan reported that the Code of Conduct for Members of Forth Valley NHS Board, which 
detailed the principles and rules of conduct for Members, had been reviewed in line with Scottish 
Government Guidance and highlighted that no additional guidance had been received since 
February 2014. 

 
The NHS Board approved the reviewed Code of Conduct for Members of Forth Valley NHS 
Board. 
 
8.2 Standing Orders (including Scheme of Delegation & Standing Financial 

Instructions) 
 
The NHS Board considered a paper “Standing Orders (including Scheme of Delegation & 
Standing Financial Instructions)”, presented by Mrs Fiona Ramsay, Director of Finance. 
 
Mrs Ramsay outlined the amendments to the Standing Orders, Standing Financial Instructions 
(SFIs) and Scheme of Delegation to reflect Health and Social Care Integration arrangements and 
other general updates. The updates had been considered by the Audit Committee on 24 March 
2017 and the Clinical Governance Committee would review their Terms of Reference at their 
meeting on 31 March 2017 with any necessary amendments to be incorporated. 

 
The NHS Board approved the updated Standing Orders including the Scheme of Delegation and 
Standing Financial Instructions, subject to the outcome of the Clinical Governance Committee 
review as noted. 

 
8.3 Review of Committee Membership 
 
The NHS Board considered a paper “Review of Committee Membership”, presented by Mrs Jane 
Grant, Chief Executive. 
 
Mrs Grant outlined the key amendments to the NHS Forth Valley Board Committee membership.  
 
Mr Jim King was due to step down from Forth Valley NHS Board at the end of March 2017 and 
would be replaced by Dr Michele McClung, who had been appointed to the NHS Board from 1 
April 2017. 
 
Mrs Julia Swan had been reappointed for a second term from 1 May 2017 until 30 April 2021. 
 
Mr Andrew Murray was appointed as Medical Director in February 2017 and replaced Miss 
Tracey Gillies as Executive member to the NHS Board. 
 
The 3 Local Authority members would officially step down from the NHS Board on 30 April 2017 
and notification of the new members would be made following the local Government elections in 
May 2017. 
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The NHS Board approved the appointment of Mrs Swan as Vice Chair of the NHS Board from 1 
April 2017 and the proposed Chairs for the Governance Committees. 

 
8.4 Governance Committee Minute 
 
  8.4.1 Performance and Resources Committee – 28 February 2017 
 

The NHS Board noted the minute of the Performance and Resources Committee meeting 
held on 28 February 2017. 

 
  8.4.2 Audit Committee – 20 January 2017  
 

The NHS Board noted the minute of the Audit Committee meeting held on 20 January 
2017. 

 
8.5  Advisory Committee Minute 
 
  8.5.1 Area Clinical Forum – 19 January 2017 

 
The NHS Board noted the minute of the Area Clinical Forum meeting held on 19 January 
2017. 
 

 8.6  Integration Joint Board Minutes 
  
  8.6.1 Falkirk Integration Joint Board – 2 December 2016 
 

The NHS Board noted the minute of the Falkirk Integration Joint Board meeting held on 2 
December 2016. 
 
8.6.2 Clackmannanshire and Stirling Integration Joint Board – 16 November 2016 

   
The NHS Board noted the minute of the Clackmannanshire and Stirling Integration Joint 
Board meeting held on 16 November 2016. 

  
 8.7 Governance Committee Annual Reports 
 
  8.7.1 Annual Report of the Clinical Governance Committee 2016-17 
 

The NHS Board noted the Annual Report of the Clinical Governance Committee 2016-17. 
 
8.7.2 Annual Report of the Endowment Committee 2016-17 
 
The NHS Board noted the Annual Report of the Endowment Committee 2016-17. 
 
8.7.3 Annual Report of the Audit Committee 2016-17 
 
The NHS Board noted the Annual Report of the Audit Committee 2016-17. 
 
8.7.4 Annual Report of the Performance and Resources Committee 2016-17 
 
The NHS Board noted the Annual Report of the Performance and Resources Committee 
2016-17. 
 
8.7.5 Annual Report of the Staff Governance Committee 2016-17 
 
The NHS Board noted the Annual Report of the Staff Governance Committee 2016-17. 
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8.7.6 Annual Report of the Area Clinical Forum 2016-17 
 
The NHS Board noted the Annual Report of the Area Clinical Forum 2016-17. 

 
9. ANY OTHER COMPETENT BUSINESS 
 

The NHS Board acknowledged the work and efforts of Mr King and the huge contributions and 
assistance he had made over the years. 
 
The NHS Board acknowledged Mr Tom Steele, Director of Estates and Facilities who would be 
leaving at the end of April 2017. He had been a valuable member who had developed positive 
relationships with stakeholders. 
 
The NHS Board acknowledged the enormous contribution made by Mrs Jane Grant, Chief 
Executive as she was due to leave at the end of March 2017. Her drive, vision and determination 
would be sorely missed. However, she would leave behind the clear values to ensure patients 
were treated with respect and dignity and experienced the best care possible. 
    
There being no other competent business, the Chairman closed the meeting at 12pm. 
 

 
 
 

 



 
 

 
 
 
 

 
 
Forth Valley NHS Board 
 
30 May 2017 
 
 
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) 

 



 
 

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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HAI Executive Summary 
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HAI EXECUTIVE SUMMARY 
 
 
LDP TARGETS 
 
Staphylococcus aureus Bacteraemia (SABs) 
 

Staph aureus bacteraemia total - April 17 to date 5 
 

RAG Status: 
 

Monthly Total 5 
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  April 
Organisms Staphylococcus aureus 
Community 2 

Abscess 1 
Discitis  1 

 
Healthcare 2 

Respiratory Tract 1 
Intra-abdominal 1 

 
Hospital 1 

Ward A12 
 Unknown 1 

 
Grand Total 5 

Monthly Breakdown 
Community isolates- These patients following investigations had no healthcare intervention in the last three months 
 
Healthcare isolates- These patients following investigations has some form of healthcare intervention over the last 
three months, however, these SAB infections in this category for this month were not attributed to the previous 
healthcare interventions. 
 
Hospital isolate – This was an unknown source of infection and was attributed to the ward as the infection 
developed following admission to ward A12. 
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The chart below breaks down the SAB cases into source type for the last 12 months. 
 

 
 
Statistical Process chart from April 2014 to date 
 

 
 
Details of all SABs DABs and CDIs investigations can be found in the Directorates section of this report. 
 
Attributed causes that are secondary infections 
 
Some SAB infections are attributed to secondary infections such as discitis, septic arthritis, endocarditis, 
oesteomyelitis etc; in these cases, the bacteria have been introduced into the body from an infection or transient 
exposure in the past prior to developing these secondary infections.  Quite often, these primary infections are not 
identified through investigation. 
 
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/ 
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Clostridium difficile Infections (CDIs) 
 

Clostridium difficile total - April 17 to date 3 
 

RAG Status: 
 

Monthly Total 3 
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  April 
Healthcare 2 
Community 1 
Grand Total 3 

Monthly Breakdown 
Healthcare isolates- These patients following investigations has some form of healthcare intervention over the last 
three months, both cases were associated with antimicrobial treatment from a recent admission to FVRH. 
  
Community isolates- These patients following investigations had no healthcare intervention in the last three months, 
however, this particular case the patient was prescribed an antibiotic in December and was concluded by the 
Consultant Microbiologist that this treatment was associated with the infection. 
 
The chart below breaks down the CDI cases into source type for the last 12 months. 
 

 
 
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/ 
 
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. 
 

Device associated bacteraemia total - April 17 to date 2 
 
 

RAG Status: 
 

Monthly Total 2 
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  April 

 
Device associated Bacteraemia 

Healthcare 2 
Urinary Catheter long term 2 

 
Grand Total 2 

 
Monthly Breakdown 
Healthcare isolates- These patients following investigations has some form of healthcare intervention over the last 
three months.  One case was attributed following a routine catheter change and the other case was attributed to 
complications with insertion following the catheter being displaced at the patient’s home. 
  
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 
 

 
 
 
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 no deaths where Clostridium difficile or MRSA was recorded on the death certificate. 
 
 
Surgical Site Infection Surveillance  
 
The table below identifies surgical site infections that are reported nationally. 
 

 
Procedure 

Confirmed SSI 
(April) 

Abdominal 
Hysterectomy (v) 

1 

Breast Surgery (v) 0 

Caesarean Section 
(m) 

0 

Knee Arthroplasty (v) 0 

Hip Arthroplasty (m) 0 

Major Vascular 
Surgery (m) 

1 

 
  (v) = voluntary procedure, (m) = mandatory procedure. 
  Denominator figures are taken from Nexus. 
 
Please note that all procedures are monitored for 30 days and Caesarean Sections to 10 days post surgery.  These 
changes will have an impact on infection rates as the monitoring period has increased so infection rate comparison 
cannot be made with previous years. 
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Estate and Cleaning Compliance (per hospital) 
 
Data taken from Domestic Monitoring National Tool Database held by the Estates and Facilities Directorate.  The 
next release of data will be in July 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

Feb-17 1 0 1 14 10 27 10 10 73
Mar-17 1 1 3 20 7 20 4 8 64
Apr-17 3 1 6 26 10 22 6 7 81  

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. 
 

The chart below details the total number of non compliances for the Board from October 2015 – April 2017.  
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Incidence/Outbreaks 
 
No outbreaks or incidence reported this month. 
 
Hand Hygiene  
 
Hand Hygiene Monitoring Compliance (%) Board wide 
Data taken from TCAB 
 May 

2016 
June 
2016 

July 
2016 

Aug 
2016 

Sept 
2016 

Oct 
2016 

Nov 
2016 

Dec 
2016 

Jan 
2017 

Feb  
2017 

March 
2017 

April 
2017 

Board 
Total 99 99 99 99 99 99 99 99 99 99 99 99 

 



Scottish Patient Safety Programme  
Maternity and Children Quality 
Improvement Collaborative (MCQIC) in 
NHS Forth Valley   





SPSP 

Acute Adult 
Programme 

2008 

Primary 
Care 2013 

MCQIC: 
Maternity Care 

Paediatrics  
Neonates  

2013 
 

Mental 
Health 

2012/13 

Children and 
Young Persons 
Improvement 
Collaborative 

GIRFEC 



Three   workstreams 

MCQIC 
Maternity  care  
 

Neonatal care  

Paediatric care  



MCQIC  

March 2016 

March 2013 Phase 1 

March 2019 

Phase 2 

•Reducing stillbirths and 
neonatal mortality by 15%  
•Reducing the incidence  of 
non-medically indicated 
elective deliveries prior to 
39 weeks’ gestation by 30% 
 

•Reduce stillbirths by 35% 
•Reduce neonatal mortality 
by 15% 
•Reduce hypoxic-ischaemic 
encephalopathy by 30% 
•Increase vaginal birth by 
15% 
 

AIM 
Reduce avoidable harm in women 
and babies by 30% through: 
•Reducing severe postpartum 
haemorrhage by 30%  
•Offering all women carbon monoxide 
monitoring when booking their 
antenatal care appointment  
•Referring 90% of women who have 
raised carbon monoxide levels or who 
are smokers to smoking cessation 
services  
•Providing a tailored package of care 
to all women who continue to smoke  
 
Increase the percentage of women 
satisfied with their experience of 
maternity care to > 95% 



National Outcomes 



 NHS Forth Valley  stillbirth  rate  
•Range of actions being taken to reduce stillbirth 
rate including  participation in 2 national research 
studies 
• Median rate in FV  3.5/ 1,000 births  , National 
rate 3.7 /1000 births  
•Processes in place to review all stillbirths 
•Increase in  2016 reviewed   and  the Clinical 
Governance Committee updated  
•Rate now  decreased  
 



Rate of neonatal deaths  
•National rate    not yet  
demonstrating a  significant change  
•NHS Forth Valley  continues    to 
have a comparatively  low rate of 
neonatal deaths  
•Key   focus of phase 2 of  the 
programme  
 
 



Post partum haemorrhage rate  
•National and local rates    not yet   
achieving a significant change  
•Key   focus of phase 2 of  the 
programme  
•NHS Forth Valley  testing  a new  
bundle for the National team  



Progress in NHS Forth Valley  
Maternity Care  



Key   focus of phase 2 of  the 
programme  

• Reduce stillbirth and  neonatal  mortality  by 15% 
• Reducing severe postpartum haemorrhage by 30%  
• Reducing the incidence of non medically indicated elective  

deliveries  prior to  39 weeks gestation   by 30%   
• Offering all women carbon monoxide monitoring when 

booking their antenatal care appointment  
• Referring 90% of women who have raised carbon monoxide 

levels or who are smokers to smoking cessation services  
• Providing a tailored package of care to all women who 

continue to smoke  
• Increase the percentage of women satisfied with their 

experience of maternity care to > 95% 
 



Reducing Stillbirths and 
Neonatal Mortality  

Process:  
Smoking 
cessation 
interventions  

Process:  
awareness of 
fetal 
movements  



Smoking cessation: reliable 
processes  
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%  of pregnant women with a CO level ≥ 4 ppm (or who say they are current or 
recent smokers) that are referred to smoking cessation services   FVRH 

ANC 

Stop smoking 
advisor attending 
antenatal booking 
clinic as a one stop 
shop for women 
who continue to 
smoke in 
pregnancy  



Fetal movements: reliable 
processes 

Highlight Pen Staff Education Highlight pen 
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Progress to date in NHS Forth 
Valley: Reducing harm to mothers 

and babies  
Reliable processes  
• Implementation of the warm bundle ✓ 
• Implementation of the PPH prevention bundle ✓ 
• VTE Thrombprophylaxsis risk assessment completed 

at booking, on antenatal admission and within 12 
hours postnatally ✓ 

• Safety briefs embedded in practice ✓ 
• Processes to identify and respond to maternal 

deterioration (MEWS charts) ✓ 
 



Progress to date in NHS Forth 
Valley  

• Maternal feedback of care from clinical areas including labour 
ward, inpatient ward and maternity assessment centre 
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% of women satisfied with the care they 
received    

FVRH 

The midwives were 
great, they always 
listened to me and 

addressed any 
concerns I had 

A huge thank you 
to all the staff, you 

do a truly 
wonderful job! 

‘I couldn’t fault any staff , 
they do a  fantastic job, give 
yourselves a pat on the back’ 

 



Challenges 
• Continued motivation that small changes will make 

improvements 
• Reducing still birth rates – detailed review 2017. 
• Reducing rates of post partum haemorrhage  
• Testing new work streams  
• Collaborative working with stop smoking service to 

improve attendance rates for women who continue to 
smoke.  
 
 
 

http://www.google.co.uk/url?url=http://www.digitalsherpa.com/blog/5-common-social-media-marketing-challenges-faced-by-small-business-owners/&rct=j&frm=1&q=&esrc=s&sa=U&ei=JXehU9TlNvDH7AafhIGIBQ&ved=0CBgQ9QEwAQ&usg=AFQjCNGmXW-Yb1wO8GZ2mcnD_5XclooUzQ


Next Steps    

• Trial of the National PPH risk assessment and treatment 
tool 

• CTG data collection, staff training and HIE data collection 
• Testing and implementation of CTG escalation flow chart 
• Collaboratively working with multidisciplinary teams to 

ensure optimum care of the neonate by developing/testing 
Neonatal Early Warning Track and Trigger Tool (NEWTT). 

 



Progress in NHS Forth Valley  
Neonatal Care  



Goals  
Reduce   harm from : 
• Invasive devices – central lines and  PVCs  
• High risk medicines – gentamicin  
• Undetected   deterioration  
• Increase natural feeding  
•   Person centred care  

 



Progress to dare: Reducing harm to 
neonates  

 
• Gentamicin bundle ✓ 
• No central line infections ✓ 
• % compliance with peripheral vascular catheter 

(PVC) insertion & maintenance bundle ✓ 
• % compliance with observation recording & 

monitoring system ✓ 
• % of infants with a documented consultation with 

parents by an experienced clinician of the neonatal 
team within 24 hours of admission ✓ 
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Device Associated Bacteraemia Infection 
2190 days since last infection  
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PVC Insertion Bundle: Overall Compliance Forth Valley Royal 

Neonatal Unit 



New doctors induction day - 
highlight that this information 

requires to be input on 
Badger system 

NNAP - information to inform 
staff re inputting data on 

Badger 
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Challenges  
• Accurate documentation of CVC insertion and 

maintenance bundle  
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CVC Insertion Bundle: Overall Compliance Forth Valley Royal 
Neonatal Unit 



Next Steps… 
Neonatal updated measures 

• Reducing Admission Hypothermia in Infants 
 All babies admitted to Neonatal unit with a core temperature 

<36.5°C – excluding BBA and therapeutic cooling 
 Goal – 30% reduction.  Aim for 10% babies with temperature 36-

36.4°C and 0% babies with temperature <36°C 
 

Gather baseline data and work collaboratively with 
maternity colleagues.  Increase information on 

importance of maintaining thermoregulation and 
carry out tests to make progress with this measure 



The future... 



Next steps... 
Neonatal updated measures 

• Percentage of term admissions admitted to the 
neonatal unit 
 All infants admitted ≥37 weeks gestation 
 Goal -30% reduction over time with overall aim to 

achieve 3% 
 

To categorise admissions into top three causes and 
collaborate with maternity colleagues to ensure 
appropriate pathways and processes are in place 

to support the goal 



Next steps... 
Neonatal updated measures 

• % of infants discharged on breast milk 
     Goal – 95% of babies discharged home receiving breast 

milk 
 

Link with neonatal breast feeding advisors as to how we 
will improve on this measure.  Develop information to 
be given antenatally – importance of colostrum/breast 
milk if preterm delivery.  Encourage and support skin-

to-skin within the neonatal unit 
 
  
           
  
       



Why do we measure and try to 
improve... 



Progress in NHS Forth Valley  
• Paediatrics 



Goals 

Reduce avoidable harm to children from : 
 
• Invasive devices –PVCs  
• Undetected   deterioration  
• Person centred care  
 
 

 



Progress to date in NHS Forth Valley: 
Reducing harm in Paediatric Services 

• Paediatric Early Warning Score – PEWS ✓ 
•  Peripheral Vascular Cannula - PVC bundles ✓ 
•  Safety Brief/Watcher – Flash Cards ✓  
•  “What Matters to Me” – theatre patients ✓ 
•  Review of ITU transfers ✓ 
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PVC Maintenance Bundle Compliance 
FVRH 
NHS FORTH VALLEY Only  6 charts sampled 

this month  
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Device Associated Bacteraemia Infection 
2040 days since last infection  



Challenges 

• Ongoing focus on tests of change and the learning  
• Competing priorities – HEPMA  
                                           – National PEWS  
• DGH setting – shorter length of patient stay 
• Parental/patient involvement- 60% response 

 
 
 
 

http://www.google.co.uk/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&ved=0ahUKEwi71eSv-dPTAhUGLsAKHTk3AsoQjRwIBw&url=http://www.thebondboard.org.uk/uncategorized/looking-for-a-new-year-challenge/&psig=AFQjCNFiDv_S9pjplKtOQ1T9c8a0ir_HlQ&ust=1493908522457587


Next Steps    

• Test the implementation of IR2 system via 
safeguard system. 

• Continue to support “What Matters to Me” pre 
operatively. 

•  HEPMA – medicine reconciliation 



So What does Matter to us- the 
patients?? 

 
 

• “We cannot express thanks 
enough to everyone who played 
a part in our daughters recovery 

last week to now. From the 
housekeeping staff, nurses and 
doctors she was spoken to and 

cheered up by all in her company. 
You all do an amazing job”. 

‘When my wee one was a patient the 
staff kept me updated about her 

progress and  care during her stay” I like staff to talk to me 

https://www.google.co.uk/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=0ahUKEwiC8dXT-tPTAhUUOsAKHYZeDn8QjRwIBw&url=https://picclick.com/Baby-Bumble-Bee-Costume-Halloween-Fancy-Dress-291937464158.html&psig=AFQjCNEhr9-JI0GvJDLql1_3nWIPZxD2Sw&ust=1493908934713186


Key Messages  

• Demonstrating reliable processes  
• Active staff engagement  
• National recognition of progress in Forth 

Valley  
• Testing National bundles  
• Collaboration across programmes  



QUESTIONS  
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SUMMARY 
 
1. TITLE 
 Mental Health Strategy (2017-2027) 
 
2. PURPOSE OF PAPER 

2.1 The purpose of this paper is to advise Board members of the newly published 
Scottish Government Mental Health Strategy.  More detail will be provided to 
members in a presentation.  A copy of the strategy document is attached to 
this paper. 

 
3. KEY ISSUES 

3.1 The Mental Health Strategy covers a 10 year period and sets out the main 
priorities that the Scottish Government consider will deliver improvements in 
the mental health of the population of Scotland. 

 
3.2 The Government’s guiding ambition is “that we must prevent and treat 

mental health problems with the same commitment, passion and drive 
as we do with physical health problems”. 

 
3.3 There are four key areas of focus:- 

 
• Focus on prevention and early intervention notably around for pregnant 

women and infants, children and young people. 
• Access to mental health services including making them more efficient, 

effective and safe. 
• The physical well-being of people with mental health problems to address 

premature mortality and ensuring parity between mental health and 
physical health. 

• Rights of people with mental health problems with a human-rights based 
approach across all priorities and actions. 

 
3.4 There are a total of 40 actions contained within the strategy.  These will 

require a number of agencies to work together to deliver improvements 
including Health Boards; Integration Joint Boards; Local Authority Children & 
Education Services; Community Justice Services and third sector services. 

 
3.5 Actions within the strategy include:- 
 

• Increase the mental health workforce in Accident and Emergency, GP 
practices, police station custody suites and prisons. 

• Test out the most effective and sustainable models of supporting mental 
health in primary care settings. 

• Review the role of counselling and guidance services in schools to make 
sure that they are delivering for children and young people. 

• Establish a forum of mental health stakeholders that will meet twice a year 
to help guide the implementation of the strategy actions over the coming 
years. 

• Improve support for preventative and less intensive services (tiers 1 and 2 
Child and Adolescent Mental Health Services (CAMHS) to tackle issues 
earlier. 

 
3.6 A multi-agency workshop is being planned locally to bring together all the 

appropriate agencies involved in delivering the strategy.  It will assess 
readiness to implement each of the actions and identify gaps and priorities. 



 
3.7 There will also be a need to assess the national strategy actions against the 

priorities contained in the Health Board Healthcare Strategy “Shaping the 
Future”. 

 
3.8 Further related strategies are expected to be published in the course of this 

year including a new Dementia Strategy and a Suicide Prevention Strategy. 
 

4. FINANCIAL IMPLICATIONS 
4.1 Further confirmation from Scottish Government is awaited on any additional 

resource to be made available to support implementation. 
 
5. WORKFORCE IMPLICATIONS 

5.1 The Strategy highlights the need to build the workforce in a number of specific 
areas including accident & emergency and GP practices and supports the 
development of advanced nursing roles within mental health. 

 
6. RISK ASSESSMENT AND IMPLICATIONS 

6.1 No risk assessment has been undertaken to date.  This will be informed by the 
proposed workshop to assess readiness for implementation. 

 
7. RELEVANCE TO STRATEGIC PRIORITIES 

7.1 The Health Board Healthcare Strategy includes priorities for developments in 
mental health services. 

 
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) 
√ 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 

Not relevant to this document. 
 
10. RECOMMENDATION(S) FOR DECISION 

 
The NHS Board is asked to note the content of the Mental Health Strategy. 

 
11.  AUTHOR OF PAPER/REPORT: 

Name: Designation: 
Kathy O’Neill General Manager 

 
Approved by: 
Name: Designation: 
  

 



 

Mental Health Strategy: 
2017-2027
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Introduction 
 

 
 
Challenges with mental health have touched every life in Scotland: from a young 
person struggling in school, or a colleague absent from work, to an elderly relative 
living with dementia. We have all seen, and often personally felt and experienced, 
the impact of mental health problems.  
 
Many mental health problems will be preventable, and almost all are treatable, so 
people can either fully recover or manage their conditions successfully and live as 
healthy, happy and productive lives as possible. 
 
Our guiding ambition for mental health is simple but, if realised, will change and save 
lives - that we must prevent and treat mental health problems with the same 
commitment, passion and drive as we do with physical health problems.  
 
That means working to improve: 
• Prevention and early intervention; 
• Access to treatment, and joined up accessible services; 
• The physical wellbeing of people with mental health problems; 
• Rights, information use, and planning.  
 
We want to create a Scotland where all stigma and discrimination related to mental 
health is challenged, and our collective understanding of how to prevent and treat 
mental health problems is increased. We want to see a nation where mental 
healthcare is person-centred and recognises the life-changing benefits of fast, 
effective treatment. We want a Scotland where we act on the knowledge that failing 
to recognise, prioritise and treat mental health problems costs not only our economy, 
but harms individuals and communities. In short, we share the ambition that you 
should only have to ask once to get help fast. 
 
In the last decade mental health services have changed dramatically, with excellent 
work from NHS Board staff, primary care practitioners, councils and third sector 
organisations, making life-changing, and life-saving, interventions every day.  
 



 

3 | P a g e  
 

But we have the ambition to go further, and we know this ambition is shared across 
Scotland. Through this strategy we set out 40 initial actions to better join up our 
services, to refocus these and to deliver them when they are needed.  
These actions include:  
 

• Increasing the mental health workforce by 800 additional mental health 
workers in our hospitals, GP surgeries, prisons and police stations.  

• Improving support for preventative and less intensive services (tiers 1 and 2 
CAMHS) to tackle issues earlier. 

• Reviewing the role of counselling services in schools. 
• Testing and evaluating the most effective and sustainable models of 

supporting mental health in primary care 
• Establishing a bi-annual forum of mental health stakeholders to help guide the 

implementation of actions in the coming years. 
 
Our efforts must deliver on a human rights-based approach, so that people in the 
most marginalised of situations are prioritised in achieving health. 
 
We can’t achieve a sea change in mental health alone. This strategy also underpins 
how we will work in partnership with others to champion the better Scotland our 
people deserve. 

 
Maureen Watt MSP 
Minister for Mental Health 
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Summary of Actions 
 
Prevention and early intervention  
1. Review Personal and Social Education (PSE), the role of pastoral guidance in 

local authority schools, and services for counselling for children and young 
people.  

2. Roll out improved mental health training for those who support young people in 
educational settings. 

3. Commission the development of a Matrix of evidence-based interventions to 
improve the mental health and wellbeing of children and young people. 

4. Complete the rollout of national implementation support for targeted parenting 
programmes for parents of 3- and 4-year olds with conduct disorder by 2019-20. 

5. Ensure the care pathway includes mental and emotional health and wellbeing, 
for young people on the edges of, and in, secure care.  

6. Determine and implement the additional support needed for practitioners 
assessing and managing complex needs among children who present a high risk 
to themselves or others. 

7. Support an increase in support for the mental health needs of young offenders, 
including on issues such as trauma and bereavement. 

8. Work with partners to develop systems and multi-agency pathways that work in a 
co-ordinated way to support children‟s mental health and wellbeing. 

9. Support the further development of „Think Positive‟ to ensure consistent support 
for students across Scotland. 

10. Support efforts through a refreshed Justice Strategy to help improve mental 
health outcomes for those in the justice system. 

11. Complete an evaluation of the Distress Brief Intervention by 2021 and work to 
implement the findings from that evaluation. 

12. Support the further development of the National Rural Mental Health Forum to 
reflect the unique challenges presented by rural isolation. 

13. Ensure unscheduled care takes full account of the needs of people with mental 
health problems and addresses the longer waits experienced by them. 

14. Work with NHS 24 to develop its unscheduled mental health services to 
complement locally-based services. 

 
Access to treatment and joined-up, accessible services  
15. Increase the workforce to give access to dedicated mental health professionals 

to all A&Es, all GP practices, every police station custody suite, and to our 
prisons. Over the next five years increasing additional investment to £35 million 
for 800 additional mental health workers in those key settings. 

16. Fund the introduction of a Managed Clinical Network to improve the recognition 
and treatment of perinatal mental health problems. 
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17. Fund improved provision of services to treat child and adolescent mental health 
problems.  

18. Commission an audit of CAMHS rejected referrals, and act upon its findings. 
19. Commission Lead Clinicians in CAMHS to help develop a protocol for 

admissions to non-specialist wards for young people with mental health 
problems.  

20. Scope the required level of highly specialist mental health inpatient services for 
young people, and act on its findings. 

21. Improve quality of anticipatory care planning approaches for children and young 
people leaving the mental health system entirely, and for children and young 
people transitioning from CAMHS to Adult Mental Health Services. 

22. Support development of a digital tool to support young people with eating 
disorders. 

23. Test and evaluate the most effective and sustainable models of supporting 
mental health in primary care, by 2019.  

24. Fund work to improve provision of psychological therapy services and help meet 
set treatment targets.  

25. Develop more accessible psychological self-help resources and support national 
rollout of computerised CBT with NHS 24, by 2018.  

26. Ensure the propagation of best practice for early interventions for first episode 
psychosis, according to clinical guidelines.  

 
The physical wellbeing of people with mental health problems 
27. Test and learn from better assessment and referral arrangements in a range of 

settings for dual diagnosis for people with problem substance use and mental 
health diagnosis.  

28. Offer opportunities to pilot improved arrangements for dual diagnosis for people 
with problem substance use and mental health diagnosis.  

29. Work with partners who provide smoking cessation programmes to target those 
programmes towards people with mental health problems.  

30. Ensure equitable provision of screening programmes, so that the take up of 
physical health screening amongst people with a mental illness diagnosis is as 
good as the take up by people without a mental illness diagnosis.  

31. Support the physical activity programme developed by SAMH. 
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Rights, information use, and planning 
32. Use a rights-based approach in the statutory guidance on the use of mental 

health legislation. 
33. Commission a review of whether the provisions in the Mental Health (Care and 

Treatment) (Scotland) Act 2003 Act fulfil the needs of people with learning 
disability and autism, taking forward new legislative measures if necessary. 

34. Reform Adults With Incapacity (AWI) legislation. 
35. Work with key stakeholders to better understand Mental Health Officer capacity 

and demand, and to consider how pressures might be alleviated. 
36. Work with employers on how they can act to protect and improve mental health, 

and support employees experiencing poor mental health.  
37. Explore innovative ways of connecting mental health, disability, and employment 

support in Scotland. 

 
Data and measurement 
38. Develop a quality indicator profile in mental health which will include measures 

across six quality dimensions – person-centred, safe, effective, efficient, 
equitable and timely. 

39. Establish a bi-annual forum of stakeholders to help track progress on the actions 
in this Strategy, and to help develop new actions in future years to help meet our 
ambitions. 

40. Carry out a full progress review in 2022, the halfway point of the Strategy, to 
ensure that lessons are learnt from actions to that point. 
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Our Vision 
 
Our vision for the Mental Health Strategy is of a Scotland where people can get the 
right help at the right time, expect recovery, and fully enjoy their rights, free from 
discrimination and stigma.1 
 
Over the 10 years of the Strategy, we will work on achieving parity between mental 
and physical health.  
 
The scale of the challenge to achieve parity is considerable: 
 
 Only 1 in 3 people who would benefit from treatment for a mental illness 

currently receive it, on current estimates.  
 People with life-long mental illness are likely to die 15-20 years prematurely 

because of physical ill-health.  
 People with a mental health problem are more likely than others to wait longer 

than 4 hours in an Emergency Department. 
 
That there should be parity of esteem between physical and mental health is widely 
accepted, and through this Strategy we aim to ensure that it is more than just a 
worthy ambition and can be made real. Over the 10 years of this Strategy, we must 
see, and be able to measure, the following for mental health compared to physical 
health: 2 

 Equal access to the most effective and safest care and treatment: 
Demonstrated by increasing the proportion of people who receive treatment for a 
mental illness, who would benefit from that treatment. This will also require 
improvements in prescribing and follow up care. 

 Equal efforts to improve the quality of care: Demonstrated by achieving the 
same level of access to services and the same efforts to improve standards, 
infrastructure and staffing in mental healthcare as in physical healthcare. 

 Allocation of time, effort and resources on a basis commensurate with 
need: Including addressing higher rates of premature mortality by targeting 
efforts at higher smoking rates and improving access to physical healthcare for 
people with a mental illness. 

 Equal status within healthcare education and practice: Demonstrated by  
supporting core skills and competencies in mental health for a variety of staff. 

 Equally high aspirations for service users: Recognising service users as 
equal partners in their own healthcare and emphasising expectations of good 
health and a good life. 

 Equal status in the measurement of health outcomes: Met by robustly 
measuring people‟s responses to treatment, and people‟s experiences of mental 
health services, just as in physical health care. 

                                                 
1 Derived from work by the Scottish Mental Health Partnership. 
2 Royal College of Psychiatrists, March 2013, Whole-person care: from rhetoric to reality  
Achieving parity between mental and physical health, Occasional paper OP88, p.20 
http://www.rcpsych.ac.uk/pdf/OP88.pdf  

http://www.rcpsych.ac.uk/pdf/OP88.pdf
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To measure progress toward parity we will introduce a measurement framework 
similar to those used in physical health. This will draw on a range of information to 
understand the differences that are being made to, for example, premature mortality, 
what money is being spent, how long people wait to access services, rates of 
employment, and poverty levels. 
 
Working to improve mental health care is not just the preserve of the NHS or the 
health portfolio. We will be working not only across the Scottish Government, but 
also across the wider public services to harness the broadest range of opportunities 
to improve the population‟s mental health. This work is broad and far-reaching, for 
example: 
 

 Poverty: Poverty is the single biggest driver of poor mental health. The Fairer 
Scotland Action Plan sets out how we will help tackle poverty, reduce inequality 
and build a fairer and more inclusive Scotland. We will work with partners in local 
government, the third sector and communities to deliver this ambition and to 
recognise the importance of this activity in delivering good mental health for the 
whole population of Scotland. 

 Education: Support from teachers and other school staff can be vital in helping 
ensure the mental wellbeing of children and young people. We will empower and 
support local services to provide early access to effective supports and 
interventions at tiers 1 and 2 and to use specialist CAMHS expertise where it will 
be most effective. 

 Justice: We will support the justice system to work effectively with local partners 
to improve outcomes for people with mental health problems. We will facilitate 
work with Police Scotland and Integration Authorities to ensure that people with 
mental health problems or who are in distress are supported. We will work with 
the Scottish Prison Service and partners to improve the mental health of 
prisoners, including supporting young offenders. 

 Social Security: Our overarching aim is to create a social security system in 
Scotland that is based on dignity, fairness and respect. This will be a system that 
helps to support those who need it and when they need it. We will ensure that 
this works for people with mental health problems. 

 Employment: Not having a job is the single biggest inequality that people with 
mental health problems can face. We will use our new employability powers to 
work across health and employability services to support people with mental 
health problems to stay in work and to support people to get back into work. We 
will also encourage employers to support the mental wellbeing of their 
employees.3 

 
Improvements will be supported by increasing resources for mental health, including 
an increasing share of the NHS frontline revenue budget, and investing in innovation 
in services. We will also require transparent reporting of how Integration Authorities 
use their resources to support mental health in different settings and services, so we 
can demonstrate progress without stifling innovation and cross-service working. 

                                                 
3
 https://scottishbusinesspledge.scot/workforce-engagement/#ffs-tabbed-11 

https://scottishbusinesspledge.scot/workforce-engagement/#ffs-tabbed-11
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Within services that are led by the NHS we will take forward our plans for investment 
twinned with reform to help deliver the best mental health outcomes possible: 
 

 Primary Care Transformation: We will support the development of new multi-
disciplinary models of supporting mental health in primary care to deliver “ask 
once, get help fast”. That will necessitate models that allow access to information 
about what help is available; information about what people can do to look after 
themselves; signposting and support to access facilities in the community (e.g. 
leisure services and activities); and information about who is available to provide 
support so they can make informed decisions about what is best for them.  

 Urgent Care Transformation: We will prioritise mental health pathways for 
people who need urgent care, including in emergencies in A&E. This means that 
when somebody has a mental health problem out-of-hours, they know how to, 
and are able to, access support as easily as they can for a physical health 
problem. This will include improving the range of support available through 
NHS24; ensuring that staff in A&E are able to support people in distress; and 
ensuring there is good access to specialist mental health support when it is 
needed. 

 Child and Adolescent Mental Health Services (CAMHS): While we have 
improved access to CAMHS, we‟re determined to go further. Demand for this 
specialism is continuing to increase and services could work together more 
effectively, or to intervene early. We need to achieve the best outcomes for 
children. Sometimes CAMHS is the right route, and at other times an alternative 
would be better. We will look at the whole system, recognising the importance of 
specialist services but also the importance of early interventions at tiers 1 and 2. 
This includes providing support for families through parenting programmes 
where appropriate. We will ensure that wellbeing is embedded across services 
and that staff are confident to support a child or young person with their mental 
wellbeing.  

 
We will deliver a focus on prevention and early intervention for children, young 
people and adults (including over-65s), to help prevent the development of mental 
health problems and to step in promptly if they do develop. 
 
We will ensure that improving mental health and wellbeing are central in our new 
public health priorities, and will challenge the NHS to prioritise the physical health of 
people with mental health problems, removing barriers to people accessing services. 
 
We will tackle early deaths. People with severe and enduring mental illness can die 
15 to 20 years earlier than they might otherwise do because of co-occurring but 
treatable issues, such as physical health problems and addictions. This is a major 
health inequality.  
 
This is the first national strategy in health and social care since their integration. This 
provides new opportunities for local areas to develop their own approaches, to 
innovate and to work across service boundaries to meet the needs of the local 
population. This Strategy aims to make clear the scale of the ambition over 10 years, 
to focus national actions to support local delivery, to remove barriers to change, and 
to make sure that change happens.  
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This Strategy will require work at a local and national level, with additional actions 
developed over the 10 years to deliver the vision and ambitions and to respond to 
what is happening. There should be a human rights-based approach to the 
improvements needed, using the PANEL principles of Participation, Accountability, 
Non-discrimination, Empowerment and Legality.  
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What is the context? 
 
The term mental health is used in many different ways. It applies to a continuum 
from emotional wellbeing like happiness and sadness, to mental disorder like the 
acute reaction that can happen to stress, to mental illness like schizophrenia.  
 
Environmental, social and individual factors help to determine mental wellbeing.4 
Genetic and environmental factors affect the prevalence and level of severity of 
mental illness in a population. These interactions are complex, but they offer different 
ways to influence mental health at an individual and population level. 
 
This Strategy is part of a wide range of measures that the Scottish Government is 
taking to help create a Fairer Scotland.5 The inequalities that drive differences in 
physical health outcomes are the same inequalities that detrimentally impact on 
mental health. Poverty and social exclusion can increase the likelihood of mental ill-
health, and mental ill-health can lead to greater social exclusion and higher levels of 
poverty.6  
 
This Strategy should also be seen in the context of the Scottish Government‟s 2020 
Vision for health and social care delivery, which emphasises integrated care and 
prevention, anticipation and supported self-management; and in the context of the 
Scottish Government‟s Health and Social Care Delivery Plan, which reinforces the 
equal importance of mental and physical health and the need to address the 
underlying conditions that affect health.7 When the ambitions of this Strategy and 
other areas of work are achieved, then it will be clear that people are able to start 
well, live well, age well and die well. 
 
Inequality related to disabilities, age, sex, gender, sexual orientation, ethnicity and 
background can all affect mental wellbeing and incidence of mental illness. Some 
groups are more likely than others in our society to experience mental ill-health and 
poorer mental wellbeing – for example, people who have experienced trauma or 
adverse childhood events, people who have substance use problems, people who 
are experiencing homelessness, people who are experiencing loneliness or social 
isolation, veterans, refugees and asylum seekers. There may also be specific issues 
around access to services and support for those living in remote and rural 
communities. 

 

                                                 
4 NHS Health Scotland, 2016, Good Mental Health for All, p.12 
http://www.healthscotland.com/uploads/documents/25928-Good%20Mental%20Health%20For%20All%20-
%20Mar16.pdf accessed 19 October 2016 
5 The Scottish Government, 2016, Fairer Scotland Action Plan www.gov.scot/Resource/0050/00506841.pdf 
6 See, for example, Scottish Government, February 2016, A National Clinical Strategy for Scotland, p21, table of 
Longstanding illness by Scottish Index of Multiple Deprivation (SIMD) quintiles 2014, 
http://www.gov.scot/Resource/0049/00494144.pdf; Ben Fell and Miles Hewstone, June 2015, Psychological 
Perspectives on Poverty, Joseph Rowntree Foundation Report, pp.19-23 
https://www.jrf.org.uk/report/psychological-perspectives-poverty; Iris Elliott, (June 2016) Poverty and Mental 
Health: A review to inform the Joseph Rowntree Foundation’s Anti-Poverty Strategy. London: Mental Health 
Foundation https://www.mentalhealth.org.uk/sites/default/files/Poverty%20and%20Mental%20Health.pdf  
7 Scottish Government, December 2016, Health and Social Care Delivery Plan 
http://www.gov.scot/Resource/0051/00511950.pdf  

http://www.healthscotland.com/uploads/documents/25928-Good%20Mental%20Health%20For%20All%20-%20Mar16.pdf
http://www.healthscotland.com/uploads/documents/25928-Good%20Mental%20Health%20For%20All%20-%20Mar16.pdf
http://www.gov.scot/Resource/0050/00506841.pdf
http://www.gov.scot/Resource/0049/00494144.pdf
https://www.jrf.org.uk/report/psychological-perspectives-poverty
https://www.mentalhealth.org.uk/sites/default/files/Poverty%20and%20Mental%20Health.pdf
http://www.gov.scot/Resource/0051/00511950.pdf
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Legislation that underpins the current arrangements for the National Health Service 
in Scotland already includes a parity of approach in relation to mental and physical 
health. It also places a duty on Local Authorities to provide services for those who 
have or have had a mental health problem, to promote their well-being and social 
development, and a duty to minimise the effect of mental disorder and give people 
the opportunity to lead lives which are as normal as possible.8 
 
In addition, since April 2016, there has been a key role for Integration Authorities 
relating to local health and social care services, including hospital and community 
mental health services.  
 
Scotland‟s commitment to meeting the needs of those who require access to mental 
health services reflects the importance we attach to realising the right of every 
individual to the highest attainable standard of physical and mental health.9 The 
actions set out in this Strategy contribute to the progressive realisation of that 
internationally-recognised right, and directly support the shared vision of a socially 
inclusive and successful Scotland where every member of society is able to live with 
human dignity. 
 
Put simply, this Strategy‟s context is not just a question of how the NHS, Local 
Authorities and Integration Authorities deal with mental health, but how our wider 
society thinks about mental health in how decisions are made. 

                                                 
8 See section 1A of the National Health Service (Scotland) Act 1978; see also sections 25 and 26 of the Mental 
Health (Care and Treatment) (Scotland) Act 2003; Scottish Government, 2007, With Inclusion In Mind: the local 
authority’s role in promoting well-being and social development provides guidance and best practice to fulfil the 
duty http://www.gov.scot/Resource/Doc/200490/0053601.pdf; People with mental health problems are also 
protected and supported through a range of community care legislation, including the Social Work (Scotland) Act 
1968, the Adults with Incapacity (Scotland) Act 2000, the Community Care and Health (Scotland) Act 2002 and 
Adult Support and Protection (Scotland) Act 2007 
9 See in particular the International Covenant on Economic, Social and Cultural Rights, Article 12. Also the: UN 
Convention on the Rights of the Child, Article 24; UN Convention on the Elimination of All Forms of Racial 
Discrimination, Article 5; UN Convention on the Rights of Persons with Disabilities, Articles 1, 17, 25 et al.; UN 
Convention on the Elimination of All Forms of Discrimination Against Women, Article 12. 

http://www.gov.scot/Resource/Doc/200490/0053601.pdf
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Prevention and early intervention  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Prevention and early intervention are key to minimising the prevalence and incidence 
of poor mental health and the severity and life time impact of mental disorders and 
mental illnesses. Prevention and early interventions must be a focus of activity and 
funding. 
 
Education 
Along with literacy and numeracy, health and wellbeing is one of the three core 
areas that are the responsibility of all staff in the school. All adults who work in 
Scotland‟s schools have a responsibility to support and develop the mental, 
emotional, social and physical wellbeing of pupils, as part of what is referred to as 
„Responsibility of All‟. To support this responsibility, Education Scotland provides 
training and professional development, as well as promoting good practice on 
positive relationship and behaviour approaches.  
 
Making sure that children and young people are included, engaged and involved in 
their education is fundamental to achievement and attainment in school. That means 
ensuring that schools provide a positive culture for all students‟ social, emotional and 
mental wellbeing, and that appropriate pastoral care and access to educational 
psychologists is available. The school environment can then help children to feel 
secure, resilient, confident, supported, and ready to learn. 
 
 
 

Ambitions: 
 Every child and young person to have appropriate access to 

emotional and mental well-being support in school. 
 Appropriate, evidence-based, parenting programmes should be 

available across Scotland. 

 Evidence-based interventions to address behavioural and 
emotional issues in children and young people should be available 
across Scotland. 

 Mental health support and treatment for young people involved in 
offending who have mental health problems should be available 
across Scotland. 

 Mental health training for non-mental health staff should be 
available across health and social care services. 

 Training in first aid approaches for mental health should become 
as common as physical first aid. 
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Actions to support children and their families 
A child or young person‟s wellbeing is influenced by everything around them, and by 
the different experiences and needs they have. The vision and practice of Getting it 
Right for Every Child (GIRFEC) empowers those working with children and families 
to operate across professional boundaries to provide support and to identify and 
address need at the earliest opportunity to prevent problems escalating. The eight 
SHANARRI indicators can be used to identify what help and support a child or young 
person may need in order to improve their wellbeing and their mental health.10 

 
For a child, good relationships, starting with early attachment, create the setting for 
good mental health and resilience. A key factor is the quality of the parent-child 
relationship. The Scottish Government has supported the roll-out of evidence-based 
interventions that support children and their families with behavioural issues, through 
the Psychology of Parenting Programme (POPP).  
 
To build on the success of POPP there is a need for a range of solid, evidence-
based interventions for emotional, behavioural and/or conduct issues where a child 
would not be diagnosed with a mental illness, but could be helped by a 
psychologically-informed approach. This should include interventions to support 
children‟s parents or carers.  
 
 
 
 
 
 
 
 
 

 

 

 
                                                 
10 SHANARRI indicators: Safe, Healthy, Achieving, Nurtured, Active, Respected, Responsible, Included 
http://www.gov.scot/Topics/People/Young-People/gettingitright/wellbeing 

 Action 1: Review Personal and Social Education (PSE), the role of pastoral 
guidance in local authority schools, and services for counselling for children 
and young people.  
 

 Action 2: Roll out mental health training for those who support young 
people in educational settings.  

 Action 3: Commission the development of a Matrix of evidence-based 
interventions to improve the mental health and wellbeing of children and 
young people.  

 
 Action 4: Complete the rollout of national implementation support for 

targeted parenting programmes for parents of 3- and 4-year olds with 
conduct disorder by 2019-20.  
 

http://www.gov.scot/Topics/People/Young-People/gettingitright/wellbeing
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Adverse childhood experiences, including sexual abuse 
Understanding and addressing Adverse Childhood Experiences (ACEs) is important 
to children‟s current and future mental health and wellbeing. Universal services - for 
example, health visitors, midwives, and school nurses - can play a role in helping to 
reduce the incidence and impact of ACEs and in supporting good mental health, 
prevention and early intervention, especially for vulnerable children and families. 
This role can be maximised by ensuring the workforce are ACE-informed and 
confident in the early identification of risk factors and of symptoms of mental ill-
health. 
  
The Scottish Government has commissioned NHS Education for Scotland (NES) to 
develop a National Trauma Skills and Knowledge Framework and a National 
Training Plan for practitioners. Prevention of future abuse and increasing the safety 
of those currently affected by abuse and trauma – both adults and children – will be 
a central theme of both of these pieces of work. 
 
Children and young people may be affected by parental substance misuse. The 
Scottish Government will fund a response to the recommendations of “Everyone has 
a story” which supports innovation and good practice in supporting children and 
young people affected by this issue.  
 

Disabled children 
It is crucial to consider the mental health needs of disabled children and young 
people. Some will be disabled because of mental health conditions that impact on 
their lives, while others will experience poor mental health as a result of their 
physical impairment or long-term condition, including where that is not a disability. 
Children with physical health conditions may experience four times greater anxiety, 
low mood and psychological distress than others and are at greater risk of mental 
health difficulties.  
 
Appropriate treatment and facilities, as well as support for families and those caring 
for them, are vital. The Scottish Government will ensure that its Framework for 
Supporting Disabled Children, Young People and their Families makes clear links to 
the ambitions in this Strategy, and that mental health issues for disabled children, 
and for young people and their families and carers, are given consideration during 
the engagement and development process for that Framework. 
 
It is important to note that amongst infants, children and young people, the highest 
rates of mental ill-health occur in those with learning disabilities and those with 
autism. Unless appropriate treatments and services are available then health 
inequalities will widen. Integration Authorities and Local Authorities will therefore 
need to understand the mental health and wellbeing inequalities experienced in their 
areas and plan the delivery of local services to reduce those inequalities, to remove 
barriers to health, and to ensure improved outcomes.11 

                                                 
11 United Nations Convention on the Rights of the Child, July 2016, Concluding Observations on the Fifth 
Periodic Report… CRC/C/GBR/CO/5, 61. “The Committee recommends that the State party: (a) Regularly 
collect comprehensive data on child mental health, disaggregated across the life course of the child, with due 
attention to children in vulnerable situations and covering key underlying determinants” 
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Looked after children 
NHS boards are required to provide all children and young people who become 
looked after with a health assessment within four weeks of notification. Alongside 
this, it is important to respond appropriately to the emotional distress linked to both 
the circumstances that led to the child becoming looked after and the experience of 
being looked after in any setting.12 Professionals working with looked after children 
and young people should have the necessary knowledge and skills around issues 
linked to trauma and attachment. Consideration should also be given to the transition 
period from being looked after to being established as an independent adult.  
 
There are particular issues for young people on the edges of, and in, secure care to 
ensure that systems work well together for the child at the heart. It is crucial that 
mental and emotional health and wellbeing needs are considered throughout those 
systems to help improve outcomes for children and young people. 13 
 
 
 
 
 
 
Children involved in offending 
Children and young people involved in and/or at risk of offending may have mental 
health problems, but not necessarily a mental illness. Work to address offending 
must take account of, and address, mental health issues as part of improving 
outcomes. 
 
The youth justice strategy “Preventing Offending: Getting it Right for Children and 
Young People (2015)” identified a need to improve understanding and enhance 
capacity in relation to mental health and trauma, through practice development and 
supporting services for young people – all as part of a preventative approach to 
reducing offending. Work on this will be supported by partners including the Centre 
for Youth and Criminal Justice, and the Youth Justice Improvement Board. It will 
include work to support practitioners who are managing children, as well as early 
intervention approaches. 
 
 
 
 
 
 
 

                                                 
12 Scottish Government, May 2014, Guidance on Health Assessments for Looked After Children and Young 
People in Scotland http://www.gov.scot/Resource/0045/00450743.pdf  
13 Alison Gough, October 2016, Secure Care in Scotland: Looking Ahead, Centre for Youth and Criminal Justice 

 Action 5: Ensure the care pathway includes mental and emotional health 
and wellbeing, for young people on the edges of, and in, secure care.13  

 Action 6: Determine and implement the additional support needed for 
practitioners assessing and managing complex needs among children 
who present a high risk to themselves or others.  

 Action 7: Support an increase in support for the mental health needs of 
young offenders, including on issues such as trauma and bereavement. 

http://www.gov.scot/Resource/0045/00450743.pdf
http://www.cycj.org.uk/wp-content/uploads/2016/10/Secure-Care-in-Scotland-Looking-Ahead.pdf
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Young Carers 
In the 2011 Census, 4% of young carers said they had a mental health condition; this 
compares with 1% of non-carers. When Integration Authorities and Local Authorities 
prepare the young carer statement as part of the Carers (Scotland) Act 2016, (which 
will be commenced in April 2018), they should take into account the mental health 
and wellbeing of young carers. 
 
Understanding Child and Adolescent Mental Health Services 
Child and Adolescent Mental Health Services (CAMHS) are usually planned and 
provided around a 4-tier model, as illustrated in Figure 1. A characteristic of the 
model is that child and adolescent mental health specialists will usually offer 
consultation and support to the teams and individuals working in the generalist and 
community-based tiers. 
 
Figure 1: CAMHS Tiers Diagram 

 
It is extremely important that services and staff are available to treat our most unwell 
children and young people. At the same time, children and young people who have 
mental health problems but are not ill, or who have behavioural or emotional issues, 
may benefit from preventative or less intensive services. Improved support at tiers 1 
and 2 could have the potential to tackle such issues earlier and stem the flow of 
referrals to the more intensive tiers 3 and 4.  
 
Work on child and adolescent mental health, and work on progressing Child and 
Adolescent Mental Health Services, must address both elements. There is therefore 
a need for a multi-agency, whole system approach to planning and service provision 
so that the different tiers function together effectively. The Integration Authorities or 
Local Authorities working with their NHS Board, as appropriate, will be well placed to 
do this.  

Tier 4: Highly specialised inpatient 
CAMH units and intensive 

community treatment services 

Tier 3: Specialist multidisciplinary 
outpatient CAMH teams  

Tier 2: A combination of some specialist CAMH 
services and some community-based services 

including primary mental health workers 

Tier 1: Universal services consisting of all primary care 
agencies including general medical practice, school 

nursing, health visiting and schools 



 

18 | P a g e  
 

 
 
 
 
 
 
Part of improving support at tiers 1 and 2 is having a workforce that is confident in 
dealing with mental health issues. To help this, mental health-informed training 
programmes should continue to be offered. Taking part in such training can, for 
example, build the confidence and capacity of front line staff in non-mental health 
services (such as health visitors, midwives, school nurses and teachers) to support 
good mental health and wellbeing, and can help to ensure that their responses to 
distress are sensitive and well informed.  
 
Accessing treatment in Child and Adolescent Mental Health Services is discussed in 
the following chapter.  
 
Further and Higher Education 
Students of further and higher education face some unique challenges, but we want 
to ensure a consistent level of support for mental health across the country. These 
education settings also provide opportunities to help address stigma and 
discrimination, and support efforts towards self-management. 
Working with the NUS, we‟ve supported their „Think Positive‟ project and we will 
work to explore how this can be developed and built upon in the coming years, 
particularly for the most vulnerable students 
 
 
 

 
Mental Health and the Justice system 
This Strategy does not just focus on traditional mental health services. In comparison 
to the general population, the prevalence of mental health problems among those in 
contact with the justice system is high. Mental health issues commonly co-exist with 
problem substance use (alcohol and drugs), chronic physical health conditions, 
learning difficulties, and homelessness. Relationships with families and other 
supports may be limited or absent. The transition from prison back to the community 
is a particularly high risk period for people‟s mental health, and continuity of care is 
important. 
 
There are many opportunities to develop and improve actions that promote good 
mental health for people who come into contact with the justice system as a result of 
their offending behaviour, or who contact the police in distress. The Justice Strategy, 
due to be published shortly, explicitly frames the challenge of the „relatively poor 
mental health and wellbeing of those in the justice system‟, making reference to the 
prevalence of mental health and addiction problems for those in police custody, in 

 Action 8: Work with partners to develop systems and multi-agency 
pathways that work in a co-ordinated way to support children‟s mental health 
and wellbeing.  

 Action 9:  Support the further development of „Think Positive‟ to ensure 
consistent support for students across Scotland. 
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prison and leaving prison. It makes clear that justice agencies are commonly dealing 
with situations where the main issues are mental health and distress where no 
offence, or only a minor offence, has been committed.  
 
In response to this challenge the Justice Strategy sets out a priority to „work with 
others to improve health and wellbeing in justice settings, focusing on mental health 
and addictions‟ and more broadly describes a partnership and prevention approach 
to supporting those with mental health problems. The Justice Strategy identifies the 
need to learn from and build upon the innovative approaches such as Community 
Triage, THRIVE and Distress Brief Interventions that are currently underway in this 
area in order to deliver improved, evidence-informed responses in the future. The 
Justice Strategy also acknowledges the need to ensure that interventions for victims 
and offenders are informed by understanding of the impact of trauma. 
  
In the 10 year Strategy for policing in Scotland (to be finalised in Summer 2017), 
Police Scotland has highlighted that it will work with partners to intervene early to 
address high impact issues such as mental health problems. The following examples 
illustrate some of the improvement work already underway:  
  

 Police Scotland Safer Communities, in partnership with NHS Health Scotland, 
has developed mandatory training packages for officers and staff to raise 
awareness of mental health distress and suicide intervention. Police Scotland 
is also the first police force in the UK to introduce mandatory mental health 
awareness training for its workforce. 

 The Community Triage service provides police officers with out-of-hours 
telephone access to Community Psychiatric Nurses, who offer professional 
support to both police officers and to those in distress. It was piloted in 
Glasgow and Edinburgh and is gaining ground elsewhere. 

 The National Co-ordinating Network for Healthcare & Forensic Medical 
Services for People in Police Care will be consulting on draft guidance in 2017 
with a view to improving the quality of mental health services for people 
detained by the police. 

 The National Prisoner Healthcare Network works closely with partners in 
Health, Justice and the Third Sector to support the health inequalities agenda 
and to reduce re–offending.14 

 
 

 
 
 
 
 
 

                                                 
14 http://www.nphn.scot.nhs.uk/wp-content/uploads/sites/9/2016/02/NPHN-Mental-Health-Implementation-Report-
May-2016.pdf  

 Action 10: Support efforts through a refreshed Justice Strategy to help 
improve mental health outcomes for those in the justice system.  

http://www.nphn.scot.nhs.uk/wp-content/uploads/sites/9/2016/02/NPHN-Mental-Health-Implementation-Report-May-2016.pdf
http://www.nphn.scot.nhs.uk/wp-content/uploads/sites/9/2016/02/NPHN-Mental-Health-Implementation-Report-May-2016.pdf
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Responses in emergency care and in the Blue Light Services 
Adverse experiences can lead to poor mental health, and people in distress often 
present to frontline services, such as the police and at Emergency Departments. In 
2016, the Scottish Government launched a Distress Brief Intervention programme, to 
test out a new approach to provide better support to people presenting in distress but 
who do not require further emergency service involvement. A national host is 
working with a small number of pilot sites across Scotland. A development year is 
underway, with service provision to begin from Summer 2017.  
 
Integration Authorities and their partners also have a major role to play through the 
provision of services which can protect against adverse experiences occurring and 
help to mitigate their effects when they do occur.  
 
 
 
 
Good Mental Health For All 
We have endorsed Good Mental Health for All, published by NHS Health Scotland in 
2016. Integration Authorities, Local Authorities, NHS Boards, the Third Sector and 
other community planning partners can use that document and plan partnership 
action to tackle the determinants of mental health and the causes of inequalities in 
mental health.  
 
If inequalities are to be tackled successfully, it will be important that local 
partnerships use good data about the make-up of their communities and ensure 
appropriate targeting of actions to address issues for those most at risk. As an 
example, in-work poverty can contribute to inequalities, which affect people‟s mental 
health. Promoting Fair Work and the real Living Wage can contribute to tackling in-
work poverty. We will continue to work with COSLA and other partners to promote 
Fair Work and the real Living Wage. 
 

Rural Communities 
The challenge presented by isolation is keenly felt by many in our rural communities. 
The National Rural Mental Health Forum has been established to help people in rural 
areas maintain good mental health and wellbeing. 
 
This forum will help develop connections between communities across rural 
Scotland, so that isolated people can receive support when and where they need it. 
 
 
 
 
 
 
 

 Action 11: Complete an evaluation of the Distress Brief Intervention by 
2021 and implement the findings from that evaluation.  

 Action 12: Support the further development of the National Rural Mental 
Health Forum to reflect the unique challenges presented by rural isolation. 

 



 

21 | P a g e  
 

 
Stigma and discrimination 
Where people do not feel welcomed, or do not see themselves represented, it can 
be hard for them to open up about mental health problems or to believe they will be 
listened to. Differences in ethnicity, sexuality, or gender identity, for example, should 
not be barriers to receiving high quality services to treat mental health problems.  
 
The SeeMe programme has proven vital in efforts to promote anti-discrimination and 
we will ensure that it continues and develops. 
 

Mental Health and Housing 
Evidence shows there is a strong link between poor mental health and people 
experiencing housing problems and homelessness. Poor quality housing may also 
affect people‟s wellbeing. Housing services alone cannot prevent homelessness or 
address housing need. Early preventative mental health interventions are needed 
and Integration Authorities and Local Authorities have significant opportunities to 
develop joined-up policy and service provision in this area.  
 
To help staff in housing – and staff in other groups who may be the first point of 
contact for vulnerable people - it‟s important that staff feel confident in dealing with 
mental health problems, just as they might with a physical health problem. That 
means knowing what to do and what their limits are. Training such as „first aid‟ in 
mental health can help here.  
 
We will also ensure that the provision of evidence-informed, quality assured training 
programmes on mental health, for non-health workforces is supported and 
continues. 
 

Tackling inequalities in unscheduled care 
Research shows that people with a mental health problem are more likely than 
others to have the maximum wait of four hours in Emergency Departments 
breached.15 Pulling Together, the National Review of Primary Care Out of Hours 
Services, declared that psychiatric urgent care and emergencies must be prioritised 
no less than physical health presentations.16 Too often, people with mental health 
needs experience longer waits in out of hours services than people with physical 
health needs. This is unacceptable and is a basic issue of parity in healthcare. 
Addressing it will help in delivering against the right to the highest attainable 
standard of health, as well as delivering on non-discrimination and equality in a 
human rights-based approach, and helping to achieve both parity of esteem and 
treatment. 
 

                                                 
15 Source: ISD Scotland A&E Datamart 
16 Scottish Government, December 2015, Pulling Together: Transforming Urgent Care for the People of Scotland: 
National Review of Primary Care Out of Hours Services, p.32 www.gov.scot/Publications/2015/11/9014 

http://www.gov.scot/Publications/2015/11/9014
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Some mental health services are community-based, so improvements in the 
response to unscheduled care presentations need to focus on the community as well 
as on hospital sites. 
 
 
 
 
 
 
 
 
 

 
The Third Sector 
The Third Sector plays a crucial role in supporting people, in providing services, in 
developing research, and in policy development. Support to the Third Sector can 
also help in achieving, for example, Participation and Empowerment in a rights-
based approach, because of the role that the Third sector often plays within 
communities, at the local strategic planning level, and in national policy development 
and legislation. The Scottish Government will consider how its support to the Third 
Sector can help build capacity in local areas for effective partnerships between Third 
Sector bodies, between the Third Sector and public authorities, a strong mental 
health Third Sector Interface, and to support continuing development of recovery-
oriented services.  

 Action 13: Ensure unscheduled care takes full account of the needs of 
people with mental health problems and addresses the longer waits 
experienced by them.  

 Action 14: Work with NHS 24 to develop its unscheduled mental health 
services to complement locally-based services. 
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Access to treatment and joined-up accessible 
services 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
Access to services for mental health problems within a clinically appropriate 
timescale is a basic issue of health equality. There must be access to high quality, 
specialist mental health care for those who have higher levels of need, as well as 
general health care which can deal with an issue there and then for people with a 
mental health problem. General health care must also address the conditions that 
can contribute to people becoming unwell, with the ultimate aim of reducing the need 
for specialist services.  
 
 
Workforce 
One of the keys to ensuring that the principle of „ask once, get help fast‟ is met is 
ensuring the right workforce is in place. We will be working at a local and national 
level, through Community Planning Partnerships, Integration Authorities, NHS 
Boards, training bodies, and local and national government. As well as increasing 
the supply of the mental health workforce with different skill mixes across different 
services, we need to make careers in mental health more attractive with clear career 
pathways. 
 
 
 
 
 
 
 
 

Ambitions: 
 Access to the most effective and safe care and treatment for 

mental health problems should be available across Scotland, 
meeting the same level of ambition as for physical health problems. 

 Safe and effective treatment that follows clinical guidelines. 
 Safe and effective treatment accessed in a timely way. 
 Services that promote and support recovery-based approaches. 
 Multi-disciplinary teams in primary care to ensure every GP practice 

has staff who can support and treat patients with mental health 
issues. 

 Appropriate mental health professionals are accessible in 
Emergency Departments and through other out-of-hours crisis 
services. 

 Action 15: Increase the workforce to give access to dedicated mental 
health professionals to all A&Es, all GP practices, every police station 
custody suite, and to our prisons. Over the next five years increasing 
additional investment to £35 million for 800 additional mental health 
workers in those key settings. 
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Perinatal mental health 
According to the Royal College of General Practitioners, “Up to one in five women… 
are affected by mental health problems in the perinatal period. Unfortunately, only 
50% of these are diagnosed. Without appropriate treatment, the negative impact of 
mental health problems during the perinatal period is enormous and can have long-
lasting consequences on not only women, but their partners and children too.”17  
 
In 2016 the Mental Welfare Commission for Scotland recommended that the Scottish 
Government establish a national Managed Clinical Network (MCN) for perinatal 
mental health.18 There were 26 Managed Clinical Networks in Scotland 
commissioned by NHS National Services Division; none of these, however, covered 
mental ill-health. This MCN for perinatal mental health is therefore a first. 

 
 
 
 
 

 
A Managed Clinical Network is a network of specialist staff working together. They 
are virtual entities designed to drive upwards the standards of patient care through 
integration of services and collaboration. Getting it right for mothers is not only good 
for them - it‟s good for the health and wellbeing of their children, and can contribute 
to breaking the cycle of poor outcomes from early mental health adversity. 
 
Child and adolescent mental health 
 
Work on access to CAMHS, and on reducing waiting times, should ensure that 
CAMHS is available, accessible, acceptable, of a good quality, and pays particular 
attention to vulnerable children (e.g. those living in poverty, children in care, children 
in contact with the criminal justice system and children with a learning disability 
and/or autism). Improvement work on access should also consider variations in 
levels of demand that cannot be explained by factors such as different socio-
economic circumstances. It should also consider design of services and referral 
pathways, such as rejected referrals.  
 
 
 
 
 
 
 
 
 
 

                                                 
17 www.rcgp.org.uk/clinical-and-research/toolkits/perinatal-mental-health-toolkit.aspx accessed 31 Oct. 2016 
18 Mental Welfare Commission for Scotland, June 2016, Keeping Mothers and Babies In Mind, Visit and 
Monitoring Report: Perinatal Themed Visit report. Recommendation 13, p.6 
http://www.mwcscot.org.uk/media/320718/perinatal_report_final.pdf 

 Action 16: Fund the introduction of a Managed Clinical Network to improve 
the recognition and treatment of perinatal mental health problems. 

 Action 17: Fund improved provision of services to treat child and 
adolescent mental health problems. 
 

 Action 18: Commission an audit of CAMHS rejected referrals, and act 
upon its findings. 

http://www.rcgp.org.uk/clinical-and-research/toolkits/perinatal-mental-health-toolkit.aspx
http://www.mwcscot.org.uk/media/320718/perinatal_report_final.pdf
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Work on treatment pathways and development of CAMHS intensive treatment 
services outwith an inpatient setting are essential. As reported by the Mental Welfare 
Commission for Scotland in 2016, there have been improvements with fewer 
incidences of young people being admitted to non-specialist wards.19 We want to see 
this improvement continue. 
 
Where an admission to a non-specialist ward occurs it must be ensured that safe 
and appropriate care can be provided in the non-specialist setting and that the 
admission is clinically and socially appropriate for the young person. The Mental 
Welfare Commission has recommended that standards be reviewed. To develop 
protocols for admissions, there will be a discrete piece of work.  
 

 
 

 

 

 

 

 
Some children travel outwith Scotland to receive specialist care. While it is possible 
that, in order to provide the appropriate clinical care, some highly specialist services 
will always need to be provided out of the country where numbers of patients are 
very small, this should be minimised where possible. In order to reduce the need for 
our vulnerable young people to travel outside Scotland for their health care and to 
improve the pathways of care, the Scottish Government has offered funding to 
support the capital development of a forensic CAMHS inpatient unit. Planning 
proposals are currently with the NHS. The Scottish Government is also supporting 
work on potential mental health inpatient needs of children and young people with a 
learning disability (intellectual disability) and/or an autism spectrum disorder. 
 
 
 
 
 
 
 
Young people can struggle to make the transition from children‟s mental health 
services into adult mental health services. Both children‟s and adult services need to 
cooperate to make this transition as seamless as possible. Smooth transitions 
between services are also part of achieving joined-up accessible services. 
 
 
 
 
 
 
 
                                                 
19 Mental Welfare Commission for Scotland, October 2016, Young Person Monitoring 2015/16, Statistical 
Monitoring Report  
http://www.mwcscot.org.uk/media/343729/young_person_monitoring_report_2015-16.pdf 

 Action 19: Commission Lead Clinicians in CAMHS to help develop a 
protocol for admissions to non-specialist wards for young people with 
mental health problems.  

 Action 20: Scope the required level of highly specialist mental health 
inpatient services for young people, and act on its findings. 

 Action 21: Improve quality on anticipatory care planning approaches for 
children and young people leaving the mental health system entirely, and for 
children and young people transitioning from CAMHS to Adult Mental 
Health Services.  

http://www.mwcscot.org.uk/media/343729/young_person_monitoring_report_2015-16.pdf
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Eating disorders 

The vast majority of people with an eating disorder are treated in the community by 
their local primary or community mental health care teams, with support links to 
specialist hospital or voluntary sector care where appropriate. To help ensure that 
young people with an eating disorder are able to access support in a way that 
reflects digital lifestyles, the Scottish Government will support the development of a 
digital tool for this.  
 
 
 
 
 

Primary care and mental health 
For health and social concerns, the person that many people turn to first is a primary 
healthcare practitioner, often their GP. Mental health issues are a common feature of 
primary care consultations and around a third of GP consultations have a mental 
health element. Strategic planning and commissioning for primary care services is 
the responsibility of Integration Authorities. 
 
Scottish Government sees the transformation of primary care as key to delivering the 
National Clinical Strategy. The Scottish Government is working with primary care 
providers to test new models of service provision. We are also developing a 
Workforce Strategy, which will be crucial in ensuring that the broader NHS workforce 
is confident in dealing with mental health problems, and in ensuring the availability 
and capacity of specialist mental health staff.  
 
Integration Authorities will want to consider how they can maximise the role of both 
clinical and non-clinical workers in primary care, such as Link Workers. Link Workers 
provide problem-solving, listening and signposting for physical, mental and social 
problems. They also work with people to optimise their own health, and monitor 
some chronic condition care plans. This approach will support the delivery of ask 
once, get help fast.  
 
 
 
 
 
 

 
Psychological therapies 
NHS Boards are working hard to reduce waiting times for access to psychological 
therapies for all ages. The Scottish Government will continue to offer national 
support to NHS Boards with a programme of improvement and learning from good 
practice. There should be no unwarranted variation across the country, and no lower 
levels of access to psychological therapies for people who are already receiving 
other forms of mental health care, nor for people over the age of 65. 
 

 Action 22: Support development of a digital tool to support young people 
with eating disorders. 

 Action 23: Test and evaluate the most effective and sustainable models of 
supporting mental health in primary care, by 2019.  
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Better information technology 
The Scottish Government‟s planned new Digital Health and Social Care Strategy will 
give an opportunity to connect the needs of mental health services and users into 
digital infrastructure investments that are being mapped out for health and 
community care over the next 5 years and beyond.  
 
Parity of quality of treatment 
There are clinical guidelines for which treatments should be delivered, and how, for 
mental health issues, just as there are for physical health issues. Best practice 
should be followed in the delivery of mental health treatment, with the evidence base 
and clinical guidelines as the basis for that best practice: this is about the right 
treatment, with the right number of sessions, with outcomes monitored and recorded. 
Using evidence-based clinical guidelines to treat mental health problems will be 
important evidence that parity between mental and physical health is being achieved. 
Using them will also help to deliver on non-discrimination.  
 

Early interventions at the onset of a mental illness 
Early intervention at the commencement of illness – especially for psychosis – has 
been shown to have positive impact on the development and severity of the illness, 
making a difference to people‟s life chances and quality of life.  
 
Availability of fast and effective treatment for first episode psychosis matters 
especially, although not exclusively, for our young people and their families, because 
first episode psychosis:  
 

occurs most commonly between late teens and late twenties, with more 
than three quarters of men and two thirds of women experiencing their 

 first episode before the age of 35”.20  
 
 
 
 
 
                                                 
20 NICE, April 2016, Implementing the Early Intervention In Psychosis Standard and Waiting Time Guidance, 
NHS England, https://www.england.nhs.uk/mentalhealth/wp-content/uploads/sites/29/2016/04/eip-guidance.pdf 
p.12 

 Action 24: Fund work to improve provision of psychological therapy 
services and help meet set treatment targets.  
 

 Action 25: Develop more accessible psychological self-help resources 
and support national rollout of computerised CBT with NHS 24, by 2018. 

 Action 26: Ensure the propagation of best practice for early interventions 
for first episode psychosis, according to clinical guidelines.  

https://www.england.nhs.uk/mentalhealth/wp-content/uploads/sites/29/2016/04/eip-guidance.pdf
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People with equivalent life-changing, severe physical health diseases are entitled to 
expect and receive rapid, modern, evidence-based services. So should those with 
mental ill-health. Work in this area was also in the previous Mental Health Strategy 
and it is therefore likely that it will require additional improvement support, for 
example through Healthcare Improvement Scotland, to ensure impact. 
 

Veterans 

The Scottish Government supports the Armed Forces Covenant and, as set out in 
“Renewing Our Commitments” (Feb 2016), no one should suffer disadvantage as a 
result of military service. Armed Forces veterans, including those who have 
experienced trauma, may benefit from particular models such as peer support, 
combined with mainstream treatment. The Scottish Government will support efforts 
to meet the needs of veterans and their families, and local partnerships will want to 
consider how best to provide services locally for them.   
 

Suicide and self-harm 
Prevention of suicide and self-harm will continue to be the focus of separate work. 
Later in 2017, the Scottish Government will engage with stakeholders with a view to 
developing a new strategy or action plan for publication by early 2018. 
 

Dementia 
Dementia remains a priority for the Scottish Government and its partners. The 
forthcoming National Dementia Strategy will reflect the continued importance we 
attach to this agenda, building on the significant work which is already underway 
across Scotland.  
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The physical wellbeing of people with mental health 
problems 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
It is unacceptable that people with severe and enduring mental illness may have 
their lives shortened by 15 to 20 years because of physical ill-health. This is a 
significant health inequality. Tackling it will help support parity and accessibility to – 
and availability of – services, as well as supporting prevention and earlier 
interventions work. Tackling it will also help to ensure non-discrimination in a human 
rights-based approach.  
 
There must be actions that improve the physical health of people with mental health 
problems and that improve the mental health of people with physical health 
problems. Actions need to happen at population community levels, in primary care 
services, in specialist mental health services and in specialist acute services. There 
should be holistic services around the individual. Addressing inequalities needs to be 
built in. People who have a mental health condition are considered as having a 
disability if it has a long-term effect on normal day-to-day activity, as defined under 
the Equality Act 2010, where „long term' is if the condition lasts, or is likely to last, 12 
months. Disabled people are therefore intrinsic to this Strategy. Adults with learning 
disabilities also have higher rates of mental ill-health than any other group in the 
population, so services for this population must be accessible.  
 

Primary care 
Integration Authorities will want to consider how they can maximise the role of 
clinical and non-clinical workers in primary care who provide problem-solving, 
listening and signposting for physical, mental and social problems, who work with 
people to optimise their own health and who monitor some chronic condition care 
plans. As part of its Workforce Planning, the Scottish Government will also consider 
this. 

 

Ambitions: 
 That premature mortality of people with severe and enduring mental 

illness is tackled. 
 That the rate of smoking amongst people with a diagnosed mental 

health problem should decline at the same rate as the rate for the 
general population. 

 That the uptake of screening for cancers, amongst people with a 
diagnosed severe and enduring mental illness, should be the same as 
the rate for the general population. 

 That side effects of psychiatric medication are appropriately 
monitored and, where possible, reduced. 
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Liaison psychiatry 
Liaison psychiatry is a type of multidisciplinary, mental health specialist service. 
Such a service can provide advice, assessment, treatment and training, which spans 
emergency departments, inpatients and some outpatient acute services. This is for 
people with physical health problems who also have a mental health issue, as well 
as treating people whose primary diagnosis is a mental health one. 
 
Such services can help to ensure that people need only ask once to get help fast. 
Health and financial benefits come from reduced lengths of stay, reduced re-
admissions and investigations and improved care of medically unexplained 
symptoms, dementia and long term conditions.21 
 
These services should be funded and provided by acute services as part of the 
range of services needed in an acute setting. As part of its Workforce Planning, the 
Scottish Government will work with NHS Boards on their liaison psychiatry provision 
and specialist mental health provision for acute patients. 
 

Alcohol and drug misuse 
People who have problems with alcohol and/or drug misuse, and who also have a 
mental health problem, may sometimes fall through the gaps where services are not 
joined up. Substance misuse can also affect families and carers. Integration 
Authorities will therefore wish to ensure that alcohol, drugs, mental health services 
and social services work jointly and in a holistic way, so that people receive help with 
substance misuse and any underlying mental health issues. 
Problem substance use and mental health issues are included in the Distress Brief 
Intervention design but work must be wider, addressing needs in primary care and in 
other parts of healthcare. 
 
 
 
 
 
 
 
 
 
 
 

                                                 
21 The Academy of Medical Royal Colleges published “No Health without Mental Health” 2009, with a 
supplementary report 2011 “The supporting evidence”  
https://www.rcpsych.ac.uk/pdf/ALERT%20print%20final.pdf 

 Action 27: Test and learn from better assessment and referral 
arrangements in a range of settings for dual diagnosis for people with 
problem substance use and mental health diagnosis.  

 Action 28: Offer opportunities to pilot improved arrangements for dual 
diagnosis for people with problem substance use and mental health 
diagnosis.  

https://www.rcpsych.ac.uk/pdf/ALERT%20print%20final.pdf
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Smoking 
While the general smoking rate is declining, smoking rates among those with mental 
health problems have changed little during the past 20 years. One in three people 
with mental health problems in the UK smoke, as compared with one in five of the 
general population.22 
 
Smoking can negatively affect the efficacy of medication taken for mental health 
problems, thereby increasing pharmaceutical costs. Stopping smoking can reduce 
depression, anxiety and stress and can reduce the long term risk of cancer – all of 
which can have a positive impact on the individual and a reduction in healthcare 
costs. Making a difference to smoking rates can help tackle premature mortality. 
 
 

 
 
 
 

Physical health screening 
As the Mental Welfare Commission for Scotland has highlighted, smoking is not the 
only factor contributing to early deaths of people with a mental illness. Other 
contributing factors may include: poorer access to physical healthcare and diagnostic 
overshadowing (where physical problems are under-treated or wrongly attributed to 
mental health issues), inadequate diet, lack of exercise, the effects of long-term use 
of psychiatric medication, higher rates of suicide (compared to the general 
population), and accidental and violent deaths.23 Public health is failing this 
population. 
 
To begin to address the often poorer physical health of people with more severe 
mental health problems, issues with medication and screening are areas to start. 
 
 
 
 
 
 
 
 
The National Confidential Inquiry into Suicides and Homicides by people with Mental 
Illness has identified the organisational existence of a local comorbidity policy as a 
protective risk factor24. The Scottish Government has communicated this through 
Healthcare Improvement Scotland.  
 

                                                 
22 ASH Scotland, March 2016 
23 http://www.mwcscot.org.uk/media/307343/mental_health_strategy_statement_final.pdf  
24

 http://research.bmh.manchester.ac.uk/cmhs/research/centreforsuicideprevention/nci/ 

 Action 29: Work with partners who provide smoking cessation programmes 
to target those programmes towards people with mental health problems.  

 Action 30: Ensure equitable provision of screening programmes, so that 
the take up of physical health screening amongst people with a mental illness 
diagnosis is as good as the take up by people without a mental illness 
diagnosis.  

http://www.mwcscot.org.uk/media/307343/mental_health_strategy_statement_final.pdf
http://research.bmh.manchester.ac.uk/cmhs/research/centreforsuicideprevention/nci/
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Physical activity 
Medication can have side effects on weight. Keeping physically active can help with 
some of the impacts of weight gain as well as having an effect on mood. Our vision 
is of a Scotland where more people are more active, more often, in part because 
being active is good for mental wellbeing. With Active Scotland, the Scottish 
Government will support the development of a programme on physical activity by the 
Scottish Association for Mental Health (SAMH). The programme will improve the 
physical and mental health of people experiencing physical and mental health 
challenges, enabling them to live longer and healthier lives through increased levels 
of physical activity. Initiatives such as Our Natural Health Service are welcome for 
the differences they may make to people‟s mental wellbeing.25 
 
 
 
 
 

Dying well 
The Scottish Government has published a Strategic Framework for Action on 
Palliative and End of Life Care, 2016-21.26 We expect the vision, aims and outcomes 
of the Strategic framework to apply to those who are dying and who also have 
severe and enduring mental illness, as well as those who are dying and who need 
mental health support to enable them to die well. 
 
 
  

                                                 
25 See http://www.snh.gov.uk/land-and-sea/managing-recreation-and-access/healthier-scotland/  
26 http://www.gov.scot/Resource/0049/00491388.pdf  

 Action 31: Support the physical activity programme developed by SAMH.  

http://www.snh.gov.uk/land-and-sea/managing-recreation-and-access/healthier-scotland/
http://www.gov.scot/Resource/0049/00491388.pdf
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Rights, information use, and planning 
 
 
 

 
 

 

 

 

 

 

 
 
 
 
A human rights-based approach is intrinsic to actions in this Strategy. This is being 
addressed through the PANEL principles: Participation, Accountability, Non-
discrimination and equality, Empowerment, and Legality.  
 
Our mental health and incapacity law sets out principles which have been at the 
forefront of a rights-based approach to law in this area. International law continues to 
develop and other jurisdictions have taken the step to overhaul their mental health 
and incapacity legislation. The approach taken here is to take account of 
supranational observations, build on existing good practice, and learn from other 
jurisdictions and about what works well. 27  
  
Mental Health legislation 
The implementation of mental health law will promote the realisation of the human 
rights of people experiencing mental health problems. This will also be a focus of a 
co-ordinated approach to any review of incapacity legislation and its interaction with 
mental health law. We will continue to work with partners on support for decision-
making. 
 
 
 
 
 
 
 
 
 
 
 

                                                 
27

 
http://tbinternet.ohchr.org/_layouts/treatybodyexternal/Download.aspx?symbolno=E%2fC.12%2fGBR%2fCO%2f6
&Lang=en 

 Action 32: Use a rights-based approach in the statutory guidance on the 
use of mental health legislation.  

 Action 33: Commission a review of whether the provisions in the Mental 
Health (Care and Treatment) (Scotland) Act 2003 Act fulfil the needs of 
people with learning disabilities and autism, taking forward new legislative 
measures if necessary. 

Ambitions: 
 That a human-rights based approach is intrinsic to actions to 

improve mental health. 

 That legislation related to mental health is fit for purpose. 
 That people who have experienced mental health problems can be 

supported back into the workplace. 
 That people who develop poor mental health are supported to stay in 

work just as they would be with physical health problems. 

http://tbinternet.ohchr.org/_layouts/treatybodyexternal/Download.aspx?symbolno=E%2fC.12%2fGBR%2fCO%2f6&Lang=en
http://tbinternet.ohchr.org/_layouts/treatybodyexternal/Download.aspx?symbolno=E%2fC.12%2fGBR%2fCO%2f6&Lang=en
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Adults with Incapacity Legislation (AWI) 
Adults with Incapacity legislation should fully reflect the requirements of the United 
Nations Convention on the Rights of Persons with Disabilities (UNCRPD), with 
particular emphasis on provision of supported decision making, addressing issues 
around deprivation of liberty and the interaction of AWI legislation with the legislation 
on mental health and adult support and protection. 
 
 
 
 
Mental Health Officers 
The independent role played by social work Mental Health Officers (MHOs) is central 
to ensuring that people‟s human rights are protected and upheld when their care and 
treatment involves compulsion or can include detention. With the increase in local 
government‟s statutory duties in relation to mental health, there has been a 
corresponding increase in the workload of MHOs. This can impact on the proportion 
of time available to focus on prevention, early intervention and recovery.28 
 
 
 
 
 
Getting a job and staying in work 
Work can be good for mental health. Not being in work can be a factor in poverty, 
which is a determinant of mental ill-health. People with poor mental health are less 
likely than people with poor physical health and people with good health to transition 
from unemployment to employment.29 
 
Labour market policies should focus on assisting people with poor mental health to 
move from unemployment into employment, and public health and employment 
initiatives must focus on assisting people to stay in work. 
 
NHS Health Scotland works with employers to provide appropriate training 
opportunities to support workplace mental health and wellbeing: this offers 
opportunities for employers to support and implement policies on mental health in 
the workplace. 
 
 
 
 

                                                 
28 For further information on the Mental Health Officer workforce, see Mental Health Officers (Scotland) Report 
2015: A national statistics publication for Scotland, Scottish Social Services Council, August 2016. 
29 Institute for Social and Economic Research, 2016, Health and Employment: Findings from the largest 
longitudinal study of UK households, p.5 
www.understandingsociety.ac.uk/d/303/Insights_2016_HealthEmployment.pdf?1478704546  

 Action 34: Reform Adults With Incapacity (AWI) legislation.  

 Action 36: Work with employers on how they can act to protect and improve 
mental health, and support employees experiencing poor mental health.  

 Action 35: Work with key stakeholders to better understand Mental Health 

Officer capacity and demand, and to consider how pressures might be 
alleviated. 

https://www.understandingsociety.ac.uk/d/303/Insights_2016_HealthEmployment.pdf?1478704546
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There is already a range of different devolved and reserved support services in 
Scotland that could potentially help individuals with mental health conditions to 
sustain or return to fair work, improve the ability of employers to promote good 
mental health in the workplace, and support employees with mental health 
conditions. The current landscape of support can, however, be fragmented and 
complex, with a range of different eligibility criteria and some gaps and duplication. 
This can mean that people with mental health conditions do not find their way to 
support at an early enough stage to make a real difference to their ability to sustain 
or return quickly to fair work when they encounter problems.  
 
 
 
 
 

 
Support people to manage their own mental health 

Evidence indicates that where people have the tools to manage their own health – 
including being supported to do so, such as through social prescribing - then their 
wellbeing may be improved.30 
 
Training in first aid approaches for mental health should be as common as training in 
physical health first aid. Other opportunities also exist through peer support, digital 
tools and better use of electronic information because these offer huge potential for 
widening access, supporting co-production and self-management.  
 
The Scottish Government‟s ambition is for a sustainable health and social care 
system which helps to build resilient communities. There needs to be a strategic shift 
towards recovery models focused on assets, strengths and self-management. This is 
fundamental not only to how mental health services are designed and provided, but 
fundamental to the design and provision of all services that have the potential to 
improve mental health and wellbeing. This goes substantially beyond the scope of 
health services.  
 
The importance of the approach and culture of staff in public services, including, but 
not limited to, mental health services and other health and social care services, in 
working with people with mental health problems, cannot be overstated. Every 
contact is an opportunity to promote health (both physical and mental), and to take a 
recovery-oriented approach.  
 
Integration Authorities and Local Authorities will therefore wish to mainstream a 
recovery-oriented and rights-based approach throughout clinical services, through 
workforce development and use of tools like IROC (Individual Recovery Outcomes 
Counter) and SRI2 (Scottish Recovery Indicator). The Scottish Government will also 
consider how its support to the Third Sector can help to mainstream throughout 
health and social care services a recovery-oriented and rights-based approach. 
 

                                                 
30 http://www.wellscotland.info/priorities/Social-Prescribing-and-Self-Help 

 Action 37: Explore with others innovative ways of connecting mental 
health, disability, and employment support in Scotland.  

http://www.wellscotland.info/priorities/Social-Prescribing-and-Self-Help
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Self-directed support 
The aim of the Social Care (Self-directed Support) (Scotland) Act 2013 is to allow 
people, carers and families to make informed choices about what their social care 
support is and how it is provided. It aims to empower people to be equal partners in 
their care, to support decisions and to participate in education, work and social life. 
This, of course, includes people accessing social care for support with their mental 
health. The actions in the 2016-18 Self-Directed Support implementation plan should 
help to ensure that Integration Authorities provide more creative and flexible support. 
 

Future Direction 
The introduction of the Mental Health (Care and Treatment) Act 2003 provided the 
most recent significant shift in how mental health services were provided. Partners 
have said that it is time for the next big change in how mental health services are 
provided and what they look like. Integration of health and social care creates the 
conditions for this next transformation of mental health services, to use the whole 
system to empower and support people to recover and stay well.  
 
We have set out actions in this Strategy that address the most immediate challenges 
and priorities for the first 3-4 years of the Strategy. Other priorities will emerge. 
However, we are signalling now that the next phase of the Strategy will have a focus 
on mental health services in secondary care including inpatient and community 
services. This will allow Integration Authorities and partners in all sectors to start 
planning what that could mean now, so national support, including workforce 
planning and improvement support, can be aligned to support the changes that are 
needed. 
 
 

http://www.gov.scot/Publications/2016/12/5432/downloads
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Data and measurement  
 

Mental health strategy data framework 
The Scottish Government will develop a mental health strategy data framework. The 
aims are to have data that is useful to planners of services, clinicians, and people 
developing policy, and to cut back on the collection of data that is under-used or not 
fit for purpose. This will help meet the World Health Organisation‟s Global Target 4, 
on routine collection and reporting of mental health indicators.31 
 
Good data collection requires an underpinning of development and use of digital 
tools and better use of electronic information: as well as supporting data these can 
increase efficiency and improve healthcare outcomes in Scotland. That is, of course, 
a cross-cutting agenda. 
 

Governance and reporting process 
The Scottish Government will also develop a governance process to oversee this 10 
year Strategy, and a reporting process to track progress. 
 
 
 
 
 
 
 
The monitoring and implementation of this Strategy will be supported by local 
performance management and reporting undertaken by Integration Authorities. This 
will allow for tracking of progress towards the nine national health and wellbeing 
outcomes – for which Integration Authorities are accountable to deliver.  
 
As good mental health is not the sole preserve of health services, or even public 
services, we will also seek to work regularly with stakeholders to shape how actions 
are implemented and how we learn lessons for the future. By working together, both 
within and outwith government, we can realise the ambitions of this Strategy. 
 
 
 
 

                                                 
31 World Health Organisation (WHO), 2013, Mental Health Action Plan 2013-2020, p.19 
http://apps.who.int/iris/bitstream/10665/89966/1/9789241506021_eng.pdf Global target 4: 80% of countries will 
be routinely collecting and reporting at least a core set of mental health indicators every two years through their 
national health and social information systems (by the year 2020]. 

 Action 38: Develop a quality indicator profile in mental health which will 
include measures across six quality dimensions – person-centred, safe, 
effective, efficient, equitable and timely.  

 Action 39: Establish a bi-annual forum of stakeholders to help track 
progress on the actions in this Strategy, and to help develop new actions in 
future years to help meet our ambitions. 

 Action 40: Carry out a full progress review in 2022, the halfway point of 
the strategy, to ensure that lessons are learnt from actions to that point. 

http://apps.who.int/iris/bitstream/10665/89966/1/9789241506021_eng.pdf
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NHS Forth Valley 

Mental Health Strategy 
(2017-2027) 



 
 

 
Mental Health Strategy: Summary 
 • 10 year strategy 
• 40 recommendations 
• For a range of Partners to work together to implement 
• Dementia Strategy & Suicide Prevention Strategy awaited 
    
    The guiding ambition is “that we must prevent and treat 

mental health problems with the same commitment, 
passion and drive as we do with physical health problems” 

(Maureen Watt, Minister for Mental Health) 

 



Vision: tackling the wider determinants of poor 
mental health 

• Poverty 
 

• Education 
 

• Justice 
 

• Social security 
 

• Employment 
 
 



The Strategy has a key focus on: 

• Prevention and early intervention notably for pregnant women 
and infants, children and young people. 

 
• Access to mental health services including making them more 

efficient, effective and safe. 
 
• The physical well-being of people with mental health problems to 

address premature mortality and ensuring parity between mental 
health and physical health. 

 
• The rights of people with mental health problems with a human-

rights based approach across all priorities and actions. 

 
 
 

 



Key Areas of Action within the Strategy 
• Workforce 
 - increasing workforce in key areas (ED/GP/Prison) 
 - advanced nursing roles 
 

•  Primary Care Setting 
 - testing new models 
 

•  School Age Children & CAMHS 
 - development of School Nurse role 
 - focus on CAMHS Services both specialist & early intervention 
 

•  Access to Services 
  - Psychological services; peri-natal; early onset psychosis; eating  
      disorder 

 
 



Forth Valley Clinical Services Review: Priorities 

• Manage individuals with complex needs in the community 
• Manage demand 
• Tackle stigma and discrimination 
• Implement new models of care that promote early intervention 
• Ongoing development and implementation of patient pathways 
• Develop single points of contact 
• Ensure sufficient workforce with key competencies 
• Address inequalities 

 



Clinical Services Review: Examples 

• Develop early intervention in psychosis at first presentation 
• Enhance psychiatric liaison services to support patients in the 

acute hospital 
• Enhance home treatment services as alternative to admission 
• Deliver psychological therapy redesign 
• Develop assessment, treatment and support for children and 

adults with autism spectrum disorder and ADHD 
• Enhance community based services for dementia 
• Enhance Primary Care Mental Health to facilitate early 

intervention 

 
 
 



Alignment with Shaping the Future 
Number of Recommendations Transformational Work Streams 

8  Personal Responsibility 

5 Planning Ahead 

2 Providing Care Closer to Home 

2 Transforming Planned Care 

2 Transforming Emergency Care 

- Transforming Palliative and End of Life Care 



Next Steps 

• Complete work to align with Healthcare Strategy Workstreams 
• Identify gaps 
• Sponsor multiagency workshop to establish baseline and agree 

partnership actions 
• Include IJB’s; Community Justice Partnerships; ADP’s; Local 

Authority Children’s Services (Social Work & Education); SPS; 
Custody Services 

• Review recommendations in Dementia and Suicide Prevention 
Strategies when published 



 
 

 
 
 
 
 
 
 

Forth Valley NHS Board 
 
30 May 2017 
 
This report relates to 
Item 7.1 on the agenda 
 
 
 
 
 
 

 

Executive Performance Report 
 

(Presented by Ms Elaine Vanhegan,  
Head of Performance & Governance) 
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1. PURPOSE OF REPORT 
 
 
The Core Performance Report and Balanced Scorecard currently reflect the LDP for 
2017/18. The LDP 2017/18 standards are highlighted in Appendix 1. This report 
summarises the core performance of NHS Forth Valley for the period to end of April 2017 
with some relevant updates into May 2017. 
 
 
2. CONTEXT OF REPORTING 
 
 
The NHS Forth Valley Performance Framework was revised and presented to the 
Performance and Resources Committee in April 2017. The update acknowledged that the 
national context of performance management in the NHS is rapidly changing through the 
implementation of the Public Bodies (Joint Working) (Scotland) Act 2014 and the 
Integration of Adult Health and Social Care. During 2016 and into 2017, Sir Harry Burns 
led work to review targets and indicators for health and social care with initial reporting on 
this work expected in the spring of 2017. In addition, the Health and Social Care Delivery 
Plan sets out the national strategic direction pulling together a number of workstreams with 
an anticipated Performance Framework to follow.  
 
In January of this year Integration Authorities were requested by the Scottish Government 
to submit Improvement Plans and trajectories around unscheduled care considering the 
areas noted below:  

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

 
Acknowledging the changing landscape of performance nationally and locally, the 
approach to performance management will require review over the coming months. While 
the performance framework, resulting from the Health and Social Care Delivery Plan and 
the outcome of the Sir Harry Burns review of national targets is awaited, there is work to 
do to ensure activities are aligned and there is a readiness to respond to changes.  This 
includes consideration of the varying needs of performance management from locality 
level up to regional level as plans emerge. Work will be undertaken to address these 
issues and ensure performance management in Forth Valley remains fit for purpose 
moving forward. 
 
The updated Performance Management Framework highlights that 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 is core to sound 
management, governance and accountability.  
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3. EXECUTIVE SUMMARY 
 
 
Since the last Board meeting at the end of March, work has continued across a number of 
fronts including considering next steps with the Healthcare Strategy and maintaining a 
focus on progress against key standards and targets. Forth Valley has experienced a 
particularly busy period throughout April and into May seeing  a rise in emergency activity 
on the same period last year which has proved challenging.  
 
In respect of the Healthcare Strategy, the 6 Work programmes have been confirmed, each 
with a small leadership team supported by an overall Programme Leadership Group 
reporting to the Transformation Board. Significant activity is already underway across the 
system associated with each of the work programmes with the aim of the approach to 
ensure co-ordination of activity and traction for the delivery of transformational change. A 
full update will be provided to the Board at a future meeting.   
 
Further correspondence has been received regarding the Local Delivery Plan (LDP) 
outlining expectations. It notes that the challenges that NHS Scotland faces requires 
fundamental reform and change in the way care is delivered, working with our partners. It 
suggests that through the Triple Aim approach of best care, best value, and best health, 
Boards must prioritise action. In terms of regional planning, Boards are expected to 
develop their Regional Development Plans (RDPs) and submit through Regional Leads by 
the end of September, with the final plan to be submitted by the end March 2018. Further 
Guidance in this regard will be developed over the summer. Guidance is also given on 
what actions are required across the range of standards including scheduled and 
unscheduled care, with particular commendation to Forth Valley on the delivery of Alcohol 
Brief Interventions and Drug and Alcohol standards. Review of progress against the LDP 
2017/18 will be undertaken at the Annual Review.   
 
The Board will be aware of the previously agreed redesign of Trystview, Bellsdyke 
Hospital, to provide a low secure female unit locally, facilitating the repatriation of patients 
from facilities out with Forth Valley. Refurbishment will be complete by the summer of 2017 
and all staff have been recruited. It is considered important that this new facility has its 
own identity for new patients and it is also important to designate it as being separate from 
the rest of Trystview to allow data capture and financial monitoring in terms of activity and 
performance. Staff and patients identified, for either working in the unit or being admitted 
to the unit, have participated in a process to generate some ideas for a name for the unit.  
The preferred option, which has been endorsed by the project board, is “Hope House” with 
the subtitle “Dòchas” in Gaelic to be used on all signage.  This was approved by the CEO 
Operational Group and has been considered as very appropriate for patients on a 
protracted recovery journey.  
 
The Board recently hosted a visit to Forth Valley Royal Hospital from Health Secretary, 
Shona Robison, when she met staff and patients in Ward B32 to launch a national 
consultation on staffing levels. NHS Forth Valley has been a leader in using and testing 
the national workforce tools and the Cabinet Secretary said there was a clear link between 
effective and sustainable staffing levels and high quality care. The proposed new 
legislation aims to ensure health and social care services meet the needs of the people 
they serve and create a culture where patients are confident about care and staff feel able 
to raise any concerns they may have. 
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Previous Board reports have highlighted the challenging issue of high numbers of patients 
who ‘do not attend’ for their appointments.  Work has been undertaken to tackle this, and  
in five specialities newly-referred patients will now benefit from a new reminder service to 
try to reduce the number of people who fail to turn up for their hospital outpatient 
appointment. The departments involved are Cardiology, Ear, Nose and Throat, 
Endocrinology, Ophthalmology and Pain Management. The roll-out follows an earlier 
successful trial in Gastroenterology, Neurology and Dermatology. In some outpatient 
clinics the ‘do not attend rate’ has been as high as one in ten patients failing to show up. 
Under the new system patients will automatically receive a telephone call around seven 
days before the date of their outpatient appointment. A recorded message will ask patients 
to confirm they are planning to attend or speak to member of staff if they want to change or 
cancel their appointment. A local telephone number will appear on caller display to help 
avoid any potential confusion with unwanted sales or marketing calls. The roll-out of the 
reminder service will enhance the patient-focused booking service already in use which 
enables patients to arrange an appointment day and time which suits them, rather than 
being automatically allocated an appointment which they may be unable to keep. 
 
 
4. 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 a number of key access targets, and 
pressure remains on the delayed discharge position.  
 
The absence position remains stable with the overall March 2017 sickness absence 
position at 5.15% against a Scotland position of 5.30%. The 12 month position in terms of 
sickness absence for the period April 2016 to March 2017 shows that NHS Forth Valley is 
better than the Scotland position; Forth Valley 5.11%, Scotland 5.20%. The Board 
continues to strive to meet the 4% target and to be at least below the Scottish average 
with continual focus at CEO Operational group and monitoring through Directorate 
Reviews.  
 
In terms of emergency access, overall Board compliance for April 2017 was 90.5%; MIU 
99.7%, ED 88.6% with 11 patients waiting longer than eight hours and no patients waiting 
longer than 12 hours with the majority of breaches relating to ‘wait for first assessment’. 
Achieving the 95% target on a consistent basis continues to be challenging with 
performance deteriorating into May, with thrice daily monitoring recommenced by the 
Scottish Government. This will cease once 90% compliance or above has been achieved 
for 10 days. As noted, activity over the months of April and May has increased with 
focussed work underway, led by the Medical Director, to look at maximising internal 
processes in terms of escalation and preventing breaches, focussing on the 6 Essential 
Actions established by the Scottish Government, and working in partnership with 
Integration Authorities looking at the whole system in support of sustainable improvement 
and to ensure the creation of realistic trajectories for the Partnership Improvement Plans 
highlighted above.  
 
In respect of the elective programme, significant activity has been ongoing to try to 
maintain the improvements made to the end of March 2016.  At the end of April 2017, the 
total number of patients waiting for an outpatient appointment that exceeded the 12 week 
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waiting time standard was 2974, an increase on the March position but remaining under  
the end of March target of under 3000 which comparable to the position across Scotland.  
 
In terms of the TTG, there has been an increase from the end of March position of 468 to 
585 patients having an ongoing wait beyond 12 weeks at the end of April. 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 March 2017, 79.4% of patients were treated within 18 weeks of referral against the 90% 
target. The strong performance within CAMH services has continued with the management 
position for April at 94.6% against the 90% standard. The 18 week RTT position for 
Psychological Therapies remains challenging with an April position of 40.8% as the 
longest waiting patients are treated and the waiting list comes down. Significant focus 
continues to improve the position moving forward.  
 
The cancer position to the quarter ending December 2016 against the 62-day standard 
was 89.5%. In March 2017, the management report highlighted that 93.0% of patients 
were treated within 62 days, with 5 patients waiting longer than the target. The Scotland 
position at March 2016 was 88.7%. The 31-day standard for the quarter ending December 
2016 was 97.4% with the monthly position to January 97.8%, also above the Scottish 
position of 95.3%. There is on-going review in respect of patients who wait beyond the 
target with appropriate actions taken to support improvements. 
 
The position regarding delayed discharges has been static over the past few weeks and 
continues to pose challenge in terms of overall capacity. The position for delays over 14 
days at the April 2017 census was 19 against a zero standard. The local authority 
breakdown is Clackmannanshire 1 delay, Stirling 0 delays and Falkirk 14. There were 4 
delays for Local Authorities out with Forth Valley. The inclusion of those waiting less than 2 
weeks brings the total delays to 43, a slight increase from 40 in March. Sixteen Code 9 
exemptions, which include issues in respect of Guardianship, bring the total delays for the 
April census to 54 for Forth Valley (59 in total).  Performance continues to vary on a day to 
day basis out with census points.  
 
A full review of performance is appended to this report.  
 
 
5. FINANCE 
 
 
The financial position for NHS Forth Valley at 30th April 2017 is an overspend of £0.596m.  
At this early stage in the financial year a balanced outturn position is forecast however this 
will require a focused and sustained approach to delivery of savings requirements and 
management of financial pressures across the organisation.  
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5. AWARDS / CONFERENCES / INTEREST 
 
 
NHS Forth Valley Staff Award 2017   
Nominations are now open for this year’s NHS Forth Valley Staff Awards. The 
awards highlight the hard work, care and commitment of local NHS staff, Serco staff and 
volunteers across the organisation. They provide an opportunity for colleagues, patients 
and members of the public to say thanks and show their appreciation. Nominations close 
3rd July 2017 with dates for the Awards Ceremony still to be confirmed but will be 
potentially aligned to the NHS Forth Valley Annual Review. 
 
Student Nursing Times Awards – Educator of the Year Award 2017  
Ivor Smith, a Behavioural Psychotherapist with NHS Forth Valley’s Psychological 
Therapies Team, won the Educator of the Year award at the 2017 Student Nursing Times 
Awards. Ivor is currently seconded to Stirling University where he works a part-time 
Teaching Fellow within the Faculty of Health Sciences and Sport. He was described as an 
exceptional educator who has high regard for students and their life experiences. The 
judges also said the breadth of educational approaches and his clinical authenticity was 
incredible. 
 
RATE Award 
Another NHS Forth Valley Behavioural Psychotherapist, Jennie Young, who is also on 
secondment to the University as a part-time teaching fellow, has been given a RATE 
award by students for Excellence in Teaching in the Faculty of Health Sciences and Sport. 
The RATE (Recognising Achievement in Teaching Excellence) scheme offers students the 
opportunity to let the teachers they admire and appreciate know how valued they are.  
 
Dementia Project Shortlisted for Patient Safety Award  
Local work to improve care for patients with dementia, who are admitted to our hospitals, 
has been shortlisted for a national Patient Safety Award. NHS Forth Valley is a finalist in 
the Changing Culture category for ‘Improving the journey for those with dementia in the 
acute setting – a collaborative approach’. The aim has been to reduce the number of 
patients experiencing late or multiple moves between wards which can potentially increase 
confusion for those with dementia. The winners will be announced in Manchester on 4th 
July 2017. 
 
International Surgical Congress Award  
Congratulations are due to John Camilleri Brennan, Consultant General & Colorectal 
Surgeon and his team, who were awarded prize for best e-poster in perioperative 
care/nutrition at the Association of Surgeons of Great Britain and Ireland (ASGBI) 2017 
International Surgical Congress, which took place in Glasgow. The theme of the congress 
was ‘Safer Surgery’ recognising the significant efforts and initiatives to ensure surgical 
services deliver safe and effective care.  
 
 
 
 
 
 
 
 
 
 

https://twitter.com/JohnCam_Brennan
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7. 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 
Fiona Ramsay Interim Chief Executive  

May 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 Dec-16 Green ▼ LKPI Mar-17 Amber ◄►
LKPI Sep-16 Green ▼ LKPI Dec-15 Green ▼
LDP Apr-17 Red ◄► LDP Apr-17 Green ▲
LDP Apr-17 Green ◄► LDP Mar-17 Green ◄►
LKPI Apr-17 Green ▼ LKPI Feb-17 Green ◄►

LKPI
NR Apr-17 Green ◄► LKPI Mar-16 Grey ▲
NR Mar-17 Green ◄► LKPI Mar-17 Grey ▼
NR Feb-17 Green ◄► LKPI Mar-16 Grey ▲
NR Mar-17 Green ◄► LDP Apr-17 Green ▲
NR Feb-17 Green ◄► LDP Dec-15 Amber ▼
NR Mar-17 Green ◄►
NR Mar-17 Green ▼
NR Mar-17 Green ◄► Type As at Performance 

status
Direction 
of travel 

NR Mar-17 Green ◄► LDP Mar-17 Red ▼
NR Mar-17 Green ◄► LDP Apr-17 Red ▼

LDP Apr-17 Red ▼
Apr-17 Green ◄►

Type As at Performance 
status

Direction 
of travel 

Apr-17 Green ▼

LKPI
LKPI Apr-17 Green ▲ LKPI Apr-17 Green ◄►
LKPI Apr-17 Green ▼ LKPI Apr-17 Amber ▼
LKPI Apr-17 Green ▲ LDP Mar-17 Amber ▲
LDP Mar-17 Red ▼ LDP Mar-17 Green ▲
LKPI Mar-17 Grey ▲ LDP Mar-17 Green ◄►
LKPI Mar-17 Grey ◄► LDP Apr-17 Green ◄►
LKPI Apr-17 Amber ▼ LDP Apr-17 Amber ▼
NR Mar-17 Amber ▼ LDP Apr-17 Green ◄►
NR Mar-17 Green ◄► LDP Apr-17 Red ▼
NR Mar-17 Amber ▼ LDP 2015/16 Amber ▼
NR Mar-17 Amber ▼ LDP 2015/16 Amber ▼
NR Mar-17 Amber ▼ LKPI Apr-17 Grey ▲
LKPI
LKPI Mar-17 Amber ▼
LKPI Mar-17 Green ◄► Type As at Performance 

status
Direction 
of travel 

LKPI Mar-17 Amber ◄► LDP Apr-17 Amber ▼
LKPI Mar-17 Red ▲ LKPI Apr-17 Amber ▼
LDP ▬ Grey ▬ LKPI Feb-17 Green ▼

LKPI Apr-17 Red ▲
LKPI Apr-17 Grey ▼
LKPI Apr-17 Red ▼
LKPI Apr-17 Amber ▼
LKPI Feb-17 Amber ▼
LKPI Apr-17 Green ▲
LKPI Apr-17 Green ▼
LKPI Feb-17 Amber ▼
LKPI Mar-15 Green ◄►
LKPI Mar-15 Amber ◄►

Safe Equitable 

Measure Measure

Hospital standardised mortality ratio Staff Ethnicity recording
Adverse Events Suicide rate
Staphylococcus Aureus Bacteraemia Smoking cessation
Clostridium Diff icile Alcohol brief intervention
Community Hospital hand hygiene Child Healthy Weight
10 Patient Safety Essentials Child Dental Health 

Acute Hospital Hand Hygiene Fluoride Varnish Applications
Patient Safety Walkrounds General Anaesthetic for Extractions

Communications: Surgical Brief and Pause National Dental Inspection Programme
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

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
12 Week Outpatient w ait  

Person Centred
NR

Outpatient Unavailability

Measure Inpatient Unavailability 

Clinical quality indicators Diagnostic 42 day w ait  
Falls Imaging

Pressure Area Care Endoscopy
Food, Fluid and Nutrition Cancer 62 day target

Sickness Absence Rate Cancer 31 day target
Short Term Access to drug & alcohol treatment 
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

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
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

Reduction in complaints (excl. Prisons) Finance
Reduction in complaints (Prisons) Non Core Staff Costs

Dementia Post Diagnosis Support Reduction in Primary Care Prescribing costs

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
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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 December 2016 for NHS Forth Valley is 1.03. This is a reduction from the baseline for NHS 
Forth Valley of 10.1%, with a reduction in the Scottish HSMR of 8.4%.  
 
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 April 2017 is 5; 2 Healthcare, 1 Hospital and 2 Community 
attributed. The April rate is 0.2 per 1000 acute occupied bed days with the 12 month rolling rate 0.33 against the agreed target of 0.24. 
 
Achieving reduction in SAB rates remain challenging with an increase in the last quarter to 26 from 19 cases in the previous quarter. Health 
Protection Scotland figures highlight the NHS Scotland rate for the quarter to December 2016 as 0.33 per 1000 AOBDs. This is equal to the 
previous quarter. The Forth Valley position for the quarter ending December 2016 was 0.50 per 1000 AOBD. This is an increase from 0.28 
per 1000 AOBDs in the previous quarter, but remains within statistical limits. Key actions continue in support of device insertion and 
maintenance bundles across FVRH and community hospitals.  
 
Healthcare and community infections are the most challenging to reduce. Community acquired are patients that have had no healthcare 
intervention in the last three months, conversely healthcare acquired, are patients that have received any form of healthcare intervention 
such as attending their GP, dentist, outpatient clinic or hospital admission in the last three months; however, the infection is not necessarily 
associated with these previous healthcare intervention. All these infections are fully investigated and reviewed to the same standards as all 
our hospital infections.  
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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 April 2017 was 0.1 per 1000 total occupied bed days. 
The rolling year rate is 0.14 per 1000 total occupied bed days against a target of 0.25. The total number of CDIs in April 2017 was 3; 2 
Healthcare and 1 Community attributed. Full enhanced surveillance is performed on all CDIs including those that are healthcare and 
community acquired.  
 

• Further detail in respect of Healthcare Associated Infection is discussed at Agenda Item 5.2 - National Healthcare Associated 
Infection Reporting Template (HAIRT)  

 
 
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 December 2016 is 1.03. 
 

Scotland Performance Provisional HSMR for the quarter ending December 2016 is 0.90. 
 

 

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 December 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 December 2016 for NHS Forth 
Valley is 1.03. This is a reduction from the baseline for NHS Forth Valley of 
10.1%, with a reduction in the Scottish HSMR of 8.4%.  
 
Data for the quarter ending March 2017 is due for publication in August 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 
Median 5.78 
 
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 April 2017 is 0.33 SABs per 1000 acute occupied bed days. 
 

Scotland Performance For the quarter ending December 2016 there were 0.33 SABs per 1000 acute occupied bed days. 
 

 

Commentary 
 
The total number of Staphylococcus aureus bacteraemia infections in April 
2017 is 5; 2 Healthcare, 1 Hospital and 2 Community attributed. The April rate 
is 0.2 per 1000 acute occupied bed days with the 12 month rolling rate 0.33 
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 April 2017 is 0.1 CDIs per 1000 total occupied bed days. 
 

Scotland Performance For the quarter ending December 2016 there were 0.27 CDIs per 1000 total occupied bed days. 
 

 

Commentary 
 
There were 3 Clostridium difficile infections in April 2017; 2 Healthcare and 1 
Community attributed. The April rate is 0.14 per 1000 total occupied bed 
days with the 12 month rolling rate remaining at 0.1.  
 
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  99.1% of staff undertook hand hygiene practice as per infection control requirements at April 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 April 2017 Scottish Patient Safety Programme 
average hand hygiene compliance is 99.1% within Community Hospitals. The 
hospital breakdown is highlighted as: 

• Bo’ness – 100% 
• Clackmannanshire Community Healthcare Centre – 97.5% 
• Falkirk Community Hospital – 100% 
• Stirling Community Hospital – 98.9% 
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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  99.2% of staff undertook hand hygiene practice as per infection control requirements at April 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 April 2017 acute hospital hand hygiene 
compliance is within target at 99.2%. 
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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  4 Patient Safety Walkrounds were carried out in March 2017 

 

Commentary 
 
Four Patient Safety Walkrounds were carried out in March 2017. The full 
year position, April 2016 to March 2017, highlights that 46 Patient Safety 
Walkrounds were carried out against a goal of 48. 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 February 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 March 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 March 2017 

 

Commentary 
Median value 100% 
 
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  94.2% of Early Warning Scorings were accurately completed in all areas of FVRH in March 2017 

 

Commentary 
Median value 96.2% 
 
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 March 2017 

 

Commentary 
Median value 100% 
 
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 March 2017 

 

Commentary 
Median value 95.5% 
 
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 March 2017 

 

Commentary 
Median value 100% 
 
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 April 2017 position is 
highlighted as Falls 98%, Pressure Area Care 97% and Food, Fluid & Nutrition 97%. 
 
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 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 harm. Although the focus of SPSP is on acute wards NHS Forth Valley is acting to reduce falls and falls with harm across NHS 
Forth Valley. A key action to reduce the risk of falls is to assess patients on admission to see if they are at risk then to appropriately plan 
their care. In addition, the Falls CQI measures how well falls risk assessments are being completed with risk assessments and plans of care 
reviewed if a patient has a fall. 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 March 2017 sickness absence position was reported as 5.15%. This is an 
increase in the absence position from 4.66% in February 2017. Scotland absence rate for March is 5.30%. The provisional year to date 
sickness absence statistics for the period April 2016 to March 2017 shows that NHS Forth Valley is better than the Scottish average; 
Scotland 5.20%, Forth Valley 5.11%. Work continues to deliver on the national HEAT standard of 4% which is a high priority for 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. Significant work also continues to deliver against 
the national Staff Wellbeing Agenda with a comprehensive report in respect of absence considered by the Staff Governance Committee. 
 
The agreed focus for 2017/18 is for NHS Forth Valley’s absence rate to; aim to be at or below 5% each month, match or be below the 
Scottish average and continue work to achieve the HEAT standard of 4%.   
 
eKSF  
The nationally accepted standard in respect of the Annual Knowledge Skills Framework development reviews completed and 
recorded on eKSF is 80%. The NHS Forth Valley position for April 2017 is 71%. The organisation continues to strive to achieve and 
maintain the KSF Personal Development Review Standard. The Organisational Development and Learning, Education and Training Team 
continue with support and development to facilitate this. 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%.  
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Stroke Care Bundle 
The Scottish Stroke Care Standard is that 80% of all patients admitted to hospital with a diagnosis of stroke should receive the 
appropriate elements of the stroke care bundle. The position at March 2017 in respect of the stroke care bundle is that 79.5% of all 
patients admitted to hospital with a diagnosis of stroke received the appropriate elements of the bundle. 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 
March 2017, the element of Admission to Stroke Unit was Green, with the elements of Swallow Screening, Aspirin Administration and Brain 
Scanning noted as Amber.  
 
Swallow screening remains the most significant factor limiting the overall ability to achieve all elements of the stroke bundle. The position in 
April was 91% against a target of 100% of patients to receive swallow screening within 4 hours of arrival at hospital. However, an 
improvement is noted from a low in November 2016 of 70%. 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 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.  
 
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 to the end of 
March 2017 is 68.2% for complaints excluding prisons and 100% for prison complaints with the overall Forth Valley position 78.2%. The 
overall position for the financial year 2016/17 is that 86.8% of complaints were responded to within 20 days. 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 a number of measures have been introduced which 
include; daily meetings with representatives from the Surgical and Medical Directorates to monitor the progress of all complaints, daily 
contact with those other Directorates who have active complaints, and daily monitoring of the complaints caseload and the status of overdue 
complaints 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 March 2017 a total of 124 complaints were received; 
39 prisons; 85 excluding prisons complaints. In the financial year ending March 2017, compared to the year ending March 2016, there is an 
8.4% reduction in the number of complaints received excluding prisons, however there is a 35% increase in prison complaints. Overall 
including prison complaints there is a 7.3% increase. Measures are in place within the directorates to support a reduction in the number of 
complaints, particularly in relation to staff attitude and behaviour with work continuing in respect of the roll out of Positive First 
impressions/Communication Training Programme across NHS Forth Valley. 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 April 2017 reliability was Falls 98%, Pressure Area Care 97% and Nutrition 97%. 
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 April 2017 position is highlighted as Falls 98%, Pressure Area Care 
97% and Food, Fluid & Nutrition 97%. 
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Measure To reduce sickness absence to 4%  
 

Current Performance  5.15% sickness absence rate at March 2017 
Scotland Performance 5.30% sickness absence rate at March 2017 

 

Commentary 
The overall March 2017 sickness absence position was reported as 5.15% 
against a Scotland position of 5.30%. The 12 month position in terms of 
sickness absence for the period April 2016 to March 2017 shows that NHS 
Forth Valley is better than the Scotland position; Forth Valley 5.11%, Scotland 
5.20%.  
 
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 March 2017 is 1.99% 
(2.01% February 2017) with long term absence 2.83% (2.83% February 
2017).  
 
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 April 2017, 71% 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 
April 2017, 71%. 
 
The unit breakdown for April 2017 is:  

• Corporate – 78% (March 79%)  
• Community Services Directorate – 66% (March 72%) 
• Medical Directorate – 68% (March 75%) 
• Surgical Directorate – 76% (March 78%) 
• Women & Children’s and Sexual Health Services – 76% (March 80%) 
 

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  79.5% of patients admitted to hospital with a diagnosis of stroke received an appropriate bundle of care in March 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 March 2017, 95% 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 March 2017, 91% of patients received swallow 
screening within 4 hours of arrival at hospital against a 
100% standard. There is no Scotland comparison. 
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Measure Aspirin administration within 1 day of admission Measure Brain scanning within 24 hours of admission 
Current 
Performance 

In March 2017, 94% of patients received Aspirin with 1 
day of admission against a standard of 95%. 
There is no Scotland comparison. 

Current 
Performance 

In March 2017, 91% 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  78.2% of complaints were responded to within 20 days in March 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 March 2017 
as 68.2% for complaints excluding prisons and 100% for prison 
complaints. The overall position for Forth Valley is 78.2% for the month 
of March however throughout 2016/17, 86.8% of complaints were 
responded to within 20 days.  
 
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. 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  124 complaints were received in March 2017 – 85 excluding prisons; 39 prisons 
There is no Scotland comparison. 

  
Commentary 
Work continues across NHS Forth Valley in support of reducing the number of complaints received. In March 2017 a total of 124 complaints were 
received; 85 excluding prisons and 39 prison complaints. In the financial year 2015/16 compared with 2016/17, there is an 8.4% decrease in the 
number of complaints received excluding prisons. Overall including prison complaints there is a 7.3% increase in the number of complaints received. 
 
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 322, highlighting achievement of the 2016/17 target. It should be noted that due to the 
12 week nature of this target, the data for the quarter ending March 2017 will not be complete until 21 June 2017.  
 
Alcohol Brief Interventions 
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 in terms of numbers is delivery of 3410 ABIs in 2016/17. The quarter 
ending March 2017 saw delivery of a total of 2204 Alcohol Brief Interventions. Within the priority settings of Antenatal, A&E and Primary 
Care, 1508 ABIs were carried out, with 696 delivered in the wider settings e.g. Mental Health, Criminal Justice.  
 
The 2016/17 target was exceeded with a total of 9081 Alcohol Brief Interventions delivered.  
 
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 April 2017 management position for NHS Forth Valley highlights that 93.9% 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 April 2017, 88.6%. 
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Measure Ethnicity recording - 95% of staff to have their ethnicity recorded                                                              
 

Current performance  90.85% of staff had their ethnicity recorded at the quarter ending March 2017 
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 March 2017 for 
NHS Forth Valley is 90.85% 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 June 2017 
figure due for reporting in July 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 the end of April 2017, 322 successful 12 week quits have been achieved  
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 322, highlighting 
achievement of the 2016/17 target. It should be noted that data for the 
quarter ending March 2017 will not be complete until 21 June 2017. 
 
Note:  
o Time lag in reporting due to the 12 week nature of the target and the ISD 

reporting cycle.  

 
Measure 
 

The number of Alcohol Brief Interventions (ABI) delivered in primary care, A&E and antenatal, and across the wider 
settings 

Current Performance  2204 ABIs were delivered in the quarter ending March 2017 
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 4, January to March 2017 saw delivery of a total of 2204 Alcohol 
Brief Interventions. Within the priority settings of Antenatal, A&E and 
Primary Care, 1508 ABIs were carried out, with 696 delivered in the wider 
settings e.g. Mental Health, Criminal Justice.  
 
The 2016/17 target was exceeded with delivery of 9081 Alcohol Brief 
Interventions.  
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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  86 GAs carried out in the quarter ending March 2017 
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 by 2020.  
 
The position for the quarter ending December 2016 showed a slight 
reduction to 82 GAs. However, data for the quarter ending March 2017 
showed a slight increase to 86 GAs. A downward or improving trend 
should be noted.  
 
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 April 2017, 93.9% 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 April 2017 management position for NHS Forth Valley highlights that 
93.9% 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 April 2017, 88.6%. 
 
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 April 2017 was 90.5%; MIU 99.7%, ED 88.6% with 11 patients waiting 
longer than eight hours and no patients waiting longer than 12 hours. The majority of breaches relate to ‘wait for first assessment’. Of the 
630 patients that waited longer than 4 hours in April, 447 were due to a wait for first assessment. 52 were due to Clinical Reasons and 43 
breaches were due to waiting for a bed. 
 
Achieving the 95% target on a consistent basis continues to be challenging with performance deteriorating into April and May. Thrice daily 
monitoring has been recommenced by the Scottish Government and will cease once 90% compliance or above has been achieved for 10 
days. Activity over the months of April and May has increased with focussed work underway, led by the Medical Director, to look at 
maximising internal processes in terms of escalation and preventing breaches, focussing on the 6 Essential Actions established by the 
Scottish Government and working in partnership with Integration Authorities looking at the whole system in support of sustainable 
improvement. There is increased focus on this agenda at the weekly CEO Ops 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 
April 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 7.3 
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Measure 
 

90% of planned / elective patients to commence treatment within 18 weeks of referral (RTT) 

Current Performance  79.4% of patients commenced treatment within 18 weeks of referral in March 2017 
Scotland Performance 83.2% of patients commenced treatment within 18 weeks of referral in March 2017 

 

Commentary 
 
In March 2017, 79.4% 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 March 2017, 11 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 83.3%  
• Medical Directorate 65.4%  
• Women & Children’s Directorate 95.3%  

 
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  1,150 patients waited longer than 12 weeks from January – March 2017 – 63.6% compliance 
Scotland Performance 9,756 patients waited longer than 12 weeks from October to December 2016 – 86.7% compliance 

Treatment Time Guarantee Compliance 

 April to 
June 2016 

July to 
September 2016 

October to 
December 2016 

January to 
March 2017 

Number 
>12 wks 125 550 625 1,150 

 
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 March 2017, 1,150 patients waited longer than 
the 12 week TTG with 63.6% compliance. In April, 261 patients waited 
beyond the 12 week TTG. 
 
At the end of April 2017 there were 585 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 
reviewed 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  81.0% of patients were waiting less than 12 weeks at the end of April 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 April 2017 the total number of patients waiting for an outpatient 
appointment that exceeded the 12 week waiting time standard was 2,941, an 
increase of 374 from 2,567 in March. The number of patients waiting over 16 
weeks was 1,613 at April 2017, a decrease of 42 from 1,655 in March.  
 
81.0% of outpatients were waiting less than 12 weeks at the end of April 2017 
(March 82.9%) 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 April 2017 was 1.0%. 
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 April 2017 outpatient unavailability for NHS Forth Valley was 
1.0% of the total waiting list. 
 
Scotland unavailability for the quarter to December is 2.1%. In NHS Forth 
Valley, unavailability within Pain Management was above the Scotland 
position at 2.5%  
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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 April 2017 was 6.3% 
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 April 2017 inpatient unavailability for NHS Forth Valley was 
6.3% of the total waiting list. 
 
In NHS Forth Valley, unavailability in Pain Management at 20.0%, Vascular 
Surgery 17.3% and OMFS 11.4% were 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  12 patients waited over 42 days at April 2017 
Scotland Performance At December 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 April 2017 the total number of patients waiting over 42 days was 
12; 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 87.5% of patients with a suspicion of cancer were treated within 62 days or less at the quarter ending December 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 March 2017, the management report highlighted that 93.0% of patients 
were treated within 62 days, with 5 patients waiting longer than the target. 
The Scotland position at March 2016 was 88.7%.  
 
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 March is anticipated at the end of 
June 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 94.1% of patients with cancer were treated within 31 days of decision to treat at the quarter ending December 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 March 2017, the management report highlighted that 97.8% of patients 
were treated within 31 days. The Scotland position at March 2017 is 95.3%.  
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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 March 2017, 98.5% of clients waited no longer than 3 weeks from referral to 
appropriate treatment. 

Scotland Performance For the quarter ending December 2016, 95% of clients waited no longer than 3 weeks from referral to 
appropriate treatment. 

 

Commentary 
The provisional figures for the quarter ending March 2017 highlight that 
98.5% of NHS Forth Valley clients started their first drug or alcohol treatment 
within 3 weeks of referral. The Scotland position at quarter ending December 
2016 was 95%.  
 
The provisional position in respect of NHS Forth Valley prisons, to quarter 
ending March 2017, is that 99.1% of clients who have started first treatment 
waited less than 3 weeks. The Scotland position in respect of prisons to 
quarter ending December 2016 was 96.8%. 
 
Publication of the quarterly position to the end of March 2016 is anticipated at 
the end of June 2017. 

 
Measure 
 

Percentage of eligible patients will commence in vitro fertilisation (IVF) treatment within 12 months - 90% standard 

Current Performance  In April 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 April 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.  
 
Five patients deferred the start of treatment at their own request and 2 have 
been deferred for medical reasons. Medical reasons include the patient not 
fulfilling certain aspects of the criteria e.g. poor diabetic control, 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 April 2017, 90.9% of patients waited less than 4 hours  
Scotland Performance In March 2017, 93.8% 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 April 2017 was 90.5%; MIU 99.7%, ED 88.6% with 11 
patients waiting longer than eight hours and no patients waiting longer than 
12 hours. The majority of breaches relate to ‘wait for first assessment’. Of the 
630 patients that waited longer than 4 hours in April, 447 were due to a wait 
for first assessment. 52 were due to Clinical Reasons and 43 breaches were 
due to waiting for a 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  94.6% of patients were treated with 18 weeks of referral in April 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 April 2017 is 94.6%.  
 
This improvement work continues in respect of implementing a multi level 
action plan with a significant overall reduction in the number of patients 
waiting. The waiting lists and compliance against targets continues to be 
addressed including weekly analysis of data, outcomes and activity 
projections.  
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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  40.8% of patients were treated with 18 weeks of referral in April 2017 
Scotland Performance 81.6% of patients were treated with 18 weeks of referral in December 2016 

 

Commentary 
Management information highlights that during April 2017, 40.8% of patients 
were treated within 18 weeks.  
 
The challenges in respect of delivering the target were discussed following a 
presentation at the December 2016 meeting of the Performance & Resources 
Committee. Some challenges remain in terms of staffing however a number 
of key actions are being taken forward to support achievement of the target 
which include; provision of additional sessions to offset effect of vacancies 
and maternity leave, active recruitment to vacant clinical posts and working 
with referrers to manage demand. 
 
 

 
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 April 2017 was 16 weeks  
There is no Scotland comparison 

 
 

 
 

 
No graph data 

 

Commentary 
At the end of April 2017, 4 patients were waiting longer than 12 weeks.  
 
This is broken down as:  

• Physiotherapy – 1 
• Chiropody/Podiatry - 3 
• Orthotics – 0 

There were no patients waiting longer than 16 weeks. This is a reduction in 
the longest wait from 21 weeks in March.  
 
Work in respect of achieving the target is on-going with a plan in place to 
support 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 that no one will wait more than 14 days to be discharged from hospital into a more appropriate care setting, once 
treatment is complete. The position for delays over 14 days at the April 2017 census was 19 against a zero standard. The local authority 
breakdown is Clackmannanshire 1 delay, Stirling 0 delays and Falkirk 14. There were 4 delays for Local Authorities outwith Forth Valley. The 
inclusion of those waiting less than 2 weeks brings the total delays to 43, a slight increase from 40 in March.  
 
Sixteen Code 9 exemptions, which include issues in respect of Guardianship, bring the total delays for the April census to 54 for Forth Valley 
(59 in total).  Performance continues to vary on a day to day basis out with census points.  
 
The total bed days lost to delayed discharge at the April census have increased by 138 to 968 from 830 at the March census. It should be 
noted that 181 bed days are in respect of Local Authorities out with the Forth Valley area. Local authority breakdown for April is 
Clackmannanshire 137, an increase of 22 from March; Falkirk 631, up 118; and Stirling 19, a decrease of 111. There are 181 bed days 
occupied for local authorities’ out with Forth Valley, an increase of 109, from 72 in March. 
 
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. The current rate for 
Scotland is 9.6%. The Forth Valley DNA rate in respect of new outpatient appointments is 7.3% for April 2017. There remains variation 
across specialties.  
 
Finance 
The current financial position will be discussed within the Financial Monitoring Report - Agenda Item 7.2 
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Measure 
 

Finance – Financial balance 

Current Performance  £0.596m overspend as at 30th April 2017 

 

Commentary 
 
The financial position for NHS Forth Valley at 30th April 2017 is an overspend 
of £0.596m.   
 
Budget amendments have been made for 2017/18 Directorate savings 
requirements and this is factored into the reported financial position.    
 

 
Measure 
 

Non Core Staff Costs 

Current Performance  £1.359m spend for 1 month to 30th April 2017 

 

Commentary 
 
Non-core staff costs (bank, agency, locum, and overtime) for the month of 
April 2017 totalled £1.359m. The average monthly spend in the previous 
financial year was £1.280m.   
 
The main areas of spend for April were nurse bank (£0.704m), medical 
agency (£0.303m), and medical bank (£0.085m). 
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Measure 
 

GP prescribing - cost per patient 
 

Current Performance  Cost per patient at February 2017 is £201.30 
Scotland Performance Cost per patient at February 2017 is £205.08 

 

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 April 2017, 19 patients were delayed in their discharge for more than 14 days. 
There is no Scotland comparison. 

 

Commentary 
 
At the April 2017 census 19 patients were delayed in their discharge for more 
than 14 days (28 in March). 
 
The local authority breakdown is, Clackmannanshire 1 delay, Falkirk 14 
delays and Stirling zero delay. There were 4 delays for Local Authorities out 
with Forth Valley.  
 
The April census position highlight 43 (40 March) 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  968 bed days were lost due to delays in discharge at the April 2017 census 
There is no Scotland comparison 

 

Commentary 
 
The total bed days lost to delayed discharge at the April census have 
increased by 138 to 968 from 830 at the March census. It should be noted 
that 181 bed days are in respect of Local Authorities out with the Forth Valley 
area.  
 
Local authority breakdown for April is Clackmannanshire 137, an increase of 
22 from March; Falkirk 631, up 118; and Stirling 19, a decrease of 111. There 
are 181 bed days occupied for local authorities’ out with Forth Valley, an 
increase of 109, from 72 in March. 
 
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 April 2017 is 1,809 
Scotland Performance Provisional rate of attendance at A&E per 100,000 population at March 2017 is 2,161 

 

Commentary 
 
In April 2017 the rate of attendance at A&E per 100,000 population is 1,809. 
These figures exclude activity at the Minor Injuries Unit.  
 
An overall decreasing trend has been noted over the last 24 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 February 2017 there were 7,705 bed days per 100,000 population for long term conditions 
There is no Scotland comparison 

 

Commentary 
In February 2017 there were 7,705 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 16,771 patients with an Anticipatory Care Plan in April 2017 
There is no Scotland comparison 
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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 16,771 at April 
2017. 
 
Total KIS uploads as a percentage of the board area list size is 5.30% of the 
total population, against a local target of 3%. 

 
Measure 
 

Percentage of patients that Did Not Attend (DNA) for new outpatient appointments 

Current Performance  In April 2017, 7.3% of new outpatients Did Not Attend  
Scotland Performance The Scotland DNA rate for new outpatients is currently 9.6% 

 

Commentary 
 
The DNA rate in respect of new outpatient appointments is 7.3% for April 
2017. There is variation noted across the specialties; 18 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, with 
on-going review. The first outpatient appointment DNA rate for Scotland is 
9.6%.  
 
 

 
Measure 
 

Rate of Emergency Bed days in patients age 75 and over per 1000 population  

Current Performance  At February 2017 the emergency bed days rate per 1000 population in patients over 75 was 4,705 
Scotland Performance For the year 2014/15 the emergency bed days rate per 1000 population in patients over 75 was 4,907 

4.00% 

4.20% 

4.40% 

4.60% 

4.80% 

5.00% 

5.20% 

5.40% 

8000 
9000 

10000 
11000 
12000 
13000 
14000 
15000 
16000 
17000 

Anticipatory Care Plans (ACP) 

Total ACPs Key Information Summary uploads as % of  board list size 

0% 
2% 
4% 
6% 
8% 

10% 
12% 
14% 
16% 
18% 
20% 

 New Outpatient DNA Rate 

% DNA 



46 
 

 

Commentary 
 
The February 2017 position is highlighted as 4,705 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. 
 
Note: 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. 

 
 

               Appendix 1 
 
NHS LDP Standards 2017/18 
 
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 

4500 
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• 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)  

 
 
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 
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1. EXECUTIVE SUMMARY 
 

1.1 This report provides a summary of the financial position for NHS Forth Valley to 30th 
April 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 30th April 2017 
 

Directorate 
Annual 
Budget 

Budget to 
30.04.17 

Actual to 
30.04.17 

 Variance 
(over)/under 

  £m £m £m £m 
Surgical 78.334 6.503 6.887 -0.384 
Women and Children 28.257 2.300 2.435 -0.135 
Medical 81.383 6.684 7.134 -0.450 
Community Services 87.016 7.796 7.912 -0.116 
Estates and Facilities 82.610 6.659 6.774 -0.115 
Prescribing 57.578 5.155 5.264 -0.109 
Primary Medical Services 43.286 3.165 3.164 0.001 
Externals - outflows and inflows 36.239 2.999 3.124 -0.125 
Area-wide Corporate Services 32.872 2.564 2.533 0.031 
FHS Non Discretionary 32.377 2.547 2.547 0.000 
Budgets to be Distributed incl Contingency 20.403 0.773 0.000 0.773 
Partnership Funding 25.464 0.000 0.000 0.000 
Income -13.134 -1.363 -1.396 0.033 
TOTAL 592.685 45.782 46.378 -0.596 

     Represented by:         
     Core NHS and IJB Set Aside services 381.357 27.824 28.152 -0.328 
     IJB Operational and Universal services:         
           Clacks/ Stirling 100.141 8.536 8.598 -0.062 
           Falkirk 111.187 9.422 9.628 -0.206 
TOTAL 592.685 45.782 46.378 -0.596 

 
 

1.3 The position for April 2017 is a revenue overspend of £0.596m, with the majority of the 
overspend arising from savings yet to be delivered plus continuation of 2016/17 service 
pressure areas including use of temporary medical workforce and acute prescribing costs. 
 

1.4 A share of budgets not yet distributed is factored into the reported financial position, 
including contingency funds, ring-fenced reserves, and non-recurring financial flexibility 
offset by the year to date impact of area wide savings not yet distributed. 
 

1.5 Resources totalling £211.328m (excluding ‘set aside’ budgets) have been delegated from 
Health to the two Integration Joint Boards, comprising an initial recurring budget plus non-
recurring adjustments for April - predominantly SGHSCD allocations including outcome 
framework bundle allocations on a similar basis to the previous year 
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 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 2017 adjustments are anticipated. 
 

1.6 Directorate reports within Section 4 identify the financial position for each Directorate 
represented between in scope and out of scope IJB services. 
 
Directorate budgets outwith the scope of integration have been uplifted for pay, prices and 
prescribing inflation, with savings deducted in line with the approved plan.    
 
Services within scope of integration have been carried forward at flat cash levels and 
savings required to meet inflationary and other cost pressures will be based on plans to be 
developed and agreed by each Integration Joint Board. 
 

1.7 The 2017/18 NHS Board Financial Plan outlined a requirement for recurrent cash savings 
totalling £24.000m (5%).  Savings plans identified to date total £20.265m with a recurrent 
gap of £3.735m which reflects an improvement of £1.841m from the opening plan position 
arising from additional savings areas identified during April / May.   

 
Further work continues across the organisation to further reduce the gap and to reduce the 
level of risk on those schemes that are identified for delivery.  Updates on progress against 
savings will be provided to the Performance and Resources Committee on an ongoing 
basis. 

 
The response on Local Delivery Plan from John Connaghan requested that following 1st 
quarter that NHS Forth Valley submit an update of savings plans to provide reassurance on 
identifying and delivering savings to include an update on progress on sustainability and 
value programme. 
 

1.8 The Capital report to 30th April 2017 reflects a balanced financial position at this point.      
 
1.9 As indicated in the Financial Plan 2017/18 approved by the Board in March 2017, 

significant financial challenge lies ahead.   At this early stage of the year a balanced 
financial out-turn is achievable but this requires continued effort by all to deliver cost 
reductions including those set out in savings plans.   Projections for Directorates will be 
provided from the end of the first quarter. 
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3.0 PAY COSTS AND WORKFORCE 
 

3.1 Pay expenditure for the month to 30th April 2017 totals £21.053m.  The table below shows 
the monthly expenditure cost for pays costs for all staff groups.    

  
 Pay costs by staff group – April 2017 
 

Staff Group  By cost April 2017 Cost April 2017 
    £m wte 

Nursing & Midwifery 45% 9.454 2,974.9 
Medical & Dental 25% 5.212 582.4 
Admin & Clerical 12% 2.569 933.7 
AHPs 8% 1.598 441.0 
Support Services 3% 0.672 309.8 
Healthcare Sciences 3% 0.602 175.9 
Other Therapeutic 3% 0.696 179.1 
Senior Managers / Other 1% 0.250 35.6 
Total in-month April 2017 100% 21.053 5,632.4 
    Total in-month April 2016   20.817 5,595.9 

 

 
 
 
 
 
 
 
 

  

 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
      

3.2 The pie chart above shows the percentage of each staff group based on cost, with Nursing 
and Midwifery representing the largest proportion of staff costs at 45%.   Pay Awards were 
made in April for Agenda for Change, Low Pay, Medical and Dental staff groups.  In 
addition Apprenticeship Levy costs, payable from 1st April 2017, totalled £0.083m for the 
month - estimated at approx £1m for the year. 

 
3.3 Expenditure on temporary non-core staff (bank, agency, locum and overtime costs) to 30th 

April is £1.359m, representing approx 6.5% of total staffing costs to date.   Graphs 
showing the trend in Bank and Agency costs compared to 2016/17 are attached at Annex 1.    
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4.0 DIRECTORATE SUMMARY    
 

4.1 Surgical Directorate 
 

  
Annual 
Budget 

Budget to 
30.04.17 

Actual to 
30.04.17 

Variance 
(over)/under 

Service £m £m £m £m 
Surgical Specialities & Oncology 23.705 1.956 2.033 -0.077 
Theatres & Anaesthetics 15.682 1.305 1.216 0.089 
Surgical Wards 11.845 0.984 0.965 0.019 
Laboratories 10.419 0.918 0.939 -0.021 
Radiology 8.354 0.663 0.651 0.012 
AHP Outpatients Service 5.085 0.409 0.426 -0.017 
Health Records 4.735 0.392 0.387 0.005 
Management & Admin Services 2.259 0.188 0.179 0.009 
Waiting Times 0.001 0.000 0.080 -0.080 
Clinical Simulator & Resus Training -0.088 -0.007 0.019 -0.026 
Unallocated Savings Target -3.663 -0.305 -0.008 -0.297 
Total Surgical Directorate 78.334 6.503 6.887 -0.384 

     Represented by:         
     Core NHS and IJB Set Aside services 73.002 6.073 6.451 -0.378 
     IJB Operational and Universal services:         
           Clacks/ Stirling IJB 2.505 0.202 0.205 -0.003 
           Falkirk IJB 2.827 0.228 0.231 -0.003 
Total Surgical Directorate 78.334 6.503 6.887 -0.384 

 
• The Surgical Directorate is reporting an overspend of £0.384m for April 2017, largely 

resulting from unachieved savings plus cost pressures detailed below. 
 

• The main financial pressure area is within Surgical Specialties and Oncology, due to 
medical agency and locum costs covering vacancies and service pressures across a 
number of specialties including Oncology, Vascular, General Surgery, ENT and 
Orthopaedics.  Oncology drug costs continue to increase and further work is ongoing to 
develop cost reduction plans in this area. 

 
• Supplies costs for surgical instruments, reagents and consumables also continue to 

cause financial pressure, particularly within labs and anaesthetic areas.   
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4.2 Medical Directorate 
  

  
Annual 
Budget 

Budget to 
30.04.17 

Actual to 
30.04.17 

Variance 
(over)/under 

Service £m £m £m £m 
Medical Staffing 17.048 1.416 1.474 -0.058 
Ambulatory Specialties 14.754 1.224 1.314 -0.090 
Medical Specialties 14.296 1.125 1.160 -0.035 
Front Door Specialties 13.128 1.078 1.089 -0.011 
Ageing & Health - Community Hospitals 10.887 0.907 1.065 -0.158 
Ageing & Health - Acute 5.784 0.481 0.513 -0.032 
Allied Health Professional Services 2.296 0.191 0.200 -0.009 
Management & Admin 3.639 0.294 0.287 0.007 
Waiting Times & Other 0.000 0.000 0.032 -0.032 
Unallocated Savings -0.449 -0.032 0.000 -0.032 
Total Medical Directorate 81.383 6.684 7.134 -0.450 

     Represented by:         
     Core NHS and IJB Set Aside services 67.697 5.559 5.891 -0.332 
     IJB Operational and Universal services:         
           Clacks/ Stirling IJB 6.764 0.556 0.597 -0.041 
           Falkirk IJB 6.922 0.569 0.646 -0.077 
Total Medical Directorate 81.383 6.684 7.134 -0.450 

 
• The Directorate overspend of £0.450m is largely a result of pressures driven by a 

combination of medical pay costs within specific areas including temporary bank and 
agency staff to manage vacancies, absence and capacity pressures, savings 
requirements not yet delivered, and non pay pressures.  Savings have been spread 
across Services within the Medical Directorate with only a proportion currently 
unallocated to a service. 

 
• Non pay pressures include continuing high spend on drugs within Ambulatory Care 

services (biologics, plasma products and Healthcare at Home) which remain under 
close review. 
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4.3 Women and Childrens and Sexual Health Services 
 

  
Annual 
Budget 

Budget to 
30.04.17 

Actual to 
30.04.17 

Variance 
(over)/under 

Service £m £m £m £m 
Nursing 13.361 1.167 1.178 -0.011 
Medical Staffing 6.489 0.536 0.552 -0.016 
Psychological Therapies 2.829 0.233 0.232 0.001 
Child & Adolescent Mental Health Services 2.478 0.213 0.210 0.003 
Management/Admin 1.058 -0.016 0.073 -0.089 
Sexual Health 1.627 0.134 0.160 -0.026 
Vulnerable Children 0.376 0.030 0.030 0.000 
Waiting Times 0.039 0.003 0.000 0.003 
TOTAL  28.257 2.300 2.435 -0.135 
          
Represented by:         
     Core NHS and IJB Set Aside services 25.268 2.054 2.193 -0.138 
     IJB Operational and Universal services:         
           Clacks/ Stirling IJB 0.860 0.071 0.069 0.001 
           Falkirk IJB 2.129 0.175 0.173 0.002 
TOTAL 28.257 2.300 2.435 -0.135 

 
 
• This Directorate covers Women and Childrens Services and Sexual Health Services 

and is reporting £0.135m overspend at month 1 in relation to nursing and medical pays 
issues including cover arrangements for maternity leave cover, drugs costs, and 
savings not yet delivered.   Savings have been spread across Services within the 
Directorate. 
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4.4 Community Services Directorate 
 

  
Annual 
Budget 

Budget to 
30.04.17 

Actual to 
30.04.17 

 Variance 
(over)/under 

Service £m £m £m £m 
Resource Transfer 19.445 1.620 1.620 0.000 
Falkirk Partnership 13.801 1.361 1.346 0.015 
Stirling/ Clacks Partnership 13.325 1.332 1.333 -0.001 
Specialist Mental Health Service 11.718 0.959 0.984 -0.025 
Prisons & Specialist Community Services 7.224 0.586 0.580 0.006 
Specialist Nursing Services 5.809 0.508 0.579 -0.071 
Substance Misuse Sector 5.586 0.655 0.648 0.007 
A.M.D. Mental Health 4.839 0.395 0.432 -0.037 
Health Improvement & Corporate 
Services 4.110 0.280 0.271 0.009 
Integrated Mental Health Services 1.317 0.110 0.109 0.001 
A.M.D. Primary Care 0.893 0.073 0.076 -0.003 
Head Of Community Nursing 0.345 0.024 0.024 0.000 
C.S.D. Central Costs -1.396 -0.107 -0.090 -0.017 
Total Community Services Directorate 87.016 7.796 7.912 -0.116 

     Represented by:         
     Core NHS and IJB Set Aside services 30.736 2.488 2.601 -0.112 
     IJB Operational and Universal 
services:         
           Clacks/ Stirling 25.305 2.420 2.407 0.013 
           Falkirk 30.975 2.888 2.904 -0.017 
Total Community Services Directorate 87.016 7.796 7.912 -0.116 

 
• The Community Services Directorate covers services including Learning Disability, 

Mental Health, Prison Services and Community Nursing / Health Visiting.  A 
significant element of the Directorate budget is in scope for IJB services.  
 

• The Directorate financial position for April 2017 is an overspend of £0.116m, with  the 
main pressure in Specialist Nursing Services which 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.   
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4.5 Estates and Facilities 
 

  
Annual 
Budget 

Budget to 
30.04.17 

Actual to 
30.04.17 

 Variance 
(over)/under 

Service £m £m £m £m 

Unitary Charge (FVRH & CCHC) 45.293 3.639 3.639 0.000 
Forth Valley Facilities 16.453 1.261 1.244 0.017 
Capital Charges 15.138 1.262 1.262 0.000 
Property 6.024 0.502 0.511 -0.009 
Healthcare Strategy 0.826 0.069 0.066 0.003 
Transport Hub Pilot 0.362 0.030 0.052 -0.022 
Savings not yet distributed -1.486 -0.104 0.000 -0.104 
Total Estates & Facilities 82.610 6.659 6.774 -0.115 

     Represented by:         
     Core NHS and IJB Set Aside services 82.610 6.659 6.774 -0.115 
     IJB Operational and Universal 
services:         
           Clacks/ Stirling IJB 0.000 0.000 0.000 0.000 
           Falkirk IJB 0.000 0.000 0.000 0.000 
Total Estates & Facilities 82.610 6.659 6.774 -0.115 

 
• 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 £0.115m is reported to the end of April 2017.  The majority of 
overspend (£0.104m) is as a result of unachieved savings requirements. 
 

• Other financial pressure areas include patient transport, partly due to private ambulance 
usage - plans are in place to make efficiencies in this area, and Transport Hub.  
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4.6 Primary Care Prescribing 

 

  
Annual 
Budget 

Budget to 
30.04.17 

Actual to 
30.04.17 

Variance 
(over)/under 

Service £m £m £m £m 
Prescribing - Falkirk 28.767 2.600 2.741 -0.141 
Prescribing - Stirling  16.667 1.506 1.432 0.074 
Prescribing - Clackmannanshire 10.866 0.982 1.058 -0.076 
Child Health Immunisation 0.504 0.042 0.046 -0.004 
Domiciliary Oxygen Treatment Service 1.016 0.085 0.052 0.033 
Pharmaceutical Discounts -1.943 -0.176 -0.179 0.003 
Other 1.701 0.116 0.114 0.002 
 Total Primary Care Prescribing 57.578 5.155 5.264 -0.109 

     Represented by:         
     Core NHS and IJB Set Aside services 1.562 0.130 0.099 0.031 
     IJB Operational and Universal services:         
           Clacks/ Stirling 27.310 2.451 2.451 0.000 
           Falkirk 28.706 2.574 2.714 -0.140 
 Total Primary Care Prescribing 57.578 5.155 5.264 -0.109 

 
• An overspend of £0.109m is reported for April 2017. 

 
• 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 Stoma fees, Prescribing Incentive Scheme and other area wide GP 
prescribing.  
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4.7 Cross Boundary Flow 
 

  
Annual 
Budget 

Budget to 
30.04.17 

Actual to 
30.04.17 

Variance 
(over)/under 

Service £m £m £m £m 
NHS Glasgow & Clyde SLA 21.385 1.782 1.782 0.000 
NHS Lothian SLA 11.652 0.971 0.988 -0.017 
Unplanned/non SLA activity/ Cross Border 5.577 0.444 0.497 -0.053 
Other NHS Scotland 4.518 0.377 0.384 -0.007 
Other Healthcare Providers 2.087 0.174 0.181 -0.007 
Golden Jubilee Hospital 2.281 0.190 0.177 0.013 
Patients Travel 0.111 0.009 0.008 0.001 
Externals (General) -2.133 -0.178 0.000 -0.178 
Externals Income -9.240 -0.770 -0.893 0.123 
 TOTAL Cross Boundary Flow 36.238 2.999 3.124 -0.125 

     Represented by:         
     Core NHS and IJB Set Aside services 34.877 2.885 3.007 -0.121 
     IJB Operational and Universal services:         
           Clacks/ Stirling 0.642 0.054 0.055 -0.002 
           Falkirk 0.719 0.060 0.062 -0.002 
 TOTAL Cross Boundary Flow 36.238 2.999 3.124 -0.125 

 
• 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 net position to the end of April is an overspend of £0.125m due to a level of 
unidentified savings schemes, small numbers of high cost individual patient treatments, 
and other non contracted activity offset by an over recovery of income which is 
included within the overall Board income budget.    

  



   11 
 

4.8 Primary Medical Services 
  

  
Annual 
Budget 

Budget to 
30.04.17 

Actual 
to 

30.04.17 

Variance 
(over)/unde

r 
Service £m £m £m £m 
Global Sum Monthly Payment 31.957 2.602 2.697 -0.095 
Enhanced Services  4.984 0.128 0.098 0.030 
Premises 3.240 0.257 0.249 0.008 
Other (Section 17c practices and Board 
Administered Funds) 3.105 0.178 0.123 0.055 
Income 0.000 0.000 -0.003 0.003 
Primary Medical Services 43.286 3.165 3.164 0.001 

     Represented by:         
     Core NHS and IJB Set Aside services 0.000 0.000 0.000 0.000 
     IJB Operational and Universal services:         
           Clacks/ Stirling IJB 21.475 1.581 1.611 -0.030 
           Falkirk IJB 21.811 1.584 1.553 0.031 
Primary Medical Services 43.286 3.165 3.164 0.001 

 
• 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. 
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4.9 Area-wide Corporate Services 
 

  
Annual 
Budget 

Budget to 
30.04.17 

Actual to 
30.04.17 

Variance 
(over)/under 

Service £m £m £m £m 

  Director of Finance, eHealth, IT 10.973 0.836 0.836 0.000 
  Medical Director 6.459 0.519 0.518 0.001 
  Director of Public Health and Planning 4.099 0.284 0.271 0.013 
  Director of Human Resources 3.585 0.292 0.321 -0.029 
  Director of Nursing 2.206 0.176 0.166 0.010 
  Chief Executive 1.837 0.145 0.110 0.035 
  Area Wide Services 3.713 0.312 0.311 0.001 
Area - wide Corporate Services 32.872 2.564 2.533 0.031 

     Represented by:         
     Core NHS and IJB Set Aside services 32.872 2.564 2.533 0.031 
     IJB Operational and Universal services:         
           Clacks/ Stirling IJB 0.000 0.000 0.000 0.000 
           Falkirk IJB 0.000 0.000 0.000 0.000 
Area - wide Corporate Services 32.872 2.564 2.533 0.031 

 
• This covers individual Directorate budgets for Chief Executive, Medical Director, 

Nursing Director, Directors of Public Health, Human Resources, and Finance.  With 
the exception of Human Resources, area wide corporate services are reporting a 
breakeven or small underspend position for April 2017 which is in line with 
expectations. 
 

 
4.10 Family Health Services 
   

  
Annual 
Budget 

Budget to 
30.04.17 

Actual to 
30.04.17 

Variance 
(over)/under 

Service £m £m £m £m 

General Dental Services  16.200 1.136 1.136 0.000 
General Pharmaceutical Services  10.577 0.887 0.887 0.000 
General Ophthalmic Services  5.600 0.524 0.524 0.000 
TOTAL Family Health Services 32.377 2.547 2.547 0.000 

     Represented by:         
     Core NHS and IJB Set Aside services 0.000 0.000 0.000 0.000 
     IJB Operational and Universal services:         
           Clacks/ Stirling IJB 15.279 1.202 1.202 0.000 
           Falkirk IJB 17.098 1.345 1.345 0.000 
TOTAL 32.377 2.547 2.547 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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5.0   CAPITAL 
 

5.1 Overall Position 
Forecast Gross Direct Capital Expenditure for 2017/18 is £10.519m made up of Scottish 
Government Health Directorate General Core Allocation of £6.752m and forecast Property 
Disposal receipts to the value of £3.767m.  
 

5.2 Expenditure 
Expenditure to 30th April 2017 was £0.005m.   Planned expenditure during 2017/18 can be 
summarised as follows: 
 
Strategic & Regional Priorities – planned expenditure within this category includes an 
upgrade to the Inpatient Mental Health Unit at Trystview, Larbert and also the creation of a 
crossing on the A9 in Stirling linked to the development of the Stirling Care Village.   In 
addition the final stages of the Forth Valley Royal Hospital Television replacement project 
will be completed. 
 
Primary & Community Services – the property department are in consultation with East 
Central HUB to develop a programme of works for upgrade and refurbishment works to 
Primary Care Premises.   It is also envisaged that works to the crate a new Health Centre in 
Doune will commence during 2017/18. 
 
Community Hospitals – a programme of works has already commenced to address 
infrastructure and improvements works on the retained Community Hospital sites.   The 
final stages of the Stirling Community Hospital Outpatient Department refurbishment will 
also be completed.  
 
IM&T and Medical Equipment – projects are underway within IM&T department as 
approved by the eHealth Project Board and Medical Equipment purchases will commence 
in line with approved bids submitted to the Medical Devices Group.  
 
Area Wide Expenditure – during 2017/18 it is planned to spend the sum of £0.818m on 
Fire Safety/Statutory Standards/HEI and Energy Efficiency projects. 

 Capital Resource Limit Plan 
Plan to 

Date 
Actual to 

30.04.2017 Variance 
for the period to 30th April 2017 £m £m £m £m 
Resources         
Initial Allocation 6.085 0.005 0.005 0.000 
Other anticipated allocations 2.042 0.000 0.000 0.000 
Value of Asset Sales Retained 3.767 0.000 0.000 0.000 
Indirect Capital Exp. Charged to Revenue -1.375 0.000 0.000 0.000 
Total Income 10.519 0.005 0.005 0.000 
Expenditure         
Strategic & Regional Priorities 0.886 0.000 0.000 0.000 
Primary & Community Care Services 3.311 0.005 0.005 0.000 
Community Hospitals 1.300 0.000 0.000 0.000 
IM&T and Medical Equipment 5.579 0.000 0.000 0.000 
Area Wide Expenditure 0.818 0.000 0.000 0.000 
Capital to Revenue -1.200 0.000 0.000 0.000 
Capital Grants -0.175 0.000 0.000 0.000 
Total Expenditure 10.519 0.005 0.005 0.000 
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6.0 SAVINGS 
 

The table below provides detail on the value and risk categorisation of savings plans 
totalling £20.265m. 
 
Category Red Amber Green Total 
  £000s £000s £000s £000s 
Service productivity  0 1,500 0 1,500 
Drugs and prescribing 1,612 2,335 1,174 5,121 
Procurement 51 1,097 555 1,703 
Workforce 3,216 4,733 938 8,887 
Estates and facilities 0 1,101 319 1,420 
Other 266 395 973 1,634 

Total £'000s 5,145 11,161 3,959 20,265 
Total % 25% 55% 20%   

 
 
 
7.0  RISK 
 

The following financial risks were highlighted within the Board LDP financial plan and 
continue to be revised throughout the year. 
 
• 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 
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8.0 CONCLUSION AND RECOMMENDATION 
 
The Board is asked to note: 
 
• A revenue overspend of £0.596m to 30th April 2017  

 
• the balanced capital position to 30th April 2017 

 
• the updated position on savings with £20.265m recurrently identified at 30th April 2017 
 
• work ongoing to reduce yet to be identified cash savings of £3.735m and to further 

mitigate identified risk reported in Financial Plan approved at March 2017 Board 
meeting. 
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NHS Forth Valley Board Meeting  

Reporting Period Ending 30 April 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 March 2017 the 18 week Referral to Treatment performance was 79.4%. The national 
performance was 83.2%.  
 

• Outpatients 
At 30 April 2017 the number of outpatients waiting over 12 weeks increased by 374 (15%) 
to 2,941 from the March 2017 position of 2,567.  
 

• New Outpatient DNA 
The NHS Forth Valley new outpatient DNA rate for the month of April 2017 was 7.3%.This 
is up slightly from 6.7% rate in March 2017.  
 

• 12 Week Treatment Time Guarantee 
At the end of April 2017, 585 patients had an on-going wait beyond 12 weeks. This is up 
from the March 2017 position of 468 patients waiting over 12 weeks for treatment.   

 
• Unavailability 

At 30 April 2017 there were 162 new outpatients unavailable for appointment which is 
1.0% of the total waiting list, with inpatient unavailability 6.3%. 
 

• Diagnostics 
At the end of April 2017 the number of Endoscopy patients over 42 days was 12, an 
increase from 4 last month. There were no patients waiting over 42 days for Radiology. 

 
• Cancer  

Monthly management information for March 2017 shows that 93% of NHS Forth Valley 
patients were treated within 62 days of referral. The Scotland average was 88.7% 

 
Monthly management information for March 2017 shows that 97.8% of NHS Forth Valley 
patients were treated within 31 days of the agreement to treat. The Scotland average was 
95.3% 
 

• Drug and Alcohol Services  
Drug and Alcohol services continue to achieve the 3 week waiting time standard with the 
provisional figures for the quarter ending March 2017 highlighting that 98.5% of NHS 
Forth Valley clients started their first drug or alcohol treatment within 3 weeks of referral.  
 



2 
 

• Psychological Therapies 
In April 2017, 40.8% of patients were treated within 18 weeks of referral. A programme of 
work continues in support of achieving the target. 
 

• Child & Adolescent Mental Health Services 
In respect of Child & Adolescent Mental Health Services, the significant improvement has 
continued with 94.6% of patients treated within 18 weeks of referral in April 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 October 2016 to March 2017.  
 
  
Table 1 

 
 
Key issues and actions 
 

• In March 2017 NHS Forth Valley treated 79.4% 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 March 2017 the Surgical Directorate treated 83.3% of patients within 18 weeks of 

referral.  
 

• Medical Directorate  
o In March 2017 the Medical Directorate treated 65.4% of its patients within 18 weeks 

of referral.  
 

• Women, Children & Sexual Health Directorate 
o The Women & Children’s Directorate has maintained the 90% standard since March 

2014, with the position at March 2016, 95.3%. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Table 1

Specialty
Forth Valley   

Oct -2016
Forth Valley   
Nov -2016

Forth Valley   
Dec -2016

Forth Valley   
Jan -2017

Forth Valley   
Feb -2017

Forth Valley   
Mar- 2017

Scotland          
Feb- 2017

Surgical Directorate Compliance 81.3% 81.0% 80.5% 82.2% 82.1% 83.3% 80.3%
Medical Directorate Compliance 73.7% 72.9% 70.0% 67.8% 69.2% 65.4% 85.8%
W&C Directorate Compliance 93.9% 95.1% 94.6% 92.5% 93.7% 95.3% 87.8%
All Specialties 81.1% 80.7% 79.7% 79.9% 80.4% 79.4% 83.0%

NHS Forth Valley Referral To Treatment Performance                                                                                                                     
October 2016 to March  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 November 2016 to 30 April 2017. 
 
Table 2 

 
 
Key issues and actions 
 

• At 30 April 2017 the number of outpatients waiting over 12 weeks increased to 2,941; an 
increase of 374 (15%) on the position of 31 March 2017.  
 

• At 30 April 2017 the number of patients waiting over 16 weeks reduced to 1,613. A 
reduction of 42 (-2.5%) against the position of 31 March 2017. 
 

• Service leads have established capacity plans which have been built up from the clinical 
job plans demonstrating the available capacity allocated to outpatient clinics and theatre 
sessions. The job plans are being reviewed to establish if extra capacity can be allocated 
to specialties requiring additional sessions.  
 
Progress against the capacity plans will be reviewed each month. This process will 
identify where activity is below expectation and if demand is increasing. 

Nov 16 Dec 16 Jan 17 Feb 17 Mar 17 Apr 17
15,826 15,907 15,544 16,037 15,000 15,465
4,233 4,491 4,308 3,858 2,567 2,941
2,664 2,670 2,714 2,401 1,655 1,613
73.3% 71.8% 72.3% 75.9% 82.9% 81.0%
16.8% 16.8% 17.5% 15.0% 11.0% 10.4%

311,455 309,481 n/a n/a n/a n/a
68,550 75,028 n/a n/a n/a n/a
44,879 49,345 n/a n/a n/a n/a
78.0% 75.8% n/a n/a n/a n/a
14.4% 15.9% n/a n/a 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

Management Information

Table 2: NHS Forth Valley and NHS Scotland  Waiting Times for a New Outpatients Appointment                                                                                                                                                                                                                                             
Ongoing Waits for Patients on Waiting List - 30 November to 30 April 2017

Published Data
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 November 2016 to April 2017 is detailed in Table 3.  
 
Table 3  

 
 
Key issues and actions 
 

• Mental health Services have been added to the report. For improvement purposes the 
subspecialty of Viral Hepatitis Service has been separated from its parent service of 
Gastroenterology.  
 

• The NHS Forth Valley new outpatient DNA rate for the month of April 2017 was 7.3%.This 
is up slightly from 6.7% rate in March 2017. 

 
• The new outpatient appointment DNA rate for Scotland is 9.6%. 

 
 
 
 

Specialty
November 2016                                                                          
%Age New DNA

December 2016                                                                          
%Age New DNA

January 2017                                                                         
%Age New DNA

February 2017    
% Age New  DNA 

 March 2017       
% Age New 

DNA

 April 2017       
% Age New 

DNA

                                                                   
Number of 

New DNA for 
April 2017

Viral Hepatitis Service n/a n/a 43.2 51.1 45.5 62.9 22
Behavioural Psychotherapy               40.7 33
Mental health nursing                   36.5 23
Optometry                               15.8 20.3 15.9 17.5 19.7 26.7 16
Orthoptics                              19.8 16.7 12.9 17.3 18.7 23.4 22
Diabetes                                23.8 20.0 26.1 0.0 20.0 20.0 4
Pain Management                         14.2 14.8 8.1 9.7 18.3 17.7 11
Clinical Psychology                     16.0 23
Haematology                             0.0 3.1 13.3 6.7 13.0 14.3 4
Chiropody 16.5 12.4 13.3 11.2 13.0 14.1 32
Endocrinology 7.1 8.3 13.3 6.1 4.2 12.5 3
Respiratory Medicine                    8.0 6.8 13.0 12.8 7.9 12.0 12
Oral and Maxillofacial Surgery          10.0 8.6 8.6 8.5 8.3 11.7 22
Ear, Nose & Throat (ENT)                11.4 13.1 10.9 7.9 9.3 11.7 56
Child and Adolescent Psychiatry         11.5 11
Orthotics                               10.0 10.2 6.2 6.8 9.2 11.4 16
Paediatric Surgery                      0.0 7.1 0.0 5.6 11.1 10.5 2
Gastroenterology                        15.8 15.6 14.7 14.8 10.3 9.9 7
Scotland DNA Rate 9.6 9.5 9.5 9.5 9.6 9.6 n/a
Orthodontics                            5.4 26.1 16.7 4.1 11.4 8.9 4
Neurology                               15.1 9.4 14.1 12.0 7.1 8.4 14
Psychiatry of Old Age                   8.2 4
Vascular Surgery                        9.2 4.7 12.8 10.4 3.2 7.8 8
Ophthalmology                           5.8 9.3 10.3 8.9 7.1 7.7 36
Paediatrics                             9.4 14.1 11.5 11.0 5.8 7.5 17
Forth Valley 8.1 8.8 7.5 6.9 6.7 7.3 606
Geriatric Medicine                      5.3 3.8 3.3 1.7 2.8 6.9 4
Physiotherapy                           8.1 8.3 7.5 6.3 6.9 6.7 78
Physiotherapy                           6.7 78
Cardiology                              6.1 5.5 7.1 6.0 9.2 6.3 10
Endoscopy n/a n/a 6.8 5.2 3.8 6.2 22
Gynaecology                             10.0 8.8 7.4 6.0 6.1 5.8 27
Trauma and Orthopaedic Surgery          6.2 6.2 5.5 3.6 4.6 5.5 33
General Surgery                         6.3 6.4 6.5 7.2 5.6 5.5 32
Urology                                 9.5 10.8 9.2 9.1 5.9 5.1 16
Rheumatology                            7.5 2.9 6.7 5.7 4.1 4.6 4
Electrocardiography                     8.6 4.4 2.3 2.7 1.5 4.6 16
Dermatology                             7.3 9.5 5.5 5.2 8.4 4.4 23
General Medicine                        0.0 0.0 2.0 2.8 3.7 3.9 7
Rehabilitation Medicine                 0.0 20.0 0.0 0.0 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 November 2016 to 30 April 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 March 
2016 to the quarter ending March 2017. Management information for the month of April 2017 is 
provided to highlight current performance. 
 
Table 4 

 
 
Key issues and actions 
 

• Table 4 shows that in the period 1st January 2017 to 31st March 2017 NHS Forth Valley 
treated 3,159 patients of which, 1,150 waited over 12 weeks. Compliance with the TTG for 
this period was 63.5%. This performance rose to 70.9% in April 2017. 
 

• In the quarter ending December 2016 NHS Scotland compliance was 86.7%.  
 

• Ongoing Waits: At the end of April 2017, 585 patients had an on-going wait beyond 12 
weeks. This is up from the March 2017 position of 468 patients waiting over 12 weeks for 
treatment.   
 
  
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 

NHS Board of 
Treatment Indicator

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)

Q1   (1 January 
2017 to 31 March 

2017) Apr-17
Number seen 3,181 2,874 2,945 2,912 3,159 896
Median (days) 63 57 66 67 77 71
90th Percentile (days) 83 83 100 107 137 140
Number who waited over 12 weeks 130 125 550 625 1150 261
% Compliance With TTG 95.9% 95.7% 81.3% 78.5% 63.6% 70.9%
Number seen 78,801 78,915 74,168 73,597 n/a n/a
Median (days) 44 43 45 46 n/a n/a
90th Percentile (days) 83 84 88 98 n/a n/a
Number who waited over 12 weeks 5,721 6,946 8,204 9,756 n/a n/a
% Compliance With TTG 92.7% 91.2% 88.9% 86.7% n/a n/a

NHS Scotland

NHS Forth Valley

Published Information Management Information

Table 4: Waiting Times for Inpatient Daycase Admission:                                                                                                                                                                                                                 
Completed Waits for Patients Seen Per Quarter Period (Q1,2016 to Q1,2017).                                                                                                                                                                                                                                

NHS Forth Valley is Compared with NHS Scotland.                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                 



8 
 

4. Unavailability  
 
As outlined within 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 April 2017 census. 
Information from 30 November 2016 to 31 March 2017 is provided for reference.  
 
Table 5 

 
 
 
Key issues & actions  
 

• Table 5 shows that at 30 April 2017 there were 162 new outpatients unavailable for 
appointment which is 1.0% of the total waiting list.  

 
• At 31 December 2016, 2.1% of NHS Scotland outpatients were unavailable.  

 
• At 30 April 2017, with the exception of Pain management service, all specialties were 

below the Scottish 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% 0.2% 0.1% 0.5% 0.6% 1,453 9 0.6%
GENERAL SURGERY 1.7% 2.5% 2.2% 1.1% 1.3% 1,441 19 1.3%
HAEMATOLOGY 1.2% 0.0% 0.0% 0.0% 0.0% 106 0 0.0%
OPHTHALMOLOGY 1.1% 1.6% 1.1% 0.9% 0.8% 1,186 17 1.4%
ORAL AND MAXILLOFACIAL SURGERY 0.9% 1.9% 2.7% 2.1% 1.8% 595 9 1.5%
ORTHODONTICS 0.0% 0.0% 0.0% 0.0% 0.0% 148 1 0.7%
PAIN MANAGEMENT 1.5% 2.2% 0.4% 0.0% 0.4% 238 6 2.5%
TRAUMA AND ORTHOPAEDIC SURGERY 0.7% 0.9% 1.5% 1.7% 1.3% 2,484 40 1.6%
UROLOGY 3.5% 4.9% 3.2% 2.2% 1.6% 784 8 1.0%
VASCULAR SURGERY 0.8% 1.6% 0.9% 2.6% 0.9% 126 2 1.6%
Surgical Unit 1.1% 1.6% 1.5% 1.2% 1.1% 8,561 111 1.3%
CARDIOLOGY 0.2% 0.3% 1.4% 1.4% 1.5% 522 6 1.1%
CLINICAL ONCOLOGY 0.0% 0.0% 0.0% 0.0% 0.0% 43 0 0.0%
DERMATOLOGY 0.9% 1.0% 0.9% 1.0% 1.4% 1,405 13 0.9%
DIABETES 0.0% 0.0% 0.0% 0.0% 0.0% 88 0 0.0%
ENDOCRINOLOGY 1.5% 0.0% 0.0% 0.0% 1.1% 77 1 1.3%
GASTROENTEROLOGY 0.8% 0.4% 0.4% 1.1% 0.6% 1,176 4 0.3%
GENERAL MEDICINE 0.0% 0.0% 0.0% 0.0% 0.0% 52 1 1.9%
GERIATRIC MEDICINE 0.0% 1.7% 0.0% 1.7% 0.0% 74 0 0.0%
RENAL MEDICINE 0.0% 0.0% 0.0% 0.0% 0.0% 32 0 0.0%
NEUROLOGY 0.3% 0.1% 0.1% 2.5% 0.8% 761 6 0.8%
RESPIRATORY MEDICINE 0.3% 0.3% 0.4% 0.3% 0.5% 970 6 0.6%
REHABILITATION MEDICINE 0.0% 0.0% 0.0% 0.0% 0.0% 0 0 0.0%
RHEUMATOLOGY 0.7% 0.6% 0.0% 0.4% 0.3% 367 2 0.5%
Medical Unit 0.6% 0.6% 0.6% 1.0% 0.9% 5,567 39 0.7%
GYNAECOLOGY 1.2% 1.5% 0.6% 0.9% 1.9% 781 8 1.0%
PAEDIATRICS 0.0% 0.0% 0.3% 0.5% 0.0% 453 4 0.9%
PAEDIATRIC SURGERY 0.0% 0.0% 1.6% 0.0% 1.0% 95 0 0.0%
W&C Unit 0.8% 1.0% 0.5% 0.7% 1.2% 1,329 12 0.9%
Grand Total 0.9% 1.1% 1.0% 1.1% 1.0% 15,457 162 1.0%
Scotland Position 2.1%

Mar-17Feb-17Dec-16 Apr-17

NHS Forth Valley, Number of Available and Unavailable New Outpatients at Each Month-End Census                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                         
30 November 2016 to 30 April 2017.                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                   

Data is at Specialty Level                                                                                                                                                                                                                                                                                                                                                                                                                  
(Expressed as % of Total Waiting).

Jan-17Nov-16
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Inpatient Unavailability:  
Table 6 describes the level of unavailability for Inpatients and daycases at the 30 April 2017 
census.  
 
Table 6 

 
 
Key issues and actions 
 

• At 30 April 2017 NHS Forth Valley had 188 (6.3%) of inpatients/daycases unavailable for 
treatment.   
 

• At 30 April 2017, 9 of 12 specialties were below the national average of 10.7%.   
 

• NHS Forth Valley had 3 specialties with unavailability above the Scotland rate; Pain 
Management had 5 (20%) patients unavailable, Vascular Surgery had 18 (17.3%) patient 
unavailable and OMFS had 12 (11.4%) patients unavailable.   

Table 6 :

Specialty % Unavailable % Unavailable % Unavailable % Unavailable % Unavailable
Number 
Available

Number 
Unavailable % Unavailable

Number 
Available

Number 
Unavailable % Unavailable

CARDIOLOGY 0.0% 0.0% 2.6% 0.0% 0.0% 42 0 0.0% 45 0 0.0%
DIAGNOSTIC RADIOLOGY 0.0% 0.0% 0.0% 0.0% 0.0% 0 0 0.0% 0 0 0.0%
EAR, NOSE & THROAT 4.1% 2.9% 2.3% 2.2% 2.8% 369 10 2.6% 368 9 2.4%
GENERAL SURGERY 9.0% 8.6% 8.4% 4.9% 4.4% 633 40 5.9% 591 34 5.4%
GYNAECOLOGY 7.9% 9.0% 6.5% 8.0% 9.7% 168 14 7.7% 155 12 7.2%
OPHTHALMOLOGY 7.6% 9.6% 10.5% 7.7% 6.0% 386 38 9.0% 379 28 6.9%
ORAL MAXILLIOFACIAL 8.5% 8.8% 11.6% 2.6% 5.0% 112 13 10.4% 93 12 11.4%
ORTHOPAEDICS 8.3% 8.0% 7.0% 5.0% 5.6% 894 64 6.7% 920 57 5.8%
PAIN MANAGEMENT 0.0% 5.7% 9.7% 11.1% 13.0% 19 5 20.8% 20 5 20.0%
PAEDIATRIC SURGERY 10.5% 6.3% 0.0% 0.0% 6.7% 8 0 0.0% 6 0 0.0%
UROLOGY 9.7% 11.9% 10.2% 7.5% 8.5% 144 15 9.4% 123 13 9.6%
VASCULAR SURGERY 21.4% 15.7% 17.9% 14.7% 17.2% 97 9 8.5% 86 18 17.3%
Grand Total 8.2% 8.2% 7.8% 5.4% 5.8% 2872 208 6.8% 2786 188 6.3%
Scotland Position 10.7%

Oct-16 Dec-16 Feb-17Jan-17Nov-16 Apr-17

NHS Forth Valley, Number of Available and Unavailable Inpatients/Daycases                                                                                                                                                                                                                                                                                                                        
at Specialty Level as at Month-end Census 30 November to 30 April 2017                                                                                                                                                                                                                                                                                                                           

(Expressed as % of Total Waiting )
Mar-17
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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 30 April 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 November 2016 to 30 April 2017.  
 
Table 7 

 
 
Key issues and actions 

 
• At 30 April 2017 there were 12 patients waiting over 42 days for the Endoscopy service.   

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Service Nov 16 Dec 16 Jan 17 Feb 17 Mar 17 Apr 17

Upper Endoscopy 1 9 6 2 0 2
Lower Endoscopy 

(excl. Colonoscopy) 0 2 0 0 0 0
Colonoscopy 5 3 6 0 0 1

Cystoscopy 26 3 4 2 2 9
All Endoscopy 32 17 16 4 2 12

Table 7: Trend in the Number of Patients Breaching the Key 
Diagnostic Waiting Time Standard for Endoscopy.                                                                                                                                 

Month-End Census 30 November 2016 to 30 April 2017



11 
 

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.  
 
Table 8 

 
 
Table 9 

 
 
Key issues and actions 

 
• Table 8 shows that at 30 April 2017 there were 266 patients beyond their recall date for 

surveillance, up from 211 in March 2017. 
 

• Table 9 shows that at 30 April 2017 there were no patients waiting over 26 weeks for their 
surveillance recall date. One patient had a wait over 18 weeks. 

 
 
 
 

 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 

Nov-16 Dec-16 Jan-17 Feb-17 Mar-17 Apr-17

Month on 
Month 
Change

% Month 
on Month 
Change

Number of Patients Waiting 
Over Target Surveillance Date 245 155 172 158 211 266 55 26%

Table 8

NHS Forth Valley Endoscopy Surveillance.                                                                                                                                                                                                                                                                                       
Trend in Number of Patients Waiting Over  Target Surveillance Date                                                                                                                                                                                                       

Month-end Census 30 November 2016 to 30 April 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 3,975 168 91 4 1 1 1 4,241
Mar-17 4,048 147 53 10 1 0 0 4,259
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

                Number of Patients Waiting For Endoscopy Surveillance                                                                                                                                                                                                                                                                                                                                                                                                                        
Month-end Census                                                                                                                                                                                                 

30 November 2016 to 30 April 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 December 2015 to the quarter ending December 2016. In addition, 
management information for the individual months of January 2017 through to March 2017 is also 
provided.  

 
Table 10 

 
 

       Key issues and action  
  

• Monthly management information for March 2017 shows that 93% of NHS Forth Valley 
patients were treated within 62 days of referral. The Scotland average was 88.7% 
 

• Monthly management information for March 2017 shows that 97.8% of NHS Forth Valley 
patients were treated within 31 days of the agreement to treat. The Scotland average was 
95.3% 
 

   
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Waiting Time Standard NHS 
Board

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 Feb-17 Mar-17

FV 93.0% 90.1% 88.7% 86.0% 89.5% 87.3% 89.1% 93.0%
Scotland 90.8% 90.2% 89.7% 87.1% 87.5% 85.1% 87.3% 88.7%
FV 98.4% 98.3% 98.4% 98.4% 97.4% 96.5% 95.1% 97.8%
Scotland 96.4% 94.9% 95.7% 94.3% 94.1% 92.8% 97.4% 95.3%

31 Day Target

62 Day Target

Table 10: NHS Forth Valley Cancer Services Performance for 62 and 31 Day Targets                                                                            
Quarter ending December 2015 to Quarter ending December 2016                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                               

Management 
Information
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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%.  
 

• NHS Forth Valley continues to achieve the target with the provisional figures for the 
quarter ending March 2017 highlighting that 98.5% of NHS Forth Valley clients started 
their first drug or alcohol treatment within 3 weeks of referral. The Scotland position at 
quarter ending December 2016 was 95%.  
 

• The provisional position in respect of NHS Forth Valley prisons, to quarter ending March 
2017, is that 99.1% of clients who have started first treatment waited less than 3 weeks. 
The Scotland position in respect of prisons to quarter ending December 2016 was 96.8%. 

 
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 1 November 2016  to 
30 April 2017.  
 
Table 11 

 
 
Key issues and actions 
Table 11 shows that in April 2017, 40.8% of patients were treated within 18 weeks. Key actions 
include: 

• New patient DNA replacement protocol implemented 
 

• Additional sessions sourced from existing staff to partially offset effect of vacancies and 
maternity leave 

 
• Active recruitment to all vacant clinical posts 

 
• Working with referrers to manage demand more effectively 

Nov-16 Dec-16 Jan-17 Feb-17 Mar-17 Apr-17
Behavioural Psychotherapy 23% 26% 6.9% 13.5% 22.4% 16%
Adult Clinical Psychology 34% 29% 43% 35.2% 29.8% 40%
Dynamic Psychotherapies 100% 100% 100% 100% 100% 0%
Beating the Blues 100% 100% 100% 100% 100%
Overall Performance (All 
Services) 34.3 53.6 52.4 36.5% 39.1% 40.8%
NHS Scotland (Monthly) 75.4 81.6 n/a n/a n/a n/a

Table 11: Psychological Therapies Waiting Time at Specialty Level                                                                                                                                                                                                                                         
% patients seen within 18 weeks                                                                                                                                                                                                                          
1 November 2016 to 30 April 2017                                                                                                                                                                                                                                                                                                                                                                                           
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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 November 2016 to 30 April 2017.  
 
Table 12 

 
 
Key issues and actions 
 
• The data for the month of April 2017 highlights that 94.6% 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.  
 
 

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 4 
Red. 

 
Table 13 

 

NHS Board of 
Treatment

%                                                                                                                                                                                                                                                                                                                                                                                                                                                        
0-18 weeks

Median
(weeks)

90th Percentile
(weeks)

%                                                                                                                                                                                                                                                                                                                                                                                                                                                        
0-18 weeks

Median
(weeks)

90th Percentile
(weeks)

Apr-17 94.6 n/a n/a n/a n/a n/a
Mar-17 100 n/a n/a n/a n/a n/a
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

Table 12: NHS Forth Valley CAMHS Waiting Times                                                                                                                                                                                                                                                                                                                                                             
% of Patients Treated Within 18 Weeks of Referral (RTT).                                                                                                                                                                                                                                                                                                                                    

Performance by Month Treated: 1 November 2016 to 30 April 2017

ScotlandNHS Forth Valley

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 1.0% 6.3%
6 Key Diagnostic Tests - Radiology LKPI Compliant
7 Key Diagnostic Tests - Endoscopy LKPI Non-compliant
8 Cancer Waiting Times 62 Day Standard LDP Compliant
9 Cancer Waiting Times 31 Day Standard LDP Compliant
10 Alcohol and Drugs Standard LDP Compliant
11 Psychological Therapies LDP Non-compliant
12 Child and Adolescent Mental Health Services LDP Compliant
13 Audiology: Number of patients over 84 days LKPI Compliant
14 Allied Health Professional Waiting Times NR Compliant
15 MSK NR Non-compliant

97.1%

NHS Forth Valley Overview of Performance as at 30 April 2017
Performance

93.0%
97.8%
98.6%
40.8%
94.6%

0

79.4%
2,941
7.3%
70.9%

0
12
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NHS FORTH VALLEY PERFORMANCE & RESOURCES COMMITTEE 
 
DRAFT Minute of the Performance & Resources Committee meeting held on Tuesday 25 April 
2017 at 9am in the Boardroom, NHS Forth Valley, Carseview House, Castle Business Park, 
Stirling, FK9 4SW 
 
Present:  Mr John Ford (Chair) 

Mr Alex Linkston, Chairman 
   Mrs Fiona Ramsay, Interim Chief Executive 
   Mr Andrew Murray, Medical Director 

Professor Angela Wallace, Director of Nursing  
   Dr Graham Foster, Director of Public Health and Planning 

Mr Tom Steele, Director of Estates and Facilities 
   Mrs Julia Swan, Non Executive Director  
   Ms Joanne Chisholm, Non Executive Director  
   Dr Michele McClung, Non Executive Director 
            
In Attendance  Mr David McPherson, General Manager   

Ms Elaine Vanhegan, Head of Performance and Governance 
Ms Elsbeth Campbell, Head of Communications  
Ms Alison Richmond Ferns, Associate Director of Human Resources  
Mr Scott Urquhart, Associate Director of Finance 
Mr Adam Haahr, Audit Scotland  

   Mrs Sarah Smith, Corporate Services (Minute) 
 
 
1. APOLOGIES FOR ABSENCE 

 
Apologies for absence were intimated on behalf of Mrs Helen Kelly.   

  
2. DECLARATIONS OF INTEREST 
 

There were no declarations of interest. 
 

3. MINUTE OF PERFORMANCE & RESOURCES COMMITTEE MEETING HELD ON 28 
FEBRUARY 2017 

 
The Performance and Resources Committee approved the minute of the meeting held on 28 
February 2017 as an accurate record, subject to the following amendment: 
 
• Miss Tracey Gillies’ name to be removed from the attendance list. 

 
4. ROLLING ACTION LOG 

 
The Performance and Resources Committee considered a paper ‘Rolling Action Log’ 
presented by Mr John Ford (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 

 
Mr Ford welcomed Dr Michele McClung to the meeting in her role as Non Executive Director. 
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6. URGENT BUSINESS 
 
There was no urgent business. 
 

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 the report was presented in a familiar format, however a future review 
would be required to acknowledge the Local Delivery Plan and the Health and Social Care 
Delivery Plan.  The potential for exception reporting was outlined. 
 
The report provided detail around the key performance status changes since presentation at 
the last meeting.  These were noted.   
 
Ms Vanhegan then provided an overview of the performance measures as follows: 
 
Safe  
The total number of SABs in March 2017 was 7; 2 hospital acquired, 2 Community acquired, 
and 3 healthcare acquired.  The in-month rate per 1000 occupied bed days for March was 
0.3 cases, with the provisional 12 month rolling average 0.33 cases, against a target of 0.24.  
Ms Vanhegan reported that the Forth Valley position for the quarter ending December 2016 
was 0.50 per 1000 Acute Occupied Bed Days, with the requirement being a position of 0.40. 
 
In March 2017 the rate of Clostridium Difficile Infections was 0.12 per 1000 total occupied 
bed days.  The rolling year to date rate was 0.1 per 1000 occupied bed days, against a 
standard of 0.25.   
 
The Committee acknowledged the good performance in respect of the 10 patient safety 
essentials highlighted within the paper, noting regular discussion took place at the Clinical 
Governance Committee. 
 
Person Centred  
The overall February 2017 sickness absence position was reported as 4.66%, an improving 
position from 5.66% in January 2017 and against a Scottish position of 4.99%.   It was 
highlighted that Forth Valley were consistently performing above the Scottish average.   
 
The 20 day response rate for complaints to the end of February 2017 was 77.8% for 
complaints excluding prisons and 98.7% for prison complaints.  The overall Forth Valley 
position was 87.7%, against an 80% target.  Ms Vanhegan advised that the item was 
scrutinised in detail during Directorate Reviews.   
 
The changes resulting from the introduction of the new Complaints Handling Policy were 
outlined, noting that a number of Key Performance Indicators had been introduced.  Ms 
Vanhegan was in discussion with Professor Wallace around the format for reporting. 
 
Work was continuing throughout NHS Forth Valley to support the reduction in complaints.  In 
February 2017 a total of 71 complaints were received; 39 from prisons and 32 excluding 
prisons.  From April – February 2016/17 the percentage reduction for complaints excluding 
prisons was 14% from the same period the previous year.  There had been a 42.0% 
increase in prison complaints.  It was acknowledged that issues around this position had 
been previously discussed by the Committee. 
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With regards to eKSF, the Forth Valley position at March 2017 had reduced to 76% against 
the 80% target.  It was noted that the Forth Valley position compared to the rest of Scotland 
was positive. The position however remained amber on the Balance Scorecard. 
 
The March 2017 position highlighted good performance in relation to Clinical Quality 
Indicators; Falls 95.6%, Pressured Area Care 98% and Food, Fluid and Nutrition 95.2%.  It 
was confirmed that work was ongoing with partners and Professor Wallace advised these 
were areas of focus at the Clinical Governance Committee. 
 
The position at February 2017 in respect of the stroke care bundle was 89.3%, against a 
standard of 80%.  It was highlighted that the Stroke Care Bundle was reported as green.  
Discussion took place around the performance of the stroke care bundle, recognising the 
challenges in the last year and the now improved position.  Monitoring continued on a weekly 
basis at the CEO Operational Group. 
 
Equitable 
The full year target in terms of smoking cessation for 2016/17 was 319 successful 12 week 
quits in the 40% most deprived SIMD areas.  For 2016/17 to date, the total number of quits 
was 275 which was ahead of the trajectory point of 206 for the first 3 quarters of the year.  
The Committee were reminded that this was only one aspect of the suite of work undertaken 
as regards smoking cessation.   
 
For Child Dental Health the target was provided, noting that for the quarter ending December 
2016 a slight reduction to 82 was seen in General Anaesthetic.  However data for the quarter 
ending March 2017 noted a slight increase to 86.  The overall Child Smile Programme was 
outlined noting that better detection could impact on the numbers seen month on month. 
 
With regards to access to antenatal care the target of 80% had been exceeded by 12.5% 
with 92.5% of pregnant women being booked for antenatal care by 12 weeks.  
 
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 February 2017 
was 80.4% against the 90% standard.  There were a number of specialities challenged 
around meeting this target, which were detailed within the paper.  The status remained at red 
on the Balance Scorecard. 
 
In respect of the 12 week TTG, Ms Vanhegan confirmed achievement of the target of below 
500 (468) patients by the end of the Financial Year.  The ongoing areas of challenge were 
outlined, noting that the position was highlighted within the CEO Operational weekly 
performance report. 
 
With regards to the 12 week outpatient wait, the target was outlined.  Ms Vanhegan reported 
that at March 2017 the total number of patients waiting over 12 weeks for their first outpatient 
appointment was 2,567, a significant improvement from 3,858 in February 2017 and below 
the local target of 3000.   
 
Access to Psychological Therapies was discussed, noting the target of delivering an 18 week 
referral to treatment.  The position for March 2017 was provided as 39.1% against the 90% 
standard.  Challenges were outlined, noting a previous presentation to the December 2016 
Performance and Resources Committee.  Feedback was provided around a number of key 
actions, noting that a full complement of staff was expected by September/October 2017 and 
trajectories were currently being prepared. 
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The report outlined the 62 day Cancer target as being Amber.  The position for the quarter 
ending December 2016 was that 89.5% of patients with a suspicion of cancer were treated 
within 62 days. 
 
The management position at February 2017 was 89.1% of patients were treated within 62 
days with 6 patients waiting longer than 62 days.  Forth Valley remained above the Scotland 
position of 87.3%.  Detail was provided around the extensive work underway by the Patient 
Pathway Coordinators and confirmation was provided that all breaches were reviewed on a 
case by case basis to seek resolution and any appropriate learning. Ms Vanhegan advised 
of a meeting with Mr McPherson and the Cancer Team to ensure tracking and appropriate 
intervention. 
 
The 31 day Cancer target had green status.  The quarterly figures to December 2016 
reported that 97.4% of patients were treated within 31 days, this was against a 95% 
standard.  The February 2017 position reported that 95.1% of patients were treated within 31 
days.  This was slightly above the Scotland position of 94.7%. 
 
Compliance for March 2017 in respect of the 4 hour A&E target was 97.2%; MIU 99.8%, ED 
96.5%.  Two patients were reported as waiting longer than 8 hours and no patients waited 
longer than 12 hours. Of the 191 patients that waited longer than 4 hours in March, 61 were 
due to a wait for first assessment and 32 were due to wait for treatment to be completed.  19 
breaches were due to wait for bed.  Detail was provided around the Easter period with close 
monitoring undertaken.  Additional bed capacity was outlined with Mr Murray having 
oversight of plans. Note was also made of the establishment of the Unscheduled Care 
Programme Boards to support the requirement for Partnership trajectories around 
Unscheduled Care with Ms Vanhegan confirming reporting would be to the Corporate 
Management Team and work was ongoing around the creation of Terms of Reference. 
 
The position for In vitro fertilisation (IVF) was provided, noting that no one in Forth Valley 
who met the eligible criteria was waiting over 12 months.   
 
Child and Adolescent Mental Health Services (CAMHS) reported a continual improvement in 
the 18 week Referral to Treatment.  The March 2017 RTT position was 100% against a 90% 
standard.  This was a significant improvement from the June 2016 position of 16.1% with 
note made of the work undertaken.  Similar work was underway within Psychological 
Therapies with similar improvement expected. 
 
Effective and Efficient 
In respect of Delayed Discharges, detail was provided around the target of a 50% reduction 
on the November position of 92 delays, noting inclusion of the Code 9 delays, but exclusion 
of Code 100. The position for delays over 14 days at the March 2017 census was 28 against 
a zero standard.  The local authority breakdown was provided with Falkirk reporting 17 
delays; Clackmannanshire 5 and Stirling 4.  The position for patients waiting under 2 weeks 
was also being monitored, noting inclusion of patients who were delayed in their discharge 
with Code 9 exemptions, which included issues in respect of Guardianship, bringing the total 
delays for the March census to 54 for Forth Valley for Forth Valley (57 in total).  A further 
reduction into April was noted as 52. It was noted that Delayed Discharge was discussed in 
detail at the CEO Operational Group. 
 
Detail was provided around the total bed days lost to delayed discharge at the March census 
with a significant decrease reported to 830 from 1,213 at the February census.  A Local 
Authority breakdown was provided. 
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The status of the Anticipatory Care Plan was noted to be green.  Detail was provided around 
the measurement, noting this was being looked at in relation to re-admissions with work to 
do in terms of overall impact.   
 
Mrs Swan noted the improvement in the Stroke position to green, however clarification was 
sought around stability.  Professor Wallace advised of the positive system in place and 
outlined the commitment of staff with confirmation that focus on this area remained a priority.   
 
Mr Ford highlighted that the last time the target for swallow screening was achieved was 
March 2016.  Ms Vanhegan advised that a change in target had been implemented since 
that time. Professor Wallace advised that the targets were being achieved but that there was 
an issue with the completion of the paper work and this was being addressed. Note was also 
made of the significant difference that one patient could make to the target.  Mr Ford thanked 
Professor Wallace for the reassurance that the target was being achieved. 
 
There was detailed discussion around delayed discharge with the Committee acknowledging 
the near achievement of 50% target. Mrs Ramsay advised of a discussion with Mr Brian 
Slater around some of the targets, with an expectation that he may join some of the 
meetings within Forth Valley to allow for external review to take place in support of the 
endeavour.  It was noted that Forth Valley was no longer outlying in this regard nationally. 
 
Dr Michele McClung advised that she found the performance report very helpful and raised 
the position around GP prescribing and sought clarity around whether it was a ‘good thing’ to 
be below the national position and were Forth Valley under prescribing.   Mr Murray 
responded by describing the importance of consistency of approach and that being above or 
below the average was not the key issue but focus was on minimising variation.  Mr Linkston 
indicated previous performance in Forth Valley and the improvements made across the 
Board in terms of controlling spend.  Mrs Ramsay underlined the approach at practice level 
and information given as regards variation and also the national work underway around 
prescribing.  Dr McClung asked if there were any particular areas where there was focus 
around changes in prescribing, for example Mental Health.  Mrs Ramsay indicated that the 
most recent areas of focus in Forth Valley were around some cardiology drugs, specifically 
statins and some respiratory drugs. 
 
Ms Chisholm enquired if, in light of the shift in the balance of care, the SAB target would be 
more challenging in the future as more care would be provided within the community.  Dr 
Foster responded by describing how SAB target information was captured and the 
differences between community acquired, healthcare acquired and hospital acquired.  He 
went on to describe the potential interventions and impact, for example PVC and long line 
bundles and also the challenges around some community acquired infections.  Professor 
Wallace reassured Ms Chisholm that robust review of procedures performed by staff where 
an infection had occurred was undertaken, with all staff striving to adhere to the appropriate 
bundle procedure. Awareness of the SAB target across the entire healthcare system was 
highlighted. 
 
Ms Chisholm acknowledged the positive performance around smoking cessation and 
enquired as to the reasons for the improved position.  Dr Foster advised of the challenge 
around statistics and recording of reporting however confirmed that Forth Valley were still 
focussing on the national target of being smoke free by 2030. 
 
The Performance Review Group noted the update provided. Mr John Ford took the 
opportunity to thank staff for the excellent work undertaken by the CAMHS Team.  The effort 
and time involved in achieving 100% was exceptional. 
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7.2.   Waiting Times Report  
 

The Performance and Resources Committee considered a paper, ‘Waiting Times Report’, 
presented by Mr David McPherson, General Manager.  The paper provided an end of 
financial year report to 31 March 2017. 
 
An overview was provided of the main areas of improvement since the previous report, 
including the outpatient target of below 3,000 being achieved with 2,567 reported at the end 
of March 2017.  The number of outpatients waiting over 16 weeks had reduced by 746 at the 
end of February to 1,655 at the March census, a 31% reduction. 
 
In February 2017, the 18 week Referral to Treatment performance was 80.4%.  The national 
performance was 83%. 
 
Further discussion took place around psychological therapies, noting that in March 2017, 
39% of patients had been treated within 18 weeks of referral.  The Committee were informed 
that recruitment to numerous posts had been made, however staff would not be in post until 
September/October.  Mr McPherson confirmed that similar methodology was being 
instigated as had been undertaken within the CAMHS service with a caveat around the 
differential in size of the service and numerous sub-specialities. 
 
Mr Linkston advised that this was a reassuring report, however queried the potential for 
advance planning around anticipated absences, such as maternity leave.  Mrs Ramsay 
advised of the challenges around fixed term posts with the same cohort of staff being 
available for the whole of Scotland, with a graduating class in September.  Liaison was 
ongoing with other Boards around the potential for additional capacity with support being 
provided around agency work. 
 
In respect of TTG, Mr McPherson advised of the previous reliance on locums within ENT and 
confirmed that interviews had taken place with recruitment made to both posts.  This would 
ensure a full complement of staff within the Department by the end of the summer.  
 
The Committee highlighted the 12 week outpatient position, noting the need for focus around 
the outliers of Gastroenterology and Respiratory. 
 
Ms Chisholm highlighted the benefit of visibility of trajectories once completed.  Mrs Ramsay 
outlined the approach to capacity planning, which identified areas where improvement could 
be made.  There was discussion around challenges of maintaining the 12 week target within 
the current financial climate.  The legislative nature of the Treatment Time Guarantee was 
acknowledged and recognised. 
 
Mr Ford sought clarity around areas where target was not being achieved.  Mr McPherson 
provided detail around the combination of factors, providing examples of Opthalmology and 
Radiology noting national challenges.  Mrs Ramsay also led a discussion on impacting 
factors including scheduled versus unscheduled care and advising that these were picked up 
within Directorates. 
 
The Performance and Resources Committee noted the update provided. 

 
7.3 Finance Report  

 
The Performance and Resources Committee considered a paper ‘Finance Report for the 
period ended 31 March 2017’ presented by Mr Scott Urquhart, Assistant Director of Finance. 
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It was reported that the Board had met key financial targets for 2016/17, with a surplus of 
£0.204m against the core Revenue Resource Limit and a break even position against the 
Capital Resource Limit, subject to external audit review and confirmation of final Scottish 
Government allocations. 
 
Mr Urquhart advised that draft 2016/17 Annual Accounts were being finalised and that Audit 
Scotland would be commencing their audit of financial statements on 1 May 2017. Audited 
Annual Accounts would be presented to the Audit Committee on 9 June 2017 and considered 
for approval at the Special NHS Board meeting on 16 June 2017. 
 
Mr Urquhart highlighted a shortfall on delivery of recurrent 2016/17 savings, with the balance 
being carried forward into 2017/18. 
 
The financial position for Integrated Joint Board (IJB) budgets delegated to NHS Forth Valley 
was provided, noting the position was in line with projections.   

 
The position on 2017/18 savings plans was noted, with a focus on work ongoing to reduce 
the level of unidentified savings.  Regular discussion had been undertaken at the CEO 
Operational Group and a further dedicated session on savings was planned.  The Committee 
acknowledged the scale of challenge moving into the new financial year. 
 
Mr Ford took the opportunity to congratulate the team and Directorates for achievement of a 
balanced budget within the current financial climate. The Performance and Resources 
Committee endorsed the comments made. 
 
Mrs Swan enquired as to the involvement of the Integrated Joint Board on savings plans.  
Mrs Ramsay outlined timeframes and process in place. 
 
The Performance and Resources Committee; 

• Noted the revenue surplus of £0.204m to 31 March 2017, subject to audit. 
• The balanced capital out-turn to 31 March 2017, subject to audit 
• Achievement of cash target 
• Annual accounts being scheduled for consideration at the Audit Committee on 9 June 

2017 and at the Board meeting on the 16 June 2017. 
• Ongoing work around reduction of the yet to be identified cash savings of £5.576m 

and mitigation of the identified risk of £10m - £12m as reported in the Financial Plan 
approved at the March 2017 Board meeting. 

 
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: 
 
There was confirmation of positive on site progress being made at the site of the Stirling Care 
Village.  Phase 1 had been completed at the end of March 2017.  Mrs Shiona Strachan, Chief 
Officer, was Chair of the Project Board and meetings were ongoing. 
 
An overview was provided around the Doune Business Case, noting that a selection process 
around a Contractor was undertaken on 26 April 2017.  A third contractor had been elected 
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with detail provided around the reasons behind the initial and secondary selection not being 
taken forward. 
 
The paper provided detail around Trystview and advised that a Contractor had been 
appointed.  The significant investment was noted. 
 
Mr Steele advised that the Tender around Primary Care Premises was significantly in excess 
of budget.  Costs had been revised and independently verified in advance of Contractor 
engagement. 
 
With regards to medical equipment, it was noted that there was a challenge around the 
purchase and installation of a new MRI, however the expectation was that this would be 
operational in April 2018. 
 
The Committee were provided with an update around Bannockburn, noting that submission 
had been made to the Accountable Officer in Scottish Government to obtain final approval to 
the proposal.  A response was awaited. 
 
Detail was provided about the cafe area within Stirling Community Hospital and 
acknowledgement was made of the significant donation made by the Royal Voluntary Service 
which would fund two thirds of the whole area.  The Committee took the opportunity to 
formally acknowledge and thank the RVS for their very generous donation and also previous 
donations which had enabled improvement of patient areas. 
 
The Performance and Resources Committee noted the update provided.   
 

8. STRATEGIC PRIORITIES 
 
8.1 Corporate Risk Register 
 
The Performance and Resources Committee received a paper “Corporate Risk Register” 
presented by Ms Elaine Vanhegan.  It was confirmed that this was a quarterly review and was 
presented to the Committee on a twice yearly basis. 
 
Ms Vanhegan advised that she had recently re-assumed responsibility for Strategic Risk 
within NHS Forth Valley.  It was confirmed that the Register had been presented to a number 
of fora.   A brief overview of the recorded risks was provided, noting that there were no major 
changes to report to the Committee.  There remained three very high risks, which were 
outlined as: 
 

• Waiting Times 18 weeks 
• Treatment Time Guarantee – Psychological Therapies 
• Delayed Discharge Risk 

 
It was confirmed all risks had been updated in March 2017. 

 
The Committee were informed that the risks identified  within the register remained relatively 
static and there was requirement for review to ensure the Corporate Risk Register remained 
dynamic.  Ms Vanhegan also advised that a review of Corporate Risk Registers from other 
NHS Boards had been undertaken 

 
The Performance and Resources Committee noted the update provided. 
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8.2 Community Planning Partnership Update 

 
The Performance and Resources Committee considered a paper “Community Planning 
Partnership Update” presented by Dr Graham Foster, Director of Public Health and Planning. 
 
Dr Foster advised that the presented paper would provide the third in a series of updates with 
the focus of this paper being on Employability and its impact on health and resilience.  Detail 
was provided around the positive impact of employability on Health and highlighted the 
linkage with Resilience with a definition provided. 
 
An outline was provided of current activity within NHS Forth Valley and Community Planning 
Partnerships.  The work undertaken by the following was highlighted. 
 
• The Clackmannanshire Local Employability 
• Falkirk Local Employability Partnership (LEP) 
• Stirling Local Employability Partnership (LEP) 
• Forth Valley College 
• Working Health Services Scotland 
• Fit for Work Scotland 
• Health Promotion Service Workplace Team 
• Keep Well Forth Valley 
 
The paper also provided detail around the areas that had an opportunity for future 
development.  
 
Mrs Swan advised that this was a very helpful report with the amount of activity 
acknowledged.  It was agreed however that it would be beneficial to see the impact of the 
work undertaken.  Specific mention was made of the Modern Apprentices and Ms Richmond-
Ferns advised of the increasingly significant agenda in terms of the young workforce.  The 
Committee were informed that all the Modern Apprentices from the previous year, that wished 
to stay within Forth Valley, had been employed.  The support being offered to young adults by 
the Estates and Facilities Directorate was also noted. 
 
The Committee noted the paper, confirming the need to ensure the Mental Health Strategy 
was included within the work. 
 
8.3 Forth Valley Royal Hospital Travel Plan and Clackmannanshire Supported Bus 
Service 
 
The Performance and Resources Committee received a paper “Forth Valley Royal Hospital 
Travel Plan and Clackmannanshire Supported Bus Services” presented by Mr Tom Steele, 
Director of Estates and Facilities. 
 
The second iteration of the Travel Plan had been submitted to the Council in December 2016.  
Feedback had been received and the plan was revised and re-submitted in February 2017.  A 
response was awaited prior to the end of May 2017. 
 
Detail was provided around the H1 and H2 bus services, with Mr Steele advising that 
negotiations were ongoing with Clackmannanshire acknowledging a change in personnel 
within the Council which has resulted in slightly more protracted discussions.  Mr Steele had 
also met with Mr Keith Brown MSP, where it had been confirmed that NHS Forth Valley were 
committed to an integrated service.  Financial implications were noted, outlining that the 



10 
 

proportionate share for an integrated service for NHS Forth Valley would be a 50% reduction 
from the current expense, which amounted to a saving of £20,000 per month. 
 
The paper outlined five options, with the Committee noting and discussing each.  It was 
thereafter proposed that there was a need to ascertain exact costings, with agreement that 
this would be done and a paper presented to the next Performance and Resources meeting 
to enable contractual discussions to take place. 
 
The Performance and Resources Committee noted the update provided. 

 
8.4 Proposed Disposal of Land South of the Bungalows, Larbert 
 
The Performance and Resources Committee considered a paper “Proposed Disposal of Land 
South of the Bungalows, Larbert” presented by Mr Tom Steele, Director of Estates and 
Facilities. 
 
The paper provided an update on the legal agreement in relation to the area of land south of 
the Bungalows and sought agreement to progress to submitting a planning application for the 
site. 
 
The Performance and Resources Committee noted the position to date which declared the 
land surplus to requirement and confirmed that the Trawl process had been concluded. 
 
Following discussion, the Performance and Resources Committee thereafter noted the 
position to date and approved the progression of the planning application in order to dispose 
of the site on the open market as a residential development. 

 
8.5.  Proposed Disposal of the former Kildean Hospital Site 

 
The Performance and Resources Committee considered a paper ‘Proposed disposal of the 
former Kildean Hospital Site’ presented by Mr Tom Steele, Director of Estates and Facilities. 
 
The paper provided an update on the proposed disposal of the former Kildean Hospital site 
following the conclusion of the Trawl process and to seek approval to proceed with the off 
market sale to Forth Housing Association.  They would in turn grant Raploch URC a long-
term lease which would assist them in securing additional Government funding. 
 
Mr Steele advised that the report from the Property Advisors (Rydens) had not been received 
at the time of this meeting. 
   
The Committee thereafter granted the request to delegate authority to Mrs Fiona Ramsay and 
to approve the disposal of the former Kildean Hospital site to Forth Housing Association 
subject to the Board’s Property Advisors final recommendation. 
 

9. GOVERNANCE ISSUES  
 

9.1. Performance Framework 2017 update 
 

The Performance and Resources Committee considered a paper ‘Performance Framework 
2017 Update’ presented by Ms Elaine Vanhegan, Head of Performance and Governance. 

 
The paper provided an overview of the national context acknowledging the impact of the 
Integration of Health and Social Care and the recently published Health and Social Care 
Delivery Plan. Scottish Governments National Performance Management Framework was 
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provided, which remained extant at this stage.  This was outlined at Appendix 1 of the paper.  
The key aims were detailed and discussed. 

 
The National Performance Management Principles developed by the Scottish Government 
were detailed and note was made of the integral documents, including the Local Delivery 
Plans and developing Partnership Improvement Plans around Unscheduled Care. 

 
The Forth Valley Context was provided along with the overall approach towards Performance 
Management Framework within NHS Forth Valley.  The Board’s Healthcare Strategy 2016-
2021 was highlighted, noting this defined the overall vision of the organisation and the key 
areas of focus.  The Healthcare Strategy and the Local Delivery Plan were also outlined. 

 
Ms Vanhegan highlighted the NHS Board’s duty around Best Value and provided detail 
around the principles.   

 
The paper outlined the key requirements of a good performance management system and 
detailed the Forth Valley Principles of Performance Management which were recently 
approved by the Corporate Management Team for onward submission to this meeting. 

 
Levels of Reporting and Escalation were discussed, acknowledging the need for the 
provision of appropriate assurance within the organisation.   

 
The Performance Management Structure and Delivery were detailed with a schemata 
provided at Appendix 3.  Note was made of the maturing approach of the Directorate 
Performance Reviews. 

 
The Performance and Resources Committee thereafter approved the Performance 
Framework 2017 update. 

 
9.2 Direction from the Clackmannanshire and Stirling Integration Joint Board 

 
 The Performance and Resources Committee reviewed a paper providing the formal letter 
 Direction from the Clackmannanshire and Stirling Integration Joint Board; Service Delivery 
 and Discharge of Statutory Functions from 1 April 2017.’ 
 

Ms Vanhegan advised that the Health Board required to be given formal direction.  This 
covered the areas of budget; In Scope services and statutory functions. 

 
The Performance and Resources Committee thereafter noted the formal letter and ‘Direction 
from the Clackmannanshire and Stirling Integration Joint Board; Service Delivery and 
Discharge of Statutory Functions from April 2017.’ 

 
 

9.3 Direction from the Falkirk Integration Joint Board 
 

The Performance and Resources Committee received and noted the formal letter and 
‘Direction from the Falkirk Integration Joint Board; Public Bodies (Joint Working) (Scotland) 
Act 2014; Direction to Forth Valley Health Board’ effective 1 April 2017.’ 
 

10.  ANY OTHER COMPETENT BUSINESS 
 
It was highlighted that Mr Tom Steele would be leaving NHS Forth Valley on 28 April 2017.  On 
behalf of the Committee, Mr John Ford expressed his thanks to Mr Steele and noted that today’s 
papers were an example of the time and effort he had invested in modernising and rationalising 
the Forth Valley Estate. 
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Mr Linkston acknowledged that Mr Steele would leave a strong legacy and wished him the very 
best in the next stage of his career. 
 
Mr Steele acknowledged the appreciation of the Board and thanked all the members for their 
support. 
 
11. DATE OF NEXT MEETING 
 
The Performance and Resources Committee will meet on Tuesday 27 June 2017 at 9.00 a.m. in 
the Boardroom, Carseview House, Stirling. 
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Minute Staff Governance Committee meeting held on Friday 17 March 2017 in the 
Board Room, Carseview House, Castle Business Park, Stirling. 
 
Present:-  Mr John Ford Non Executive Director (Chair) 

Mr Alex Linkston, Chairman, NHS Forth Valley 
Mr Tom Hart, Employee Director 
Ms Jo Chisholm, Non Executive Director 
 

In Attendance:- Mrs Jane Grant, Chief Executive     
Ms Linda Donaldson, Associate Director of HR 
Mrs Morag McLaren, Associate Director of Human Resources 
Mrs Alison Richmond-Ferns, Acting Director of Human Resources 
Mr Tom Steele, Director of Estates and Facilities 
Professor Angela Wallace, Director of Nursing  
Ms Marian Smith, PA to Director of Human Resources (minute) 

 
1/ Welcome and Introduction 
 
Mr Ford welcomed everyone to the meeting. 
 
2/ Apologies for Absence 
 
Apologies for absence were intimated on behalf of Ms Janett Sneddon, Ms Karren Morrison and 
Mrs Helen Kelly 
 
3/ Declarations of Interest 
 
There were no declarations of interest of note. 
 
4/ Minute of Meetings 
 
4.1 Draft Minute of Staff Governance Committee meeting held on 16 December 2016 
 
The minute of the Staff Governance Committee meeting held on 16 December 2016 was 
approved as a correct record. 
 
4.2 Draft Minute of Staff Governance Remuneration Sub Committee meeting held on 
 16 December 2016 
 
The Staff Governance Committee noted the minute of the Remuneration Sub Committee 
meeting held on 16 December 2016 
 
5/ Rolling Action Log 
 
The Staff Governance Committee noted the items on the action log which had been completed 
and those that were on the agenda. 
 
6/ Matters Arising 
 
There were no matters arising. 
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7/ Update on Nursing and Midwifery Council Revalidation 
 
Consideration was given to 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 
was 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 aims of the implementation had been met in full and in partnership with HR Colleagues, 
General Managers and Heads of Nursing.  Details of the ongoing requirements for sustaining 
safe and effective revalidation were contained within the NHS Forth Valley Nursing and 
Midwifery NMC Revalidation Assurance Framework. 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 Staff Governance Committee acknowledged the partnership approach taken to ensure all 
staff were supported through the revalidation process and the plans in place to continue the 
revalidation process.   
 
Local ownership within the Nursing Directorate 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. 

 
Ms McLaren advised that the eKSF and PDP process had been used to support staff with the 
revalidation process. 
 
The Staff Governance Committee noted the update provided. 
 
8/ Staff Governance 
 
8.1 Attendance Management 
 
Consideration was given to a paper ‘Attendance Management,’ presented by Mrs Alison 
Richmond-Ferns, Acting Director of Human Resources. 
 
Mrs Richmond-Ferns reported on the January 2017 figures.  The January report showed an 
absence rate of 5.63% which was a decrease of 0.03 % from December 2016.  This was an 
improved position from January 2016. This was also below the national Scottish average of 
5.66% for January.  There would be a continued focus in the coming months to achieve an 
absence rate of below 5% each month, to match or be below the Scottish average and to work 
towards achieving the HEAT standard of below 4 %. 
 
Mrs Richmond-Ferns highlighted the absence figures by Directorate, the areas achieving 4% or 
under, monthly comparators, sickness absence monitoring trajectory, national comparators, and 
the management of long term absence, as detailed in the paper.   
 
She further highlighted that each Directorate was working to an agreed action plan to deliver 
improvements and hotspot areas continued to be closely monitored at the HR Director’s 
Attendance management meetings.   
 
The Staff Governance Committee discussed the continued focus to ensure that everything is 
being done, to keep staff well and to support staff for an early return to work following absence 
whenever possible and to reduce the absence rate initially to 5% and then to work towards the 
4% standard.  The effects of short term absence and long term absences on the overall NHS 
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Forth Valley were also discussed.  Mrs Richmond-Ferns advised that a comparison of the short 
term and long term absence figures would be included in the report for the next Staff 
Governance Committee meeting in May 2017  Action ARF 
 
The Staff Governance Committee noted the:- 
 
•  update on absence for January 2017 
• current priorities of work and actions in place on Attendance Management 
 
8.2 Staff Governance Update 
 
Consideration was given to a paper ‘Staff Governance Update,’ presented by Mrs Alison 
Richmond-Ferns, Acting Director of Human Resources. 
 
Policy Development 

 Mrs Richmond-Ferns advised that following discussion within the Scottish Government 
Workforce Unit regarding the future of PIN policies there was general support for a single policy 
position, ‘Once for Scotland,’ for each of the PINs.  Information, from each Board, was being 
collated by the Scottish Government Staff Governance Unit to understand what the implications 
would be of a move to a single policy position.  Further updates would be provided to the Staff 
Governance Committee in due course.        
  Action ARF 
 
Modern Apprenticeships 
Mrs Richmond-Ferns advised that in partnership with Forth Valley College, NHS Forth Valley 
had appointed a second cohort of 15 modern apprentices for 2016/17.  Of these, 14 are in 
Business and Administration and one of a three year duration within Estates and Facilities.   All 
modern apprentices are working towards SVQ qualifications.  
 
Mrs Richmond-Ferns highlighted the following as detailed in the paper:- 
 
• Apprenticeship levy 
• Careers events 
• Forth Valley Developing Young Workforce Regional Group 
• Investors in Young People 
• Long Service Awards  
• Equality and Diversity mainstreaming report  
 
In response to a question from Ms Chisholm regarding the key areas of focus for the Investors in 
Young People Award, Mrs McLaren advised that following an initial assessment, NHS Forth 
Valley had received positive feedback and was doing everything necessary to attract and 
support young people to work for NHS Forth Valley.  However, some work was required to 
ensure this work was captured in a strategic framework and was actively promoted.  A further 
update on progress would be provided to the Staff Governance Committee at its meeting in 
May.    Action MMcL/ARF 
 
The Supporting Mature Workers event, the continued work with the Princes’ Trust, Local 
Authorities and the proposed regeneration of the Kildean site to enhance working with young 
people were also highlighted. 
 
The Staff Governance Committee noted the update. 
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9 / Health and Social Care Integration – Workforce Update 
 
The Staff Governance Committee received a verbal update from Mrs Alison Richmond-Ferns, 
Acting Director of Human Resources. 
 
Mrs Richmond-Ferns highlighted the detailed ongoing work of the Health and Social Care 
Integration HR Group in relation to creating an agreed database of the workforce in scope, the 
associated challenges identifying NHS staff associated with each Health and Social Care 
Partnership as the majority of NHS Staff work within area wide services.  She also updated on 
and the transfer of operational responsibility for Community Mental Health and Community 
Learning Disability Services to the Chief Officers on 1 February 2017, which was a smooth 
process delivered in partnership. 
 
The recent HR/OD engagement workshop held in February and the Joint Staff Forum meeting 
scheduled for 24 March 2017 were also highlighted. 
 
The Staff Governance Committee noted the update. 
 
10/ Everyone Matters 2020 Workforce Vision Implementation Framework 
 
Consideration was given to a paper ‘Everyone Matters 2020 Workforce Vision Implementation 
Framework,’ presented by Mrs Morag McLaren, Associate Director of Human Resources. 
 
Mrs McLaren advised that NHS Forth Valley continued to make good progress on the actions 
from the 2015 – 16 Implementation Plan and the 2016 – 17 commitments.  The Framework 
formed part of the Workforce Strategy Implementation and is reported through Local Delivery 
Plan monitoring. The actions within the 2017 – 18 Plan had been reviewed and the current 
implementation plan refreshed. 
 
The Staff Governance Committee discussed the evaluation of Management Training to ensure 
the skills obtained were making a difference within Teams, and Directorates, the work towards 
Investment in People Gold Award, Health Working Lives and the links to iMatter. 
 
The Staff Governance Committee noted the updated NHS Forth Valley Everyone Matters 
Implementation Plan and the progress in delivering a wider range of organisational activities to 
deliver the 2020 Workforce Vision Implementation Framework and Plans. 
 
11/ Update on Organisational Development Priorities including Learning, Education 

and Training 
 
Consideration was given to a paper ‘Update on Organisational Development Priorities including 
Learning, Education and Training’, presented by Mrs Morag McLaren, Associate Director of 
Human Resources. 
 
National Next Steps for Staff Experience Measurement 
The Staff Governance Committee was advised that NHS Forth Valley had received a letter from 
Malcolm Summers, Head of the Scottish Government’s Workforce Unit, outlining the new 
arrangements for measuring national staff experience.  It had been agreed that the previous 
national annual Staff Survey be discontinued and that future national staff experience be 
measured using the iMatter Continuous Improvement Model (iMatter) supplemented by a short 
complementary questionnaire.  
 
The complementary questionnaire will be developed in partnership with Employee Directors and 
the national Staff Governance Team before being piloted with a few Boards in the Autumn.  The 
feedback from the questionnaire will be reported at Directorate and Board level.  A Doctors in 
Training and Staff Bank  iMatter questionnaire was also being developed nationally. 
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It had also been agreed to refresh the approach to the annual Staff Governance Standard 
Monitoring Framework on a national basis and updates will be provided in due course at future 
Staff Governance Committee meetings.  
 
National Next Steps for iMatter 
Mrs McLaren advised that all NHS Boards would have completed the roll out of iMatter by June 
2017.  All Boards were being encouraged to reschedule current cohorts to have a once a year 
run for iMatter, this will bring all Directorate and Boards into alignment for survey completion and 
action plan dates. 
 
Mrs McLaren highlighted the recommended the local next steps for iMatter as detailed in the 
paper:- 
 
• eLearning module for Managers 
• Directorate administration support 
• Rationalisation of the number of iMatter cohorts 
• Review of iMatter Directorate and Board report scores against each area of the staff 

governance standard 
 
The Corporate Management Team and Area Partnership Forum would take a more detailed look 
at the data from the iMatter system at workshops to be arranged. 
 
The Staff Governance Committee received updates on the Oracle learning Management System 
and Oracle Performance Management System which is the replacement for eKSF.     
 
The Staff Governance Committee noted the paper. 
 
12/ Reshaping the Workforce 
 
Consideration was given to a paper, ‘Reshaping the Workforce,’ presented by Ms Linda 
Donaldson, Associate Director of Human Resources. 
 
Ms Donaldson reported on the ongoing national work in relation to national and regional 
workforce planning. 
 
The Staff Governance Committee was advised that work had commenced, with Directors and 
General Managers on identifying projected workforce changes to populate the Workforce 
Projections Template for 2017/18.  The completed template has to be submitted to the Scottish 
Government by 30 June 2017 and the collated workforce projections will be published by the 
Scottish Government on 30 August 2017. 
 
Ms Donaldson reported on the ongoing discussions with Serco with regards to the Band 1 
review.  NHS Boards were required to have agreements in place by 1 April 2017.  The work 
would be taken forward in partnership and within the agreed timescales.  Provision had been 
made within the Financial Plan for the review. 
 
The Staff Governance Committee received an update on progress with the implementation of 
eESS, Consultant Job Planning and Recruitment. 
 
The Staff Governance Committee noted the paper.  
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13/ Health and Safety Quarterly Report 
 
Consideration was given to a paper ‘Health and Safety Quarterly Report October - December 
2016,’ presented by Mr Tom Steele, Director of Estates and Facilities. 
 
Mr Steele provided an update on the following areas as detailed in the paper:- 
 
• Adverse Events 
• Slips, Trips and Falls 
• Management of Aggression 
• Manual Handling 
• Needlestick Injuries 
• RIDDOR 
• Holding Bay Items 
• Security Incidents 
 
The Staff Governance Committee noted the decrease in the number of unwanted fire alarms, 
the planned actions that have been agreed, with the Fire and Rescue Service, to support these, 
the risk to the public of unwanted fire alarms and the financial cost to the Fire and Rescue 
service for these call outs. 
 
The Staff Governance Committee noted the paper. 
 
 
14/ Reports from Sub Committees 
 
Area Partnership Forum: 22 February 2017 

The Staff Governance Committee noted the draft minute of the Area Partnership Forum held on 
22 February 2017. 

Acute Services Partnership Forum – 29 November 2016 
 
The Staff Governance Committee noted the draft minute of the Acute Services Partnership 
Forum held on 29 November 2016. 
 
Facilities Partnership Forum – 12 January 2017 
 
The Staff Governance Committee noted the draft minute of the Facilities Partnership Forum held 
on 12 January 2017. 
 
Health and Safety Committee – 20 February 2017  
 
The Staff Governance Committee noted the draft minute of the Health and Safety Committee 
meeting held 12 February 2017. 
 
eESS Steering Group – 2 December 2016 and 2 February 2017 
 
The Staff Governance Committee noted the minutes of the eESS Steering Group meetings held 
on 2 December 2016 and 2 February 2017. 
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15/ Staff Governance Annual Report 2016 – 17 
 
Consideration was given to a paper ‘Staff Governance Committee Annual Report’, presented by 
Mr John Ford, Non Executive Board Member. 

 
The Staff Governance Committee approved the NHS Forth Valley Staff Governance Annual 
Report 2016–2017 noting the changes to be made to the attendance list for the meeting held on 
17 March 2017.         Action MS 
 
16/ Staff Governance Committee Terms of Reference 
 
Consideration was given to a paper, ‘Staff Governance Committee Terms of Reference’, 
presented by Mr John Ford, Non Executive Board Member. 

 
The Staff Governance Committee approved the terms of reference as presented. 
 
17/ Any other Competent Business 
 
The Staff Governance Committee thanked Mrs Jane Grant and Mr Tom Steele for their support 
and invaluable input to the discussions of the Committee and wished them well in their new 
posts out with NHS Forth Valley. 
 
There being no other competent business the Chair closed the meeting at 10.45 am. 
 
 
18/ Date of Next Meeting  
 
The Staff Governance Committee will meet again as scheduled on Friday 19 May 2017 at 9.00 
am in the Board Room, Carseview House, Castle Business Park, Stirling. 
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ENDOWMENT COMMITTEE 
 

Draft Minute of the Forth Valley NHS Board Endowment Committee meeting held on Friday 24th 
March 2017 in the Forth Valley NHS Board Headquarters, Carseview House, Castle Business Park, 
Stirling.  
 
Present: Ms Fiona Gavine, Non Executive Member, Forth Valley NHS Board (Chair) 

Mrs. Fiona Ramsay, Director of Finance, NHS Forth Valley  
Mr. Alex Linkston, Chair of NHS Forth Valley NHS Board (Trustee) 
Mrs. Jane Grant, Chief Executive, Forth Valley NHS Board 
Mr. Tom Hart, Employee Director, Forth Valley NHS Board 
 

In attendance: Mr. Jonathan Procter, IM&T Director/E-health Lead, NHS Forth Valley (Lead 
Director). 
Mr. Garry Wells, Treasury Services Manager 
Mr. Craig Holden, Fundraising Manager 
Mr. Russell Crichton, Mr Stephen Baxter, Investment Advisors, Speirs & Jeffrey 

 
1/  APOLOGIES FOR ABSENCE 

 
There were no apologies for absence 
  

2/ DECLARATIONS OF INTEREST 
 

There were no declarations of interest. 
 
3/ MINUTE OF THE FORTH VALLEY NHS BOARD ENDOWMENT COMMITTEE 

MEETING HELD ON 15th NOVEMBER 2016 
 
The Committee approved the minute of the Forth Valley NHS Board Endowment Committee 
held on 15th November 2016 as a correct record. 
 

4/ MATTERS ARISING 
 

i) Legacy received from Mr. A. Aitken –  
Mr. Wells advised the committee that Mr. Aitken’s solicitor held no further details regarding 
Mr. Aitken’s decision to bequeath part of his estate to the Endowment General Fund. 

 
5/  INVESTMENT PERFORMANCE AND MONITORING REPORT 

Mr. Russell Crichton presented to the committee the quarterly Investment Performance Report 
to 31st December 2016 and highlighted the following issues: 

 
Mr. Crichton advised the committee that the investment portfolio had generated a total return of 
20.4% in the 12 months to 31st December 2016 compared with a return of 15.5% on other 
comparative performance indicators. Mr. Crichton also advised that the portfolio had generated 
a total return of 9.4% over the last five years to December 2016 compared to a total return of 
9.1% on other comparative performance indicators. Mr. Crichton then provided further details 
on the factors contributing to the performance of the portfolio and how they had informed the 
decisions regarding the various disposals and acquisitions of investments he had made during 
the year. 
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Mr. Crichton also advised the committee of the economic factors in the UK and world markets 
and how the conflicts arising from their competing objectives were relevant to the performance 
and structure of the investment portfolio. 
 
Following this discussion the committee thanked Mr. Crichton and Mr. Baxter for their 
contribution and approved the Investment and Performance Monitoring Report for the three 
months ended 31st December 2016.  
 
Having concluded their report, Mr. Crichton and Mr. Baxter left the meeting at this time. 
 

6/  FINANCIAL REPORT FOR THE 11 MONTHS ENDED 28th FEBRUARY 2017 
 
The Committee considered a paper “Financial Report for the 11 months ended 28th February 
2017” presented by Mr. Wells. 
Mr Wells reported that during the 11 months ended 28th February 2017 the cost of activities 
funded from the Accumulated Unrestricted Reserves was in accordance with budgeted levels 
and that the year-end outturn was likely show an under-utilisation of the allocated budget 
mainly due to the fall in requests for funding from the Small Grants budget.  
Mr. Wells also reported that there was a net receipt of £695 of Restricted Funds during this 
same period including a donation of £22,871.40 to the Women and Children’s Unit at Forth 
Valley Royal Hospital for various items of equipment. Mr. Wells also drew the committee’s 
attention to graph within the report that showed the investment portfolio valuation over time 
compared to cost.  
 
After a brief discussion the Committee approved the “Financial Report for the 11 months ended 
28th February 2017”. 
 

7/ FINANCIAL BUDGET PROPOSAL FOR 2017/18 
 
The Committee considered a paper “Financial Budget Proposal for 2017/18” presented by Mr. 
Procter. 
 
7.1 Financial budget proposal for activities funded from Unrestricted Reserves 
Mr. Procter advised the Committee that the proposed budget for activities to be funded from 
Unrestricted Reserves for 2017/18 would require a net utilisation of funds of £81,575, an 
increase of £5,155 on the previous years’ requirement, attributable mainly to the fall in 
investment income.  
Mr. Procter also asked the committee to note the inclusion in the budget proposal of a provision 
of £25,000 for the Investing in Health Small Grants Fund and a provision of £50,719 for year 
two of the three year Service Level Agreement with Artlink Central.  
 
7.2 Designated Funds 
Mr. Procter asked the Committee to note the budget with regard to the on-going costs of the 
Arts Strategy Projects and the balance of the Investing in Health Large Grant Projects from 
previous awards. 
 
7.3 Cash Flow 
Mr. Procter advised the Committee that the cash flow report indicated there was a requirement 
to disinvest up to £300,000 from the investment portfolio during 2017/18 and provided further 
details on the factors contributing to this disinvestment. 
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Following a discussion and review the Committee approved the budget proposal for 2017/18 
and the disinvestment of up to £300,000 for 2017/18. 
 

8/ FUNDRAISING MANAGERS REPORTS 
 
The Committee considered a paper “Fundraising Manager’s Reports” presented by Mr. Holden. 
 
a) Progress Report 

Mr. Holden reported on the progress to date on the goals included in the Fundraising Plan 
for 2016/17 and provided a brief update on each of the activities. Mr. Holden also asked the 
Committee to note the conclusion in March 2017 of the projects funded from the Large 
Grants Programme for Strathcarron Hospice and Falkirk and District Association for 
Mental Health. Mr Holden also asked the committee to note that the final monitoring 
reports for these two projects would include reference to their exit strategies and these 
would be submitted to the next full meeting of the committee. 

 
b) Investing in Health Large Grants Programme 2017 

At its meeting of 15th November 2016 the committee agreed to allocate £39,897 to the 
Investing in Health Large Grants Programme and asked Mr. Holden to seek bids from 
Health Board service users. Mr. Holden advised the committee that six applications were 
received totalling £49,207and that after all bids were processed through the assessment tool 
four bids amounting to £27,071 met the qualifying criteria. After considering each 
application the committee approved funding for the following projects: 
• Improving Patient Experience at Triage Project, (£7,872),  
• Stroke Resource Hub Project, (£5,266). 
• My Hip Fracture Project, (£8,428).  
 
The committee deferred the decision on the Arts & Wellbeing Toolkit Project, (£5,505), in 
order to assess to what extent this project overlaps with the existing arrangements provided 
by Artlink Central. Mr. Holden agreed to assess with Ms McCool and discuss with Mr 
Procter and the Chair of the committee to make a decision on funding which will be 
reported back to the next meeting of the committee.  
 
Mr Procter suggested that the Committee may wish to consider the balance remaining on 
the Large Grants Fund along with a review of general financial position at its meeting in 
November 2017. The committee agreed to this suggestion. 

 
c) Royal Voluntary Service 

Mr. Holden advised the committee that following the previous meeting’s decision to issue 
a” letter of intent” for the on-ward services at Falkirk and Stirling community hospitals that 
the RVS had agreed to gift £15,000 to the Endowment Fund for 2017/18 and the appropriate 
paperwork had now been concluded. 
 

d) School Olympics 
At its November 2016 meeting the committee agreed that following the success of the 2016 
event they would continue to provide support for the summer 2017 event. Mr Holden 
advised the committee of the progress to date on the planning for the event 
 

e) Forth Valley Giving Prize Draw 
Mr Holden advised the committee that the Chief Executive’s Operational Group had 
considered a number of submissions from General Managers and had agreed that the 
“Playlist for Life” project was the most suitable beneficiary of the Annual Prize Draw. This 
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project is intended for patients with Dementia and stimulates interaction between patients, 
relatives and staff through the medium of music. 
Following a brief discussion the Committee agreed that the surplus from the 2017 Annual 
Prize Draw be made available to the Playlist for Life project.  

 
The Committee noted the Fundraising Manager’s Reports. 
 

9 / REVIEW OF COMMITTEE’S TERMS OF REFERENCE AND POLICIES 
 

Mr. Procter presented a paper “Review of Committee’s Terms of Reference and Policies” 
 
Following a brief discussion on each of the documents the committee arrived at the following 
decisions: 
 
i) Endowment Committee’s Terms of Reference – approved,  
ii) Endowment Committee’s Objectives – approved, subject to amendment to items 1.1 and 

2.9 reflecting the revised frequency of meetings 
iii) Endowment Committee’s Investment Policy - approved 
iv) Endowment Committee’s Expenditure Policy – approved, subject to amendment to item 

4.1.2 clarifying the policy’s exclusions. 
v) Endowment Committee’s Investing in Health Policy – approved, subject to amendments to 

items 2.3, 4.1 and 6.1 updating committee’s role in approving grants. 
  
10/ ENDOWMENT COMMITTEE ANNUAL REPORT 
 

Ms. Gavine presented a paper “Annual Report of the Endowment Committee for the year ended 
31st March 2017”. 
 
In the discussion that followed the Committee agreed to amend item 2.2 – Endowment 
Committee – Composition, to show that Councillor Graham Watt resigned as a Non-Executive 
Board Member on the 17th March 2017. 
Subject to the above amendment the committee approved the Annual Report for the year ended 
31st March 2017. 

 
11/ RISK MANAGEMENT REPORT 
 

Mr. Wells presented a paper “Risk Management Report” 
 
Mr. Wells advised the committee that this report was in compliance with the Statement of  
Recommended Practice on Accounting and Reporting by Charities that requires the Trustees to 
make a statement annually in the Trustee’s Report confirming that the major risks to which the 
charity is exposed, as identified by the Trustees, have been reviewed and that systems are in 
place to mitigate these risks as far as possible. 
 
In the discussion that followed the Committee asked that Mr. Wells obtain Risk Strategy 
Reports from other NHS Endowment Funds and compare their strategy to the Forth Valley 
Endowment Fund’s strategy and report back to the next meeting of the Endowment Committee. 
 
Following this brief discussion the Committee approved the revised Risk Management Report. 
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12/ INVESTING IN HEALTH – SMALL GRANTS APPLICATIONS 
 

The Committee considered a paper “Investing in Health - Small Grants Applications” presented 
by Mr. Procter. 
 

i) Bereavement Service Ward Trolleys (£2,824) 
 
Mr. Procter advised the Committee that since the last Committee meeting the following bid had 
been received and approved and that in accordance with the terms of the Investing in Health 
Policy the Committee are now required to review this grant application and consider ratifying 
the award of funding. 
After a brief discussion the committee agreed that the service was well endeavoured and 
worthwhile and it was more appropriate to fund this item from the Health Board’s Expenditure 
Plan. Mr. Wells agreed to arrange for the transfer of this expenditure.  

 
13/ APPOINTMENT OF AUDITORS 
 

Mrs. Ramsay advised the committee that the Audit Committee approved the appointment of 
Dickson Middleton, Chartered Accountants as auditors of the Endowment Fund for a further 
one year. 

 
14/ RVS SERVICES IN FORTH VALLEY 
 

Pauline Marland Person Centred Patient Experience Co-ordinator gave a presentation to the 
committee on the range of the services provided by the RVS within NHS Forth Valley. 
 
The presentation informed the committee that there were approximately 200 volunteers who 
provided a range of services throughout the Board that included hospital cafes, catering for 
functions, on-ward services providing a befriending service within in-patient areas, an on-ward 
trolley service, coffee mornings and all-year round maintenance support for the hospital’s 
therapeutic gardens. The committee also noted that the RVS had gifted over £272,000 to the 
Endowment Fund since 2011 that had enabled a wide range of projects to be carried out within 
NHS Forth Valley. 
 
In the discussion that followed the committee recognised the valuable contribution and support that 
the RVS volunteers made to the organisation and noted that their contribution had also been 
recognised by staff who nominated the RVS for an award from the Staff Awards Scheme. 
 
The Committee thanked Ms Marland for her presentation and extended good wishes to the service 
and RVS for all their support. 
 

15/ ITEMS FOR INFORMATION 
 

i) Minutes of the Bursary Committee – the committee noted the minutes of the Bursary 
Committee and further requested that Mr. Wells contact the Bursary Committee to determine 
whether there is any formal feedback to the Bursary Committee on the outcomes or benefits to 
the service from the Bursary awards.  

ii) Artlink Central Annual Report – the committee noted the report. 
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16/ ANY OTHER COMPETENT BUSINESS 
 
There being no further business the Chair closed the meeting at 12:10p.m. 
 

Date of next meeting 
The date of the next meeting of the Forth Valley NHS Board Endowment Committee is on Friday 
9th June in the Boardroom at Carseview House, Stirling. The meeting is to commence at 
approximately 10:15 immediately following the conclusion of the business of the Audit 
Committee. 
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Minute of the Area Clinical Forum meeting held on Thursday 16 March 2017 at 6.15pm in the 
Boardroom, NHS Headquarters, Carseview House, Castle Business Park, Stirling, FK9 4SW. 

 
Present:  James King (Chair)  Kirstin McIntosh Tendai Ndoro 
   Claire Lamza   Bette Locke   
   
In Attendance: Andrew Murray (Medial Director) 
   Jane Grant (Chief Executive) 
   Stuart Cumming (GP Sub) 
   Sandra Campbell (ANMAC) 
   Kim Conroy (ANMAC) 
   Janie Faulkner (AHP)  
   Mrs Sarah Smith, Corporate Services Assistant/PA (Minute Taker) 

 
1. WELCOME AND APOLOGIES 

 
The Chair welcomed everyone to the meeting. Additional attendees for reporting groups were 
welcomed and thanked for attending. 
 

• Apologies for absence were intimated on behalf of Jennifer Borthwick and Kathleen Cowle. 
 

It was agreed to take Item 3 at this point on the Agenda.  
 

3. Healthcare Strategy Implementation  
 
The Area Clinical Forum received a presentation on ‘Implementing our Healthcare Strategy’ led by 
Dr Graham Foster. 
 
A brief background was provided, with confirmation that the Healthcare Strategy was a major piece 
of work for the NHS Board which commenced in 2014.  The following points were highlighted 
through the presentation: 

• Progress so far 
• Impact so far 
• Next Steps 
• Key Board Priorities/6 Themes 
• Clackmannanshire and Stirling Strategic Plan  
• Personal Responsibility – what will be different? 
• Planning Ahead – what will be different? 
• Primary Care Transformation – what will be different? 
• Primary Care Transformation – What will we see? 
• Healthcare Strategy Transformation Board – what will be different 
• Next Steps 
• Vision of the future 

 
Dr Foster highlighted that the Strategy Implementation was an approach with the aim of genuine 
change and not an action plan.  Work would also not be carried out in isolation, with note made of 
the Health and Social Care Integration responsibilities of the Joint Board and the National Health 
and Social Care Delivery Plan. 
 
The aim to move healthcare from Acute and into the Community was noted, with focus on personal 
responsibility. The need to ensure the population were ready for such a change was discussed. Dr 
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Foster confirmed that engagement had confirmed there was a willingness to embrace a multi-
disciplinary way of working.  The role of Anticipatory Care Planning was also discussed. 
 
Mr Andrew Murray highlighted the key role of the Transformation Board, noting their role in 
overseeing the 6 Themes.  The interface between services was also discussed with a need to 
ensure that approach to the themes was through whole system working and not within silos. 
 
The challenge around changing staff culture was also noted with agreement that change and 
support was required.  Dr King highlighted the main challenge from Doctors was the provision of 
time to fulfill the changing requirements. 
 
The role of the Area Clinical Forum within the implementation process was discussed with 
agreement that Advisory Committees required to remain information in order to influence the 
direction of travel. 
 
The Area Clinical Forum thanked Dr Foster for attending and leading the presentation. 
 

2. Minutes of Area Clinical Forum 19 January 2017  
 

The minute of the Area Clinical Forum held on Thursday 19 January 2017 was approved as an 
accurate record. 
 

4. ACF Annual Report 
 

The Area Clinical Forum discussed the ACF Annual Report for 2016/17 and approved this for 
submission to the NHS Board. 

 
5. Future Agenda Items 

 
The Area Clinical Form agreed that minutes of reporting groups would be added to the Agenda as a 
standing item. 
 
The Active and Improvement Living Document would be added to the Agenda for the next meeting. 
 
• Realistic Medicine and how this would tie into the overarching Delivery Plan – Dr Graham 

Foster would be invited to attend a future meeting. 
• Health and Social Care Delivery Plan  
• Transforming Nursing Roles – Date to be confirmed - Claire Lamza  

 
AOCB 
 
The Area Clinical Forum noted that this would be the last meeting attended by the current Chief 
Executive, Mrs Jane Grant.  Dr King took the opportunity to thank Mrs Grant for her attendance and 
support over her time with Forth Valley.  Mrs Grant expressed her thanks and requested that all 
members continue to support the work of the Forum. 

 
6. Date of next meeting 

 
The next full meeting of the Area Clinical Forum would take place on Thursday 18 May 2017 at 6.15 
p.m. within the Boardroom, Carseview. 
 
There being no other competent business, the Chair closed the meeting at 7.30 p.m. 
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