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  FORTH VALLEY NHS BOARD  
 
There will be a meeting of Forth Valley NHS Board in the Boardroom, NHS Headquarters,   
Carseview House, Castle Business Park, FK9 4SW on Tuesday, 25 September 2018 at 9am 

 
Alex Linkston 

Chair 
 

 
Agenda 

 
1. Apologies for Absence  
 
2. Declaration (s) of Interest (s)        
 
3. Minute of Forth Valley NHS Board meeting held on 7 August 2018  For Approval 
      
4. Matters Arising from the Minute       Seek Assurance 
 
5. Patient/Staff Story 
 
 
6. BETTER HEALTH   
 
 6.1 Preparation of the Forth Valley Health and Social Care    For Approval 

Winter Plan 2018-19         
  (Paper presented by Ms Janette Fraser, Head of Planning) 
 
 6.2 Vaccination Transformation Programme     Seek Assurance 
  (Paper presented by Dr Graham Foster, Director of Public Health  

and Strategic Planning) 
 
7. BETTER CARE  
      

7.1 Executive Performance Report      Seek Assurance 
  (Paper presented by Mrs Cathie Cowan, Chief Executive) 
 

7.2 National Healthcare Associated Infection Reporting    Seek Assurance 
Template (HAIRT)  

  (Paper presented by Dr Graham Foster, Director of Public Health  
and Strategic Planning) 

 
 7.3 Falkirk Health and Social Care Partnership Update   Seek Assurance 
  (Paper presented by Ms Patricia Cassidy, Chief Officer) 
 

7.4 Integration Update        Seek Assurance 
  (Paper presented by Mrs Cathie Cowan, Chief Executive) 
 
 
8. BETTER VALUE 
  

8.1 Finance Report        Seek Assurance 
  (Paper presented by Mr Scott Urquhart, Director of Finance) 
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9. BETTER WORKFORCE 
   

9.1 Mental Health Strategy       For Approval    
  (Paper presented by Ms Janette Fraser, Head of Planning) 
 
 9.2 Primary Care Improvement Plan      Seek Assurance 
  (Paper presented by Ms Janette Fraser, Head of Planning) 
 
10. BETTER GOVERNANCE 
 

10.1 Governance Committee Minutes   
 

 10.1.1 Clinical Governance Committee: 17 August 2018  Seek Assurance 
  (Minute presented by Mrs Julia Swan, Chair) 
 

10.1.2 Staff Governance Committee: 18 May 2018   Seek Assurance 
  (Minute presented by Mrs Jo Chisholm) 

 
 

 10.2 Integration Joint Boards 
   
  10.2.1 Falkirk IJB: 6 April 2018      Seek Assurance 
 
 
 10.3 Integration Joint Board Annual Performance Reports 2017-18 
 

10.3.1 Falkirk Integration Joint Board       For Noting 
 
  10.3.2 Clackmannanshire and Stirling Integration Joint Board    For Noting 
 
 
11. SCHEDULE OF MEETINGS 2019 
 
 
12. ANY OTHER COMPETENT BUSINESS 
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Forth Valley NHS Board 
TUESDAY 25 SEPTEMBER 2018  
 
Item 3 -   Draft Minute of the Meeting Held on Tuesday 7 August 2018, held in the NHS Forth 
Valley Headquarters, Carseview House, Castle Business Park, Stirling. 
 
For Approval 
 
Present  Mr Alex Linkston (Chair)  Mrs Cathie Cowan   
 Mr John Ford    Mrs Jo Chisholm  
 Dr James King   Councillor Allyson Black   
 Councillor Susan McGill  Dr Graham Foster     
 Mr Andrew Murray    Professor Angela Wallace   
 Mr Scott Urquhart   Miss Linda Donaldson  
In Attendance 
 Mrs Elsbeth Campbell, Head of Communications  
 Ms Kerry Mackenzie, Head of Performance  
 Mr Jonathan Procter, Director of Facilities and Infrastructure (Item 7.2)  
 Ms Laura Henderson, Performance Management Officer (minute)   
 
 

The NHS Board welcomed and congratulated Miss Donaldson on her on appointment to the 
role of Director of Human Resources.   
  

1. APOLOGIES FOR ABSENCE 
 

Apologies for absence were intimated on behalf of Mrs Julia Swan, Ms Fiona Gavine, Mr Robert 
Clark, Dr Michele McClung and Councillor Les Sharp. 
 

2. DECLARATION(S) OF INTEREST(S) 
 

There were no declarations of interest. 
 
3. MINUTE OF FORTH VALLEY NHS BOARD MEETINGS 
 

3.1 The minute of the Forth Valley NHS Board meeting held on 29 May 2018 was approved 
as a correct record.  

 
3.2 The minute of the Forth Valley Special NHS Board meeting held on 15 June 2018 was 

approved as correct record.  
 
4. MATTERS ARISING FROM THE MINUTE 
 

There were no additional matters arising. 
 
 
PATIENTS/STAFF STORY        
 
Professor Angela Wallace, Director of Nursing introduced a presentation which was a reflective 
account of a staff member’s experience of end of life care when their father-in-law passed away.  
 
The daughter-in-law spoke of the compassionate and person centred care that took account of 
her father in law’s needs alongside those of the wider family and especially her elderly mother-
in-law’s emotional wellbeing.  It was noted that even during very busy times this did not impact 
on the care of her elderly father-in-law.    
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The daughter-in-law concluded by saying the care provided was ‘a master class in end of life 
care’. 
 
The NHS Board: 

• Noted the caring and compassionate approach shown by staff. 
 
 

5. BETTER HEALTH  
 
5.1 A Healthier Future – Scotland’s Diet and Healthy Weight Delivery Plan  
 
The NHS Board considered a paper “A Healthier Future – Scotland’s Diet, Activity and Healthy 
Weight Delivery Plans and the Framework for the Prevention, Early Detection and Early 
Intervention of Type 2 Diabetes”, provided by Dr Graham Foster, Director of Public Health and 
Strategic Planning. 
 
Dr Foster reported that in November 2017 the NHS Board noted the publication of the Scottish 
Government Consultation Document “A Healthier Future – Action and Ambitions on Diet, 
Activity and Healthy Weight” which proposed a range of actions to improve diet and help more 
people to maintain a healthier weight. 
 
In July 2018 the Scottish Government published three papers where were entitled A Healthier 
Future – Scotland’s Diet and Healthy Weight Delivery Plan, A Healthier Future – Framework for 
the Prevention, Early Detection and Early Intervention of type 2 diabetes and Active Scotland 
Delivery Plan. 
 
Dr Foster explained that NHS Forth Valley had set out clear local Public Health Priorities in the 
Health Improvement Strategy “A Thriving Forth Valley”.  The NHS Board had previously agreed 
not to have specific priorities on Healthy Weight and Physical Activity as these issues were 
already national priorities within the Programme for Government and were included within the 
June 2018 Public Health Priorities for Scotland publication as “Priority 6 - A Scotland where we 
eat well, have a healthy weight and are physically active”. 
 
Dr Foster described the four tier approach which was currently already in place within Forth 
Valley. Tier 1: Universal Provision, Tier 2: Targeted Provision, Tier 3: Specialist Provision and 
Tier 4: Bariatric Provision. A number of groups and initiatives were in place to support each tier 
such as Keep Well, Active Stirling, Diabetes Explained, Counterweight and Counterweight Plus. 
Dr Foster added that the Scottish Government had proposed that bariatric surgery should be 
available in three or four regional centres for extreme obesity. It was suggested that NHS Forth 
Valley should be performing approximately 20 bariatric surgeries per year, split between priority 
1 and priority 2 patients. It was noted there was a significant cost with risks associated with 
performing bariatric surgery and NHS Forth Valley could limit these by investing in Tiers 1 to 3.   
 
Mr Urquhart highlighted that there was evidence to support better value when investing in early 
intervention within healthcare.  
 
Mrs Chisholm supported the proposal but felt there could be more information included around 
malnutrition and eating disorders to ensure the initiative was joined up with other areas of 
weight management. Mrs Chisholm encouraged a collaborative approach and suggested linking 
with the Local Authorities for a more holistic approach.   
 
Dr Foster confirmed the work on malnutrition and eating disorders both in the acute service and 
with community planning partners however these issues were not a significant focus of the 
national strategy documents which the Board was asked to note and support.   
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Mr Ford suggested a costed plan which would look at the totality of work required against the 
resources currently available.  
 
It was agreed that this was a priority for NHS Forth Valley. Mr Linkston requested the paper be 
updated to reflect discussion of the costs/risks around bariatric surgery and looked forward to Dr 
Foster coming back to the NHS Board with more details and costed plans for local delivery of 
the Framework and Action Plans. 
 
The NHS Board: 

• Noted the publication of the Diet and Healthy Weight Delivery Plan, the Type 2 
Diabetes Framework and the Active Scotland Delivery Plan 

• Approved the local approach and actions set  out subject to the relevant 
amendments 

 
 
6. BETTER CARE   

 
6.1 Executive Performance Report  
 
The NHS Board considered a paper “Executive Performance Report” provided by Mrs Cathie 
Cowan, Chief Executive.  
 
Mrs Cowan expressed disappointment that overall performance was not improving at pace.  
However, she acknowledged turning around long standing issues required an approach that 
took account of wider system issues including the role of partners to deliver sustainable 
improvement.  She highlighted a number of forthcoming events and support from Government 
colleagues.  Mrs Cowan added that there were also a number of improvement projects which 
will be directed through the Programme Boards.  Mrs Chisholm suggested a list of these 
projects should be compiled to provide visibility of the work involved.  Mrs Cowan agreed to 
progress this and to share some of this work in greater detail at a future Board Development 
session. 
 
Mr Linkston added that moving forward there was also a requirement for a modernisation of 
services ensuring the management were making the best use of resources. 
 
Mr Ford indicated it may be helpful to complete a workforce verses activity utilisation 
assessment which would demonstrate any variance in productivity and would outline how 
resources were being utilised. 
 
Mr Murray agreed that sharing the improvement work underway in the NHS Board would enable 
Board members to fulfil their scrutiny role as well as contribute to the further transformational 
work being developed and progressed. 
 
The NHS Board: 

• Noted the current key performance issues affecting NHS Forth Valley 
• Noted the detail within the balanced scorecard 

  
 
6.2 National Healthcare Associated Infection Reporting Template (HAIRT)  
 
The NHS Board considered a paper “National Healthcare Associated Infection Reporting 
Template (HAIRT)” provided by Dr Graham Foster, Director of Public Health and Strategic 
Planning.  
 
Dr Foster provided an update on the current status of Healthcare Associated Infections (HAI) 
and infection control measures. Staphylococcus Aureus Bacteraemia (SABs) and Device 
associated Bacteraemia (DABs) remained within normal control limits with no hospital acquired 
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SABs or DABs in June 2018. One hospital acquired Clostridium difficile infection (CDI) for the 
same period was noted. 
 
Two surgical site infections were highlighted, due to an abdominal hysterectomy and a large 
bowel surgery.  
 
The NHS Board: 

• Noted the assurance provided 
 
 

6.3 Integration – Progress Report 
 
The NHS Board received a presentation entitled “Integration” provided by Mrs Cathie Cowan, 
Chief Executive.        
 
Mrs Cowan provided an update on the NHS Board’s ongoing commitment to support integration 
and in particular to delegate operational management responsibilities for in-scope services to 
the Chief Officers.  She confirmed the in-scope functions currently managed by the Community 
Services General Manager would be shared across each Chief Officer and for services not in-
scope work was underway to transfer operational management arrangements to existing 
General Managers.  The senior managers currently responsible for services would report to the 
Chief Officers through structures yet to be established.  Board members noted the work in 
progress to establish integrated management structures in each of the Partnerships with 
Clackmannanshire and Stirling moving to appoint to the agreed locality structure.  NHS Forth 
Valley would also invest in a professional structure to support each of the Chief Officers.  Mrs 
Cowan confirmed she was due to meet with the new the Chief Executive, Falkirk Council.  Work 
thereafter to progress the IJB’s decision reached at its June 2018 meeting would begin.  Mrs 
Cowan added that a working group had been established to oversee delegation of operational 
management arrangements and thanked Ms Donaldson for her support and input to this work.  
 
The presentation covered 4 key areas, Governance arrangements, Management Structures, 
Hosting and key Risks. Governance arrangements were detailed in a visual aide but Mrs 
Cowan added this would be made clear within the paper to both IJBs.  She was due at the 
request of the Clackmannanshire and Stirling IJB to provide an update report to build on 
previous updates to this IJB.  An update report was due to be presented to the Falkirk IJB which 
would be progressed with input from both the new Chief Executive and Chief Officer. 
 
Board members reflected on the role of the Chief Officers in regard to their accountability to the 
IJB for all of its responsibilities and the Chief Executives of the Council and NHS Board for the 
delivery of integrated services in line with the policies and procedures of both Parties.  Board 
members noted IJB responsibilities which include: producing a Strategic Plan as per the 
legislation requirements, for issuing directions to the Health Board and Council and for then 
ensuring, by holding both parties to account that the Plan is delivered to improve outcomes for 
its local population.  The IJB was also responsible for the performance report, managing its 
risks as a legal entity and the prospective and retrospective financial report.     
 
Miss Donaldson provided reassurance that the Heads of HR of all parties had been involved in 
the positive discussions in identifying differences in terms and conditions and agreeing a way 
forward. Staff would still be employed through their original employer NHS/Council as the IJB 
would not employ staff directly. Falkirk IJB were proposing a Head of Service structure similar to 
Falkirk Council which was different to the NHS structure which if progressed would have 
implications for the wider Health Board pay structure.  Mrs Cowan was confident that similar to 
the appointment of the Chief Officer terms and conditions of employing bodies would be 
respected.  
 
Mrs Cowan added that the Chief Officers would be required to set objectives and appraisals 
moving forward in the same format as the other direct senior management reports.  
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Mrs Cowan acknowledged a workshop to progress hosting arrangements was yet to take place.  
All three Local Authorities would need to play into this and support from Scottish Government 
has been sought and wouldl be supported once a date was agreed. 
 
Dr Foster added to the discussion around the hosting of services to highlight that the Health 
Improvement issue had been raised previously and had been causing some confusion. Dr 
Foster updated the Board members by reference to the ‘The Public Bodies (Joint Working) 
(Scotland) Act 2014. This set the framework for integrating adult health and social care, which 
would ensure a consistent provision of quality, sustainable care services for the increasing 
numbers of people in Scotland who need joined-up support and care, particularly people with 
multiple, complex, long-term conditions. The focus of the Act was on care and treatment for 
persons of at least 18 years of age and there was no specific mention of public health services, 
health promotion or support to Community Planning. 
 
Dr Foster explained that ‘The Public Bodies (Joint Working) (Prescribed Health Board 
Functions) (Scotland) Regulations 2014’ only referred to health care ‘services provided by 
health professionals that aim to promote public health’.  Health professionals were defined in 
the act as “persons engaged in the provision of health care”, for example doctors and nurses.  
Dr Foster stressed that the regulations clearly did not intend to require the delegation of 
specialist public health or health promotion services to the Integration Joint Boards but rather 
referred to the health promotion roles of clinical staff such as health visitors, nurses and 
doctors.  In these circumstances Dr Foster stated he was opposed to including the non-clinical 
specialist health promotion staff in hosting arrangements. 

 
Councillor Black suggested that allocating Health Promotion Teams to be based within locality 
teams could lead to new opportunities.  
 
Dr Foster agreed but clarified that the existing specialist teams were both small and specialised 
and could not readily be distributed between localities.  He added that the locality teams did 
provide new opportunities and the Health Promotion team’s Annual Delivery Plan had already 
been developed with a strong focus on providing specialist support within the localities, this 
would not change.  
 
Councillor McGill agreed that in her experience this was the best way to provide support to the 
clinical staff who actually delivered health promotion advice directly to patients and supported 
Dr Foster’s position. 
 
Ms Angela Wallace acknowledged the update which helped address confusion in regard to 
these services/specialties. 
 
It was noted that the Community Services General Manager role would be disbanded and the 
services divided where appropriate with all children services being transferred to Mrs Gillian 
Morton, General Manager for Women and Children Services. The transfer of services was 
underway but to mitigate risk and to ensure appropriate ongoing support the Community 
Services General Manger role would remain within the NHS structure until delegation of 
operational management arrangements were transferred to each of the Chief Officers. 
 
Mrs Cowan agreed to provide a future update to the NHS Board on progress to delegate 
operational management arrangements to the Chief Officers.  
 
The NHS Board: 

• Noted the assurance provided  
 
 

A short comfort break was taken at this point  
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7. BETTER VALUE 
 
 7.1 Finance Report 
 

The NHS Board considered a paper “Financial Report for Period Ended 30 June 2018”, 
presented by Mr Scott Urquhart, Director of Finance.   
 
Mr Urquhart provided a summary of the financial position for NHS Forth Valley to 30 June 2018 
with a year to date overspend of £0.920m. The in-year position comprised an overspend on 
Health and Social Care Partnership (H&SCP) services (which include prescribing and 
Community Hospitals) of £0.406m, and an overspend on Clinical Directorates and Estates / 
Facilities areas of £0.514m. 

 
The key financial pressure areas were noted as drug and supplies costs which included new 
medicines and oncology drugs, temporary workforce cover arrangements, and timing of savings 
plan delivery. Expenditure on temporary staff (bank, agency, locum and overtime costs) for the 
three month period to 30 June was £4.185m, reflecting an increase of £0.573m on the previous 
year comparator, with absence rates noted as one of the drivers of spend.   
An update on savings plans and delivery was provided noting £16.149m savings schemes 
identified to date and work ongoing to reduce yet to be identified cash savings of £2.3m.  A full 
detailed report on progress against savings plans was referenced within the finance report. 
 
Mr Urquhart outlined initial year-end outturn projections for Directorates and highlighted a 
number of areas which required further focus and planning for the Board to be in a position to 
deliver a balanced financial position for 2018/19. A full assessment of the forecast financial 
outturn position and risks taking into account expenditure rates, savings delivery, winter plans 
and IJB positions would be taken at month 6 to revise the current projection which remained at 
£1.9m overspend per the approved financial plan.     

 
An update on longer term financial planning was scheduled for the Board Seminar on 21 
August. 

             
The NHS Board:    

• Noted the revenue overspend of £0.920m to 30 June 2018  
• Noted the balanced capital position to 30 June 2018 
• Noted the updated position on savings with £16.149m identified at 30 June 2018 

and work ongoing to reduce yet to be identified cash savings of £2.3m  
 

7.2 ‘Shaping the Future’ – A Supporting Digital eHealth Strategy 2018-2022 
 
The NHS Board considered a paper “’Shaping the Future’ – A Supporting Digital eHealth 
Strategy 2018-2022”, presented by Mr Jonathan Procter, Director of Facilities and 
Infrastructure.   
 
Mr Procter explained how technology had advanced considerably over the last decade and had 
brought about significant changes in the way NHS Forth Valley treated and cared for patients. 
Mr Procter also explained how the NHS FV Digital and eHealth Strategy would aim to support 
the priority areas identified in the Healthcare Strategy ‘Shaping the Future’, as well as the 
emerging local and national initiatives arising from a range of other strategic priorities.  
 
The digital strategy would touch all four quarters of healthcare from the replacement of local 
community system, the national GP Technology replacement procurement and rollout, Health & 
Social Care Information Portal/ Information Sharing Across H&SC to the National Patient 
Management System (Trakcare).  
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Mr Procter highlighted the Strategy has been  overseen by a Working Group over the last year 
and had worked in partnership with a number of stakeholder groups; Directorate Management 
Teams and FV eHealth Clinical Groups, eHealth Programme Board, Area Medical Committee, 
Data Sharing Partnership, Senior Leadership Team and the Patient Panel to ensure clarity of 
direction. In addition to this there were also two workshops which had been very well received 
with over 100 attendances.  Previously the Working Group had reviewed the priorities from the 
Forth Valley Clinical Services Review (CSR) process, FV Healthcare Strategy (Shaping the 
Future) and the new National Digital Health and Care Strategy as well as a range of other 
national local priorities. 
 
Mr Procter added that the digital eHealth Strategy had a “golden thread” straight to the NHS 
Board’s clinical strategy and it was noted there were 28 key priorities and developments 
outlined throughout the Digital eHealth Strategy which had been linked, where possible, directly 
to the Health Board’s strategic priorities. 
 
Councillor McGill asked for clarity around the timescales for the new community system and on 
the functionally of the mobile devices.  Mr Procter advised that the work for the community 
system had been approved by the Senior Leadership Team following a business case in June. 
The mobile devices when fully developed would be 3G/4G compatible enabling staff within the 
community to work remotely.  

 
Mrs Cowan thanked Mr Proctor for progressing this important work and added that she liked the 
layout of the paper and could see the clear links to the Board’s strategy. 
 
The NHS Board: 

• Approved the “Shaping the Future – A Supporting Digital and eHealth Strategy 
2018-22” 

 
 
8. BETTER WORKFORCE 
  

8.1 Socio Economic Duty 
 
The NHS Board considered a paper “Socio Economic Duty”, presented by Professor Angela 
Wallace, Director of Nursing.   
 
Professor Wallace provided context and the legal implications placed on the NHS Board and 
Integrated Joint Boards to actively consider how they could reduce inequalities of outcome 
caused by socio-economic disadvantage, when taking strategic decisions. Professor Wallace 
added that the NHS Boards were also required publish a written assessment to show how this 
had been achieved. Scotland was the first to move this from consultation to implementation 
phase. 
 
Professor Wallace made particular reference to three case studies at the back of the Socio-
Economic Duty Consultation document which helped to validate the contents of the paper and 
agreed to circulate the link to allow Board members to review. 
 
Moving forward it was hoped to incorporate the requirements of the Duty into existing impact 
assessment processes in the same way as Equality and Diversity was considered at present. 
 
Professor Wallace added that in order to implement the duty, during 2018, NHS Forth Valley 
would need to consider and implement the following:  

 
• Process in place to identify and capturing decisions (or planned 

decisions/strategies/policies) for assessment relevant to Socio Economic Duty. 
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• Consider whether to appoint a director or ‘appropriate senior officer’ to lead the 
assessment process to ensure ‘due regard’ had been taken in relation. Potentially 
identify a key individual to report and performance manages actions completed in 
relation to meeting this duty. 

• Consider and define ‘decisions of a strategic nature’ for NHS Forth Valley which would 
inform future actions. 

• Consider the implications for evidence requirements, identifying any potential 
development work or additional resources required in sufficient time. 

• Ensure availability of findings from decision making process, record of actions taken 
(and reasons for decision) and publication of results to ensure transparency. 

 
Professor Wallace suggested the priorities from all three Community Planning Partnerships 
should be considered alongside working collectively to support delivery of the Duty. Professor 
Wallace would work with the Partnerships to start to pull out key themes and report back to the 
NHS Board once collated and a plan for implementation had been agreed.  Mrs Chisholm 
supported the proposal and suggested that a  training needs analysis be undertaken to review 
the unintended consequences of savings and the impacts this may have on those socio 
economically disadvantaged.   

 
The NHS Board: 

• Noted the requirement to meet the legal obligations under the Fairer Scotland 
Duty  

• Supported the approach taken to amend the impact assessment process to 
include consideration of the Fairer Scotland Duty 

• Delegated the decision to appoint a named person to oversee compliance with the 
Duty to the Chief Executive 

 
8.2 NHS Forth Valley’s Annual Report 2018 
 
The NHS Board considered a paper “NHS Forth Valley Annual Report 2018”, presented by Mrs 
Elsbeth Campbell, Head of Communication.   
 
Mrs Campbell reported that NHS Boards were required to produce an annual report which 
would provide an overview of their performance for each financial year. NHS Forth Valley’s 
Annual Report for 2018 included information on key service developments, new initiatives and 
achievements across the organisation.  
 
The report was now a shorter, more visual, summary style report and more accessible for staff, 
patients, partners and members of the public. It was noted there was also supporting papers for 
each of the initiatives outlined. The report would be available on line and used to support a 
number of forth coming meetings such as the Annual Performance Review. 
 
Mr Murray raised three key points regarding the Annual Report for review:- 

• For areas which had not met the national target the background colour was 
predominantly green and suggested a neutral colour was used so as not to mislead  

• The layout on page 15 should be reviewed as the large box at the top of the page was of 
one of the areas which was not meeting the national target and perhaps a good news 
story should headline the page.  

• The national target was not present for all performance fields and it would be best to 
keep this consistent where possible. 

 
Mrs Campbell agreed to review all points highlighted and amend the report accordingly. 
 
The NHS Board: 

• Approved the Annual Report following the suggested minor amendments 
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9. BETTER GOVERNANCE 
 

9.1  East of Scotland Research Ethics Service Annual Report 2017-18 
 
9.2 Governance Committee Minutes 
 

9.2.1 Clinical Governance Committee: 15 June 2018  
 
The NHS Board noted the minute of the Clinical Governance Committee meeting held 
on 15 June 2018. 
 
 
9.2.2 Audit Committee: 23 March 2018 

 
The NHS Board noted the minute of the Audit Committee meeting held on 23 March 
2018. 

 
9.2.3 Endowment Committee: 23 March 2018 

  
The NHS Board noted the minute of the Endowment Committee meeting held on 23 
March 2018. 

 
9.2.4 Performance and Resources Committee: 26 June 2018 

 
The NHS Board noted the minute of the Performance and Resources Committee 
meeting held on 26 June 2018. 
 

9.3 Advisory Committee Minutes 
  

9.3.1 Area Clinical Forum: 17 May 2018  
 

The NHS Board noted the minute of the Area Clinical Forum meeting held on 17 May 
2018. 

  
 

10. ANY OTHER COMPETENT BUSINESS 
 
There being no further competent business the Chairman closed the meeting. 
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FORTH VALLEY NHS BOARD 
TUESDAY 25 SEPTEMBER 2018 
 
Item 6.1 -    Preparation of the Forth Valley Health and Social Care Winter Plan 2018-19 
For Approval 
 
Executive Sponsor: Andrew Murray, Medical Director 
 
Author: Janette Fraser, Head of Planning  
 
 
Executive Summary 
NHS Forth Valley is expected to produce a Health and Social Care Winter Plan as part of 
the Scottish Government’s requirements for “Preparing for Winter 2018-19” and for 
assurance that the partner organisations have collaborated to produce effective plans.  
 
Guidance and a self assessment reporting template were published by the Scottish 
Government on 31 August 2018 to provide direction and support to Boards and Local 
Authorities. The letter is attached in Appendix 1 and advises that the Health Board and 
Integration Joint Boards will receive an allocation of £509,419 which should be specifically 
targeted to deliver: 
 

• Demanding local improvement trajectories for weekend discharges rates to be 
agreed by the end of November. 

• Earlier in the day discharges, against local improvement trajectories. 
• Adequate festive staffing cover, across acute, primary and social care settings, to 

ensure that discharges can be maintained at required rates.  This should include 
clinical staff, pharmacists, AHPs, auxiliary and domestic staff.  

 
The first draft NHS Forth Valley Winter Plan 2018-19 must be submitted to Scottish 
Government by 30 September and the final Plan returned to Scottish Government (SG) 
colleagues by the end of October 2018 accompanied by a joint letter from the NHS Board 
Chief Executive, IJB Chief Officers and Chairs of the NHS Board and IJBs, confirming that 
plans have been reviewed and that they are collectively satisfied that plans are fit for 
purpose. The paper asks the NHS Board, to delegate approval of the Winter Plan 2018-19 
to the Chief Executive and Chair.   
 
This paper outlines the process for preparing the Winter Plan 2018-19 and the key actions 
which will be included in the Plan. 
 
Recommendation:     
The NHS Board is asked to: - 
 

• Note progress with developing the Forth Valley Health and Social Care Winter Plan 
2018-19 for assurance 

• Delegate approval of the plan to the Chief Executive and Chair 
 
Key Issues to be Considered:     
The Forth Valley Health and Social Care Winter Plan 2018-19 is being prepared in line with 
the Scottish Government letter “Preparing for Winter 2018-19”.  The main focus of the 
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Winter Plan deals with the period from November 2018 to March 2019 and with specific 
reference to the detailed arrangements for the festive holiday fortnight, in December and 
January. 
 
The Forth Valley health and social care arrangements for managing all year round capacity 
and flow have been augmented to include winter planning, in order to deal with the 
additional pressures placed on health and social care services during the winter period. 
This incorporates local contingency plans and ensures formal links with the plans of key 
stakeholders from the local authorities, ambulance services, independent sector, NHS 24 
and Serco. 
 
A Winter Plan Working Group is meeting regularly to ensure services are prepared fully for 
the winter period and the Winter Plan summarises the additional actions required to deal 
with the winter period across all relevant services.  Membership of this group includes the 
Unscheduled Care Leads, Service Managers for Social Care Services, representatives 
from nursing and AHPs, Information Services, Human Resources, Communications and 
the Scottish Ambulance Service.  The working group is chaired by the Medical Director and 
reports to the Unscheduled Care Programme Board. 
 
During the winter period, it is also essential that the elective activity programme is 
maintained in order to minimise the impact of winter on the Treatment Time Guarantee 
position. 
 
The areas which are covered by the Winter Plan are: 
 
• Business continuity and Escalation plans. 
• Safe and effective admission / discharge.  
• Discharges at weekends and bank holidays and early in the day discharge. 
• Strategies for additional surge capacity across Health and Social Care Services. 
• Minimising the risk of patients being delayed on their pathway. 
• Whole system activity plans for winter. 
• Effective analysis to plan for and monitor winter capacity, activity, pressure and 

performance.  
• Workforce capacity plans and rotas for winter and the festive period. 
• Communication plans. 
• Preparing effectively for norovirus and seasonal flu. 
• Delivering seasonal flu vaccination to public and staff. 
 
In preparing the Winter Plan, there are a number of key areas where local actions are 
being put in place: 
 

• Flu vaccination for staff -  in order to improve the uptake rates by staff a number of 
options are being considered including improving awareness of the benefits of 
vaccination, potential incentives and better access to mobile immunisation in wards 
and departments. 

• Weekend Discharges – put in place actions to improve the rate of discharges at 
weekends to ensure that the rates are closer to those Monday to Friday, in order to 
improve flow across the whole week.  It is expected that weekend discharges will be 
monitored and a trajectory put in place to secure weekday discharge levels at the 
weekend by the end of November. 

• Earlier in the Day Discharges – set and monitor specific earlier in the day 
discharge trajectories. 
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• Golden Hour – implement protected time each morning for clinical teams to review 
inpatients and put in place clear discharge plans, from November to February. 

• Elective Activity – Boards are expected to maintain improvements in cancer, 
mental health, outpatient and inpatient/day case activity over the winter period. 

• Capacity and Flow – Capacity planning for the whole system is being taken forward 
by the Winter Plan Working Group to ensure that health and social care services 
continue to plan and deliver care this winter in an integrated way.  This includes 
contingency arrangements for accessing additional social care packages, 
intermediate care beds and contingency acute and community hospital beds.  
Potential contingency hospital beds for winter have been identified and a phased 
plan for introducing then closing these beds is being prepared, alongside finalised 
bed use prediction data.  Arrangements for weekly service manager capacity 
meetings across the health and social care system are being put in place along with 
frequent unscheduled care team flow meetings during the working day.  

• Winter Weather – existing contingency arrangements are in place to respond to 
adverse weather conditions and updated arrangements for accessing 4x4 vehicles 
are being finalised.  

 
Financial Implications 
An allocation of £509,419 has been made from Scottish Government to support the 
additional impact of winter.  Last winter, additional associated expenditure exceeded this 
amount and was in region of £1.2m. 
 
Workforce Implications 
Additional staff will be required to support the winter contingency arrangements for health 
and social care.  Relevant services are required to submit proposed additional staffing 
needs alongside the expected impact of the additional staff on managing demand and 
capacity.  
 
Risk Assessment 
Not required 
 
Relevance to Strategic Priorities 
Relevant to maintaining capacity and flow. 
 
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. 
 
Consultation Process 
Not required.  
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Appendix 1 
 

Preparing for Winter 2018/19 
 
There is significant engagement with NHS Boards and Health & Social Care Partnerships 
on the planning and actions that need to be taken to ensure patient safety and early 
improvements in A&E, cancer, mental health, outpatient, inpatient/day case, and delayed 
discharge performance and progress must be maintained over this winter period. 
 
Of particular importance will be the implementation of recommendations set out in the 
public holiday review and the priorities that local systems have identified through their 
review of last winter which are included as an appendix.  Sir Lewis Ritchie’s review 
highlighted that if weekend discharge rates were at the same rate as Monday to Friday 
there would be up to 300 empty beds available on a Monday morning across our 
Scottish Hospitals. I want an assurance from both NHS Chief Executives and Chief 
Officers that the appropriate levels of staffing are in place across the whole system to 
facilitate consistent discharge rates across weekends and holiday periods. This will 
require sufficient senior medical and other clinical staff cover to allow appropriate 
decision making and social work teams to pick up referrals and assessments. This 
should include pharmacist cover to ensure that patient discharge is not delayed due to 
prescription waits. It will also require Health and Social Care Partnerships to incentivise 
independent and voluntary sector providers to arrange immediate packages of care, 
rather than waiting until the end of the period. 
 
I expect Health Board Medical and Nurse Directors to provide an immediate leadership 
steer to staff and set and monitor specific weekend and earlier in the day discharge 
trajectories to secure weekday discharge levels at the weekend by the end of November. 
 
Your Health Board and Integration Joint Board will receive an allocation of £509,419 
which should be specifically targeted to deliver: 

• Demanding local improvement trajectories for weekend discharges rates to be 
agreed by the end of November. 

• Earlier in the day discharges, against local improvement trajectories. 
• Adequate festive staffing cover, across acute, primary and social care 

settings, to ensure that discharges can be maintained at required rates. This 
should include clinical staff, pharmacists, AHPs, auxiliary and domestic staff. 

 
An immediate allocation of 60% of the total will provided to Health Boards in the first 
instance. The remaining 40% will be allocated once satisfactory evidence of planning 
around the above priorities has been provided through your draft winter plans. Final 
allocations are expected to be made no later than the beginning of November. This 
funding is specific to winter and should not be used to off-set spending on day to day 
routine activity. NHS 24 and the Scottish Ambulance Service will also receive an 
allocation of £300,000 each as part of this year’s overall winter funding commitment and 
we expect you to work with them to optimise integrated service provision. 
 
Health Boards will be expected to evidence that System Watch has been used to develop 
detailed demand and capacity projections to inform their planning assumptions. Health 
Boards are expected to have agreements in place with local authorities around gritting and 
other weather related priorities to minimise adverse impact on services. 
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Winter plans should include detailed treatment of the priorities outlined in this letter and 
should demonstrate clear alignment between hospital and social care. Draft plans should 
be lodged with the Scottish Government at Winter_Planning_Team_Mailbox@gov.scot 
by no later than 30 September and final plans published by the end of October. 
 
When final plans are published I expect Health Board Chief Executives, IJB Chief Officers 
and both Chairs to submit a joint letter to Alan Hunter, Director for Health Performance & 
Delivery, confirming that plans have been reviewed and that they are collectively satisfied 
that plans are fit for purpose. 
 
Feedback from local systems suggests that winter planning should focus on the 
additional impacts, challenges and resources that will be required to sustain all year 
round planning arrangements through the winter period. The winter guidance checklist 
which supplements this letter supports the strategic priorities for improvement identified 
by local systems and highlights other areas where additionality should be considered. 
This checklist is not exhaustive and local systems should carefully consider where 
additional resources might be required to meet locally identified risks that might impact on 
service delivery. 
 
The Scottish Government will continue to engage with you over the coming months and 
throughout winter. There will be an opportunity to discuss winter planning at the national 
unscheduled care event on 13th September and at Chair’s and Chief Executive Meetings. 
 
Kind regards 

 
 
 

JEANE FREEMAN 
 
  

mailto:Winter_Planning_Team_Mailbox@gov.scot
mailto:Winter_Planning_Team_Mailbox@gov.scot
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Appendix: Priorities for improvement identified in local reviews of last winter 
 

• Develop effective forecasts for unscheduled and elective winter demand and 
plan capacity accordingly. 

• Ensure rotas over the festive period include continual access to senior 
decision makers who can support rapid assessments to avoid unnecessary 
admission and ensure effective discharge. 

• Develop flexible staffing plans to enable the rapid deployment of surge capacity 
as soon as it is required. 

• Test escalation plans with all partners to respond to variations in predictive 
forecasts on an hourly, daily and weekly basis. 

• Hold meetings (as necessary) with all local partners to consider and act on 
key metrics and analysis. 

• Develop and test robust business continuity management arrangements across 
local health and social care systems. 

• Develop and implement plans to significantly increase staff flu vaccination 
across local health and social care systems. 
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FORTH VALLEY NHS BOARD 
TUESDAY 25 SEPTEMBER 2018  
 
6.2 -   Vaccination Transformation Programme 
Seek Assurance 
 
Executive Sponsor:  Dr Graham Foster, Director of Public Health and Strategic Planning 
 
Authors: Gillian Morton, General Manager; Dr Henry Prempeh, Consultant in Public Health 
Medicine; Joe McGhee, Senior Planning Manager 
 
 
Executive Summary 
A Memorandum of Understanding between Scottish Government, the BMA, NHS Boards 
and Integration Authorities sets out the key developments which every NHS Board and 
Integration Authority  are required to put in place to enable the new GMS Contract to be 
implemented.  Six areas of development have been identified which will help to sustain 
Primary Care Services in the future and enable the GP to take on the role of expert 
generalist. This paper focuses upon the transformation in the way immunisation is provided 
 
The Vaccination Transformation Programme (VTP) was announced in March 2017 to review 
and transform vaccine delivery in light of the increasing complexity of vaccination 
programmes in recent years, and to reflect the changing roles of those, principally GPs, 
tasked historically with delivering vaccinations. Health Boards would now be responsible for 
the delivery of the Vaccination Programme including Children Services (noting that Children 
Services were not in-scope for the IJBs). 
 
The Vaccine Transformation Programme within Forth Valley will be delivered by the Vaccine 
Transformation Program Programme Board VTPPB which will oversee the development and 
implementation of each of the work streams identified above. The VTPPB be chaired by the 
Medical Director (to be confirmed) and will oversee the Immunisation Service Development 
Committee (ISDC) which will deliver and execute the necessary project plans. The ISDC will 
be chaired by the Business Change Manager. The VTP Primary Care Advisory Committee 
chaired by the Assosciate Medical Director Primary Care will provide support and advice to 
the ISDC 
 
Local Goverance Structure 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

NHSFV Corporate 
Management Team 

Primary Care  
Programme Board 

Immunisation Services 
Development Committee 

Vaccination Transformation 
Programme Board 

Workstream Sub-Group 

 
Vaccination Working Group 

Vaccination Transformation 
Programme Primary Care 

Advisory Group 
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Locally the following four  work streams have been included in the scope of the Vaccination 
Transformation Programme (VTP):  
 
• pre-school programme  
• influenza programme  
• at risk and age group programmes (e.g. shingles, pneumococcal, hepatitis B) 
• travel vaccinations and travel health advice  
 
 
In the period to 2021 change will be delivered in a phased way as part of the Primary Care 
Improvement Plan to meet a number of nationally determined outcomes including aligning 
work to other appropriate professionals and away from GPs.  This has already begun in 
many parts of the NHS system across Scotland for childhood immunisation and 
vaccinations.  It is expected that this change will be managed, ensuring a safe and 
sustainable model and delivering the highest levels of immunisation and vaccination uptake. 
However there may be local geographical or other limitations affecting any service redesign, 
as such each Health Board is expected to manage the transformation in a manner that best 
suites the needs of their population. 
 
A Forth Valley Immunisation Team is in place and this team will be extended and enhanced, 
building on existing experience and expertise, whilst transforming how Forth Valley NHS 
provide the programmes over the next three years.  
 
It is important to note that the service delivery model for pre-school immunisations, moving 
from delivery by GP practices to a service model delivered by the Health Board has been 
successfully delivered by several NHS Boards across Scotland.  Learning from the 
experience in Tayside and Lanarkshire will inform the development of the future  Forth 
Valley  model. 
 
Recommendation 
Forth Valley NHS Board is asked to:  

• note progress with intiating the Vaccination Transformation Programme in NHS Forth 
Valley and the key actions and timescales required to deliver the programme from 
2018 to 2021.   

 
Key Issues to be Considered 
Forth Valley has a population of about 300,000, within this population well over 200,000 
vaccinations are delivered each year in two settings, Primary Care or School. The VTP will 
transform how the 150,000 plus vaccines currently given in the Primary Care setting will be 
delivered.  
 
The phased local  implementation plan is summarised in the Forth Valley Primary Care 
Improvement Plan (PCIP) and agreed with the Local Medical Committee, NHS Board Chief 
Exeutive and two Integration Joint Board Chief Officers set out plans to commence travel 
vaccination and pre-school immunisation from January 2019.   
 
Phases  Dates Programme  Extent 
 
Phase 1 

August to 
December 
2018 

Pre-School  Scope suitable locations and 
indentify preferred locations to 
deliver vaccination  
Plan for 1st pilot in a small number 
of clusters 

Travel Finalise hub locations and prepare 
implementation plan  
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Phase 1 January to 
March 2019 

Pre-School Implement 1st pilot and evaluate 
Plan and implement 2nd pilot  

Travel Implement travel vaccination 
programme for Forth Valley in 
hubs, Evaluate and propose any 
further changes required 

 
Phase 2 

April 2019 to 
March 2020 

Pre-School Evaluate pilots and plan the 
implementation of the roll out 
across Forth Valley including the 
scheduling of sessions, staff and 
patients. 
Evaluate roll out and propose any 
further changes required 

Phase 3 April 2020 to 
March 2021 

Adult 
programmes and 
adult seasonal flu 

Prepare implementation plan and 
implement. 
Flu implementation to be in place 
by August 2020 and evaluate by 
March 2021 

 
As part of the VTP new NHS provided immunisation services will be piloted in order to 
identify the most appropriate service delivery model. These test of change models will 
enable NHS Forth Valley to finalise the approach and resources required to ensure a safe 
and sustainable transformation.  This approach will help to ensure that the high 
immunisation rates in Forth Valley are maintained and potentially improved further through 
flexible arrangements and enhanced access.  
 
Through adopting a whole system approach to the coordination and planning of the VTP in 
NHS Forth Valley, allowing for local adaptations, an outline timetable of the workstreams 
over the full 3 years of the VTP was developed. 
 
Phase 1 - At Risk and Age Group programmes - 2018/2019  
 
 Scoping Exercise 

Completion Date  
Date of Expected 
Service Change  

Move From  Move to   RAG 
Status  

Pre- School Programme End  of  January 19 End of March 
2019 

General 
Practice  

Immunisation 
Service  

 

Pregnant women – (Flu) 
 

 End  of October 
2018 

Immunisation 
Service 

Midwfery staff  

Pregnant women – pertussis 
(whooping cough) 
 

End of October 2018  End  of January  
2019 

Immunisation 
Service 

Midwifery staff   

Travel vaccinations and travel health 
advice  
 

End  of January 
2019  

Still in Discussion  General 
Practice 

Immunisation 
Service 

 

 
Financial Implications 
In 2018/19 the costs incurred in implementing the first phase of the Vaccine Transformation 
Programme will be fully met from the Primary Care Improvement Fund allocation, largely due 
to the fact that the lead in time in the recruitment process means that staff will not be in post 
until October 2018 at the earliest.  
 
There is a significant potential underlying recurring financial pressure from 2019-20 onwards 
based on the scale of the recruitment programme required and indicative future funding 
levels over the next 3 years.  Further clarity is required from the Scottish Government 
regarding future financial planning assumptions as this has the potential to impact 
significantly on our ability to make the additional investments in the workforce we have 
identified for years 2 and 3.   
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For the Older Adult and At Risk Flu Programme which will be be taken over by the Health 
Board in 2021, it has been assumed in the Primary Care Improvement Plan that staff will be 
required on a seasonal basis and that this will be supported by the  NHS Forth Valley Staff 
Bank.  
 
Workforce Implications 
An initial workforce plan has been included in the Primary Care Improvement Plan and has 
been fully costed.  However, as the immunisation services are scoped, developed, tested 
and reviewed, the workforce plan will be adapted to align with the service model and overall 
funding package.  
 
There are a number of staff already in post as part of the current schools immunisation 
programme (currently funded from NHS Board funds) 
 
Vaccine Transformation Program Staffing for year 1 of the 3 year programme: See below. 
 All staff required for year 1 have been appointed . 
 
Grade / Post WTE 
Band 7 (Team Leader) 1.0 
Band 6 1.0 
Band 5 5.0 
Band 2 2.0 
Midwife (Band 6) 1.0 

 
It is acknowledged that further expansion of the team in years 2 and 3 will be necessary but 
this will be deterermined as the development work progresses.  A high level summary of the 
additional workforice requirements is estimated in the table below: 
 
Risks and Mitigation 

Risk Potential Impact Mitigating action 
New funding is not agreed by 
the VTPPB from the Primary 
Care Transformation 
Programme  

New service unable to meet 
demands 
 
Immunisations delayed 
 
Reduced herd immunity leading 
to outbreaks 

Risk escalated to the Primary 
Care Program Board 
 
Less efficient affordable models 
developed and implemented 

GP practices begin to disinvest 
in delivery of immunisations in 
anticipation of VTP being 
delivered  

Immunisation delayed 
 
Public confusion regarding 
service delivery 
 
Reduced herd immunity leading 
to outbreaks 

Reiterate communication from 
BMA and Scottish Government 
(March 2018) that GP practices 
remain responsible until 
arrangements are in place to 
facilitate the safe transition of 
responsibility for delivery to 
Health Boards 

Delays in achieving necessary 
full complement of staff. 

Delay to removing responsibility 
for delivery from GP practices 

Acknowledge current 
recruitment timescales, 

£ WTE £ WTE £ WTE £ WTE
Programme Management & Admin Support £51,461 2.50 £77,695 2.50 £80,026 2.50 £80,026 2.50
Nursing staff £167,756 8.00 £538,461 13.00 £801,199 26.00* £801,199 26.00*
Non-pay costs (incl travel and training costs) £24,500 £19,500 £19,500 £19,500

£243,717 10.50 £635,656 15.50 £900,725 28.50 £900,725 28.50

2018-19 2019-20 2020-21 2021-22Vaccine Transformation Programme

*Note that this is comprised of 17 WTE permanent staff and 9 WTE bank staff in respect of the f lu campaign
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who currently remain 
responsible. 
 
This could lead to inequalities of 
delivery, particularly around 
remote/rural areas 

approximately 20 weeks, and 
utilize bank staff as potential 
short-term solutions. 
Develop contingency interim 
models 

Limited staff accommodation. Delay in recruiting full 
complement of staff required to 
deliver programme. 
Delay to removing responsibility 
for delivery from GP practices 

Identify multiple suitable sites 
across all three localities, each 
with extra capacity to allow 
flexibility. Host staff in W&C 
until alternative accommodation 
identified 

Timescale – the timescale to 
deliver this ambitious change 
and improvement programme 
is short. 

The FV VTP may not be in 
place at the end of 3 years. 
Delay to removing responsibility 
for delivery from GP practices 

It is anticipated that the service 
improvement programme will 
then continue through 2021 and 
beyond 

Unable to identify NHS owned 
premises to hold community 
clinics. 

Clinics not ideally located 
 
Restricted access to clinics. 
Poor uptake leading to 
reduction in herd immunity 
leading to outbreaks 

Identify alternative premises 
owned by GPs or Council in 
ideal locations. 

Changes to the new service 
are not well communicated 

Poor uptake leading to 
reduction in herd immunity 
leading to outbreaks 

National engagement template 
and local communication plan to 
be developed  

There is a risk that the public 
will be unhappy  

 

This could lead to false 
expectations or dissatisfaction 
with the anticipated business 
benefits, and result in 
resistance to the change which 
could be detrimental to the 
programme 

 

Communications sub group to 
develop engagement plan using 
national template 

The current IT system (SIRS) 
may not cope with the new 
more complex service models 

This would compromise the 
setting up and delivery of the 
service 

This will impact the VTP's ability 
to correctly measure uptake and 
ensure a high quality service is 
being delivered to patients 

Following a review of systems 
in more advanced Boards, a 
local stand alone data pathway 
to be developed using available 
technology and expertise  

 
Planning Assumptions  
The following planning assumptions have been made: 
• The additional necessary funding required will be agreed and approved by the VTPPB 

from the wider Primary Care Transformation Programme resources 
• All  accommodation requirements for staff and community immunisation clinics will be 

met 
• A suitably trained and competent workforce will deliver the immunisation programmes 
• Adequate supply and logistic requirements will be put in place to support safe delivery of 

the programme 
 

The implementation of the recommended solution is dependent on the above assumptions.  
Implementation will follow an iterative process, with staffing levels, immunisation uptake 
rates and patient experience reviewed and evaluated on an ongoing basis.   
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Relevance to Strategic Priorities 
In order to implement successfully a sustainable service structure that facilitates the safe 
and efficient move of responsibility from delivering immunisations by GPs and their teams to 
NHS Forth Valley, it is essential to engage with and involve a wide range of stakeholders.  
 
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. 
 
Consultation Process 
Initial preplanning work for the VTP was undertaken by a high level workgroup composed of 
the Deputy Medical Director, Women and Children Service Manager and the Business 
Change Manager. The workgroup was supported by the VTP Primary Care Advisory Group. 
The initiation document scoping the services included in the VTP was completed and signed 
off by this workgroup. The roles, and remits of the ISDC and the VTPPB were also 
developed and the relevant stakeholders identified and informed. The ISDC will meet again 
later in September. 
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FORTH VALLEY NHS BOARD 
TUESDAY 25 SEPTEMBER 2018  
 
7.1   Executive Performance Report 
Seek Assurance 
 
Executive Sponsor: Cathie Cowan, Chief Executive 
 
Author: Kerry Mackenzie, Head of Performance 
 
 
Executive Summary 
The Executive Performance Report presented to the NHS Board in support of ensuring 
transparency in terms of overall performance against key measures.  
 
Recommendation:     
The Forth Valley NHS Board is asked to: - 

• Note the current key performance issues and actions 
• Note the detail within the balanced scorecard 

 
Key Issues to be Considered:     
Detailed within the paper at section 2 Key Performance Issues 
 
Financial Implications 
Any relevant financial implication will be discussed within the Finance Report  
 
Workforce Implications 
Any workforce implications will be highlighted and progressed appropriately if required 
 
Risk Assessment 
Key risks are highlighted within the appropriate level of Risk Register 
 
Relevance to Strategic Priorities 
The Scottish Government requested a focus in 201/19 on performance, finance and workforce, 
concentrating on the key standards that are most important to patients. These standards are 62-
day Cancer Wait, 31-day Cancer Wait, Outpatients, Diagnostics, Treatment Time Guarantee, Child 
& Adolescent Mental Health Services, Psychological Therapies and Accident & Emergency 
Waiting Times. The Report considers performance across these standards along with other 
significant aspects of performance.  
 
Equality Declaration 
The author can confirm that due regard has been given to the Equality Act 2010 and compliance 
with the three aims of the Equality Duty as part of the decision making process. 
 
Further to an evaluation it is noted that:   

• Paper is not relevant to Equality and Diversity 
 
Consultation Process 
Key directorate personnel and Head of Patient Access 
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1. Summary of Performance 
 
At a Glance Performance Summary  

TRIPLE AIM QUALITY 
DIMENSIONS RED AMBER GREEN GREY TOTAL 

Better Care  
Timely 6 2 6 3 17 
Safe 1 0 13 4 18 

Better Health  
Person Centred 2 7 6 2 17 
Equitable 0 1 5 3 9 

Better Value Effective & Efficient 2 4 3 1 10 
 TOTAL 11 14 33 13 71 

 
Of the 58 measurable targets with a RAG status within the Balanced Scorecard, 33 are currently 
Green, 14 are Amber, and 11 areas are detailed as Red. A further 13 measures are Grey.  
 

 
2. Key Performance Issues 
 

• 62-day cancer target 
95% of patients urgently referred with a suspicion of cancer should be treated within 62 days or less. 
The July 2018 position is 83.6% of patients urgently referred with a suspicion of cancer were treated 
within 62 days or less. This is an 8.2% improvement in performance from the position in June of 
75.4%. There remain a number of on-going challenges which make the position vulnerable.  
 
The published position for the quarter ending March 2018 is highlighted as 79.9%, a deterioration 
from the reported figure of 85.0% for the quarter ending December 2017. Publication of the figures for 
the quarter ending June 2018 is anticipated on 25 September. 

 
• 12 week outpatient wait 

No patient should wait longer than 12 weeks from referral to a first outpatient appointment with the 
position at the end of August 2018, 3890 patients exceeding the standard. 76.4% of outpatients were 
waiting less than 12 weeks at the end of August 2018 against a 95% target. 

 
• 12 week Treatment Time Guarantee 

100% of eligible patients will start to receive their day case or inpatient treatment within 12 weeks of 
the agreement to treat. At the end of August 2018, 1204 patients were waiting longer than 12 weeks. 
1199 patients waited longer than 12 weeks in the quarter ending June 2018; an increase from the 
previous quarter. 353 patients that completed their treatment waited beyond the 12 week TTG in 
August.  

 
• Access to Psychological Therapies  

90% target in respect of 18 weeks referral to treatment for Psychological Therapies. A downward or 
deteriorating trend is noted across the period August 2017 to August 2018. During August 2018, 35% 
of patients were treated within 18 weeks of referral. This is a deterioration of 20.4% from the position 
in August 2017 of 55.4%.  

 
• Child & Adolescent Mental Health Services 

90% target in respect of 18 weeks referral to treatment for Child & Adolescent Mental Health 
Services. During August 2018 compliance with the 18 Week Referral to Treatment target in respect of 
Child & Adolescent Mental Health Services was 58.2%. The August 2018 position is better than 
56.6% noted in August 2017 and better than the expected position.  

 
• A&E 4 hour wait 

95% of patients should wait less than 4 hours from arrival to admission, discharge or transfer for 
accident and emergency treatment. Overall compliance for August 2018 was 84.5%; MIU 99.9%, ED 
79.6%. A total of 1124 patients waited longer than the 4 hour target, with 44 waits longer than eight 
hours and 9 longer than 12 hours.  
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• Sickness Absence 

The target is to reduce sickness absence to 4% or less. The July 2018 sickness absence position is 
reported as 5.43%; a slight improvement from 5.53% in June. The 12 month rolling average for the 
period August 2017 to July 2018 show that NHS Forth Valley remains behind the Scottish average; 
Forth Valley 5.69%, Scotland 5.43%.  

  
• Stroke Care Bundle: Swallow Screening  

100% of patients should receive swallow screening within 4 hours of arrival at hospital. In July 2018, 
87.5% of patients received swallow screening within the standard. Despite an overall improving trend 
July 2017 to July 2018, the status remains red with 4 fails against the standard in July.  

 
• Complaints reduction 

Work is on-going within NHS Forth Valley towards reducing the number of complaints received. In 
July 2018 a total of 109 complaints were received; 62 excluding prisons and 47 prison complaints. In 
the financial year to date July 2018 compared with 2017, there is an overall 1.5% increase in 
complaints across Forth Valley. 

 
• Delayed Discharges 

No patient should be waiting more than 14 days to be discharged from hospital into a more 
appropriate care setting, once treatment is complete. The August 2018 position for delays over 14 
days is 35 against a zero standard. Inclusion of waits less than 2 weeks plus 23 code 9 exemptions 
brings the total delays to 95 at the census. 
 
The number of bed days occupied by delayed discharges at the August census was 1628. The 
previously reported decreasing or improving trend has flattened out September to August 2017/18 
compared with 2016/17 with a 0.5% reduction in the average number of occupied bed days. There is 
an average of 1,232 bed days occupied at the monthly census over the time period 

 
 

3. Key Performance Highlights 
 

The main focus of the report is on areas highlighted as Red within the balanced scorecard however 
there are 33 measures highlighted as Green and 14 Amber. A number of these measures are 
continually achieving or exceeding targets with examples noted below. 
 

• Diagnostic 42 Day Wait 
The target is that the maximum wait from referral to reporting of results should not be more than 42 
days. At the end of August 2018 the total number of patients waiting over 42 days was 27; all of which 
were within endoscopy.  

 
• In vitro fertilisation (IVF) 

The target is that all eligible patients commence IVF treatment within 12 months. This is a 90% target. 
In August 2018, no one in Forth Valley who met the eligibility criteria was waiting over 12 months. 
This target has consistently been met.  
 

• Clostridium difficile infections (CDI) 
The target is that the rate of Clostridium difficile infections in patients aged 15 & over is 0.25 cases or 
less per 1000 total occupied bed days. In August 2018 the rate of Clostridium Difficile Infections was 
0.2 per 1000 total occupied bed days with the 12 month rolling average is 0.1 per 1000 total occupied 
bed days against a standard of 0.25.  

 
• Clinical Quality Indicators 

The measure is that 95% reliability should be achieved in respect of processes relating to Falls, 
Nutrition and Pressure Area Care. 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 
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improvement rather than a measure of performance. They are currently process indicators, which 
measure aspects of nursing care such as assessment and interventions. The July 2018 position is 
highlighted as Falls 97.6%, Pressure Area Care 95.5% and Food, Fluid and Nutrition 95.5%.  
  

• Smoking Cessation  
The target is to sustain and embed successful smoking quits, at 12 weeks post quit, in the 40% most 
deprived Scottish Index of Multiple Deprivation (SIMD) areas. The full year target for NHS Forth 
Valley for 2017/18 was 319 successful 12 week quits in the 40% most deprived SIMD areas. Data 
highlights that the target for Forth Valley was exceeded with a provisional position of 435 quits. 
Figures for 2017/18 will be published in October.  
  
Into 2018/19, the target remains 319, 12 week quits with the position to the end of August, 74 quits 
against a quarterly trajectory of 97. The data for this quarter will be complete in October 2018. 

 
• New Outpatient appointment ‘Did Not Attend’ rates (DNA) 

The locally agreed target is to remain below the Scotland position which currently stands at 9.2%. 
The August DNA rate in respect of new outpatient appointments in NHS Forth valley is 6.4%. 
Variability does however remain across specialties.  

 
 

4. Introduction 
 
The overall approach to performance within NHS Forth Valley continues to underline the principle that 
performance management is integral to the delivery of quality improvement and core to sound 
management, governance and accountability. The Executive Performance Report presented to the 
NHS Board in support of ensuring transparency in terms of overall performance against key 
measures.  

 
During 2018/19, the Scottish Government will be reviewing the Local Delivery Plan Standards, with 
the Annual Operational Plan replacing the Local Delivery Plan. The Executive Performance Report will 
consider ‘Our Annual Delivery Plan - 2018/2019’, which focuses on Improving Health, Improving Care, 
Working in Partnership, Workforce Development and Service & Financial Sustainability. This is set 
within the wider context of NHS Forth Valley’s Healthcare Strategy – ‘Shaping the Future’, Regional 
Planning and the Health and Social Care Delivery Plan.  
 
The Scottish Government has indicated that NHS Boards are expected to focus on the eight key 
standards that are most important to patients. These are: 
 

• 62-day Cancer Wait 
• 31-day Cancer Wait 
• Outpatients 
• Diagnostics 
• Treatment Time Guarantee  
• Child & Adolescent Mental Health Services 
• Psychological Therapies 
• Accident & Emergency Waiting Times 

 
It is expected that NHS Forth Valley will achieve as a minimum the March 2017 outturn position by 
March 2019.  

 
 
5. Format and Structure  

 
Following changes in the Core Performance Report format presented to the Performance & 
Resources Committee a similar format is being presented to the Board to support focus on current 
key performance issues and actions 
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The report draws on a basic balanced scorecard approach and focuses on the Institute for Healthcare 
Improvement’s Triple Aim framework: Better Care, Better Health and Better Value. Performance 
indicators are based on, and considered across, the Institute of Medicine's six dimensions of quality. 
The eight key standards all sit under the Timely section, within the Better Care dimension of Triple 
Aim. 

 

 
 

The Balanced Scorecard has been designed to provide a comprehensive ‘at a glance’ view of 
measures against associated targets, with a comparison from the previous year, direction of travel 
and RAG status. There is a focus on exception reporting with measures highlighted as Red within the 
scorecard discussed.  
 
The indicators are made up of:  
 

• Scottish Government Indicators - Delivery Plan 
• Local Key Performance Indicators (LKPI)  
• National requirements 
 

Performance reporting is by exception with measures rated as Red discussed in detail. A full review 
of issues and actions was carried prior to the Performance & Resources Committee in August and is 
reflected in this report. This will be undertaken every two months. 

 
Outlined below is the key to the scorecard. For most of the indicators with an adverse variance of 
more than 5% there is an accompanying exceptions report discussion the position and identifying 
actions in place to address performance.  
 

 
Key To Abbreviations Key to Performance Status Direction of travel relates to 

previously reported position 
SG Scottish Government 

Indicator – Delivery Plan 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 Meeting or exceeding trajectory  Deterioration in period 

  GREY No trajectory to measure 
performance against ▬ No comparative data 

 
Note:  Not all measures are updated in-month depending on the reporting period and data timing. 
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6. Balanced Scorecard 
 
Better Care: Improving the patient experience of care, including quality and satisfaction 
 
Timely 

 
 
Safe 

 

Ref Type As at Target 2018/19 2017/18 Scotland Status Direction 
of travel 

Exception 
Report 

1 SG
July 95% 84.8% 81.5% 82.7% Red ▲ Page 10
July 95% 97.6% 96.2% 94.3% Green ▲ -

2 SG Page 12
August 0 3890 3868 - Red ▼ -
August 95% 76.4% 75.5% 75% - ▲ -

LKPI -
July Reduction 10245 6709 - Grey ▼ -
July Reduction 124 98 - - ▼ -

3 SG
August 0 0 0 - Green ◄► -
August 0 27 12 - Amber ▼ -

4 LKPI -
August Reduction 553 148 - Grey ▼ -
August Reduction 454 147 - - ▼ -
August Reduction 99 1 - - ▼ -
August Reduction 0 0 - - ◄► -

5 SG Page 14
August 0 353 295 - Red ▼ -
August 100% 58% 68% 75% - ▼ -
August 0 1204 914 - - ▼ -

6 SG
August 90% 35.0% 55.4% 75.9% Red ▼ Page 16
August 90% 58.2% 56.6% 67.3% Red ▲ Page 18 

7 SG Page 20
August 95% 79.6% 91.7% 91.8% Red ▼ -
August 95% 84.5% 93.6% 93.0% - ▼ -

8 SG July 90% 86.4% 86.8% 83.0% Amber ▼ -
9 NR

August Monitor 1.4% 1.4% 2.2% Green ◄► -
August Monitor 6.1% 5.9% 8.6% Green ▼ -

10 LKPI
July 95% 99.1% 96.9% 93.5% Green ▲ -
July 95% 100% 98.6% 99.7% - ▲ -

11 LKPI August 90% 100% 100% 100% Green ◄► -
12 LKPI August Reduction 819 211 - Grey ▼ -

Timely

Measure

Cancer
Cancer 62 day target
Cancer 31 day target

12 Week Outpatient wait  
Number w aiting over 12 w eeks 

Percentage w aiting less than 12 w eeks
Return Outpatient Waits

Number w aiting longer than clinical review  date  
Longest overdue w ait (w eeks)

Diagnostic 42 day wait  
Number w aiting beyond 42 days - Imaging

Number w aiting beyond 42 days - Endoscopy
Endoscopy Surveillance

Total number w aiting beyond surveillance date
Number w aiting up to 12 w eeks beyond surveillance date

Number w aiting up to 12 - 26 w eeks beyond surveillance date
Number w aiting over 26 w eeks beyond surveillance date

12 Week Treatment Time Guarantee
Number >12 w eeks - Completed Waits 

% Compliance w ith 12 w eek TTG Standard 
Number >12 w eeks - Ongoing Waits 

Mental Health
Psychological Therapies  

Access to child & adolescent mental health services

Emergency Department 
NHS Forth Valley Overall

18 week Referral to Treatment
Unavailability

Outpatient
Inpatient 

Access to drug & alcohol treatment
Alcohol & Drug partnership (ADP)

Prisons
IVF Treatment w ithin 12 months
MSK waits - number over 12 w eeks

Ref Type As at Target 2018/19 2017/18 Scotland Status Direction 
of travel 

Exception 
Report 

13 NR Mar 10% Reduction 11.8% 13.2% 9.2% Green ▼ -

14 LKPI August 0.24 0.33 0.36 - Red ▲ -
August 0.24 0.3 0.4 - - ▲ -
August Reduction 7 10 - - ▲ -

16 LKPI
15 August 0.25 0.1 0.2 - Green ▲ -

August 0.25 0.2 0.4 - - ▲ -
August Reduction 5 9 - - ▲ -

16 LKPI August 95% 99% 100% - Green ◄► -
17 NR

August 95% 100% 100% - Green ◄► -
June 4 per month 1 2 - Green ▼ -

November 95% 100% 100% - Green ◄► -
June 95% 99.5% 100.0% - Green ◄► -
Jan 95% 100% 100% - Green ◄► -
June 95% 100% 100% - Green ◄► -
June 95% 95.8% 95.0% - Green ◄► -
June 95% 100% 100% - Green ◄► -
Apr 95% 100% 91% - Green ▲ -
June 95% 100% 100% - Green ◄► -

18 LKPI
August Reduction 22 22 - Grey ◄► -
August Reduction 35 44 - Grey ▲ -
August Reduction 50 69 - Grey ▲ -
August Reduction 114 135 - Grey ▲ -

Safe 

Measure

Hospital standardised mortality ratio
Staphylococcus Aureus Bacteraemia (SABs)

 SABs rate per 1000 Acute occupied bed days - rolling average
 SABs rate per 1000 Acute occupied bed days - monthly

 Number of SABs in month
Clostridium Difficile Infections (CDIs) 

CDI rate per 1000 total occupied bed days - rolling average
CDI rate per 1000 total occupied bed days - monthly

 Number of CDIs in month
Community Hospital Hand Hygiene
10 Patient Safety Essentials

Acute Hospital Hand Hygiene
Patient Safety Walkrounds

Communications: Surgical Brief and Pause
Communications: General Ward Safety Brief

Intensive Care Unit (ICU) Daily Goals
Ventilator Associated Pneumonia Bundle

Early Warning Scoring
Central Venous Catheter Insertion Bundle

Central Venous Catheter Maintenance Bundle
Peripheral Venous Catheter Maintenance Bundle

Readmissions
Number of Surgical Readmissions w ithin 7 Days

Number of Surgical Readmissions w ithin 28 Days
Number of Medical Readmissions w ithin 7 Days

Number of Medical Readmissions w ithin 28 Days
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Better Health: Improving the health of populations 
 
Person Centred  

 
 
Equitable 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Ref Type As at Target 2018/19 2017/18 Scotland Status Direction 
of travel 

Exception 
Report 

19 LKPI
August 95% 97.6% 98.0% - Green ▲ -
August 95% 95.5% 96.0% - Green ▼ -
August 95% 95.5% 96.0% - Green ▲ -

20 LKPI Page 22
July 4% 5.43% 4.97% 5.15% Red ▼ -
July Reduction 1.54% 1.69% - Grey ▲ -
July Reduction 3.65% 3.10% - Grey ▼ -

21 NR July 80% 71.9% 80.4% 71.0% Amber ▼ Page 24
July 90% 88.9% 95.3% 82.0% Amber ▼ -
July 100% 87.5% 84.8% 75.0% Red ▲ -
July 95% 90.5% 100% 91.0% Amber ▼ -
July 95% 90.6% 93.5% 93.0% Amber ▼ -

22 LKPI Page 26
July 80% 87.2% 81.3% 72% Green ▲ -
July 80% 79.0% 71.2% - Green ▲ -
July 80% 97.9% 95.7% - Green ▲ -
July 20% 1.5% 29.8% - Amber ▲ -
July 20% 5.0% 52.2% - Amber ▲ -
July 20% -3.8% 5.9% - Amber ▲ -

Person Centred

Measure

Clinical quality indicators
Falls

Pressure Area Care
Food, Fluid and Nutrition

Attendance Management
Sickness Absence Rate                                                        

Short Term
Long Term

Stroke Care Bundle 
Admission to stroke unit

                       Sw allow  Screening
Aspirin administration

Brain scan w ithin 24 hours 
Complaints

Forth Valley Response rate w ithin 20 days
Forth Valley (excl. Prisons) Response rate w ithin 20 days

Prison response rate w ithin 20 days
Forth Valley - Reduction in complaints

Forth Valley (excl. Prisons) - Reduction in complaints
Prisons - Reduction in complaints

Ref Type As at Target 2018/19 2017/18 Scotland Status Direction 
of travel 

Exception 
Report 

23 LKPI Dec Reduction 16.2 14.8 13.5 Green ▼ -
24 LDP August 319 74 435 full year - Green ▲ -
25 LDP June 3410 940 1950 - Green ▼ -
26 LKPI Jan 100% 100% 100% - Green ◄► -
27 LKPI

2016/17 Increase 14,505 13,999 - Grey ▲ -
Mar-18 50 qtr by 2020 70 36 - Grey ▼ -
2016/17 <2% by 2020 6.8% 8.2% 7.3% Grey ▲ -

28 LDP July 80% 87.7% 92.8% - Green ▼ -
29 LDP Dec Increase 29.20% 26.2% 25.3% Amber ▲ -

Equitable 

Measure

Suicide rate per 100,000 population 
Smoking cessation - 12 w eek quits (data complete 24 July)                                                 
Alcohol brief intervention                                             
Child Healthy Weight Programme Delivery
Child Dental Health 

Number of Fluoride Varnish Applications - 3-4 yrs old
Number of General Anaesthetic for Extractions

Number of children National Dental Inspection Programme -A Letter 
Access to Antenatal Care by 12 Weeks 
Early diagnosis & treatment in first stage of cancer 
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Better Value:  Reducing the per capita cost of health care 
 
Efficient and Effective  

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Ref Type As at Target 2018/19 2017/18 Scotland Status Direction 
of travel 

Exception 
Report 

30 LKPI
August Breakeven -£0.978m -£2.143m - Amber ▲ Agenda Item 8.1

31 LKPI May < Scotland £206.73 £204.36 £209.68 Green ▼ -
32 LKPI Page 29

August 0 35 37 - Red ▼ -
August Reduction 72 64 - Grey ▲ -
August Reduction 1628 1699 - Red ▲ -

33 LKPI August Reduction 1803 1829 2187 Amber ▲ -
34 LKPI July Reduction 5,473 8202 - Amber ▲ -
35 LKPI July Increase 15,752 15,152 - Green ▲ -
36 LKPI August < Scotland 6.4% 6.3% 9.2% Green ▼ -
37 LKPI July Reduction 4,422 4,711 - Amber ▲ -

Effective and Efficient

Measure

Finance
YTD Revenue position

Reduction in Primary Care Prescribing cost per patient
Delayed Discharge 

Delayed discharge >14 days - No of Patients 
Delayed discharge >72 hours - No of Patients

Bed days lost due to delayed discharge
A&E attendance per 100,000 of population 
Long Term Conditions - number of bad days for
Anticipatory Care Plans - no of patients w ith
Outpatient 'Did Not Attends' DNA
Emergency Bed Days Patients 75+ rate per 1,000 population 
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PERFORMANCE EXCEPTION REPORTS 
 
(For those measures rated as Red) 
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Ref No: 1 Cancer 62-day target: 
Proportion of patients urgently referred with a suspicion of cancer treated within 62 
days or less -  95% target  

Measure 

Current 
Performance  

84.8% of patients urgently referred with a suspicion of cancer were treated within 62 
days or less in July 2018 

Scotland 
Performance 

82.7% of patients urgently referred with a suspicion of cancer were treated within 62 
days or less in May 2018 

Lead Mr David McPherson, General Manager 

Supporting Graph 

 

 
 
Commentary 
 
For NHS Forth Valley the recently published quarterly position to March 2018 highlights that 79.7% of 
patients with a suspicion of cancer were treated within 62 days with the Scotland position noted as 
85.0%. Publication of the position for the quarter ending June 2018 is anticipated on 25 September 
2018. 
 
The July 2018 monthly position in respect of the 62-day cancer target is that 84.8% of patients urgently 
referred with a suspicion of cancer were treated within 62 days or less. This is an 8.2% improvement 
from June 2018. The percentage compliance for Scotland was 82.7% in July. 
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GRAPH 1: Forth Valley 62-day Cancer Standard
Quarterly Position

62 day position Target
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GRAPH 2: Forth Valley 62-day Cancer standard 
July 2017 - July 2018

62-day position Target
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Currently the number of patients being tracked on the 62 day pathway is between 1800 and 1900. This 
increasing number is indicative of patients remaining on the pathways for a longer period of time, 
primarily due to the delays in the front end of the pathway e.g. 4-5 weeks for colonoscopy, 3 weeks for 
MRI/CT and 6-7 weeks for photo-triage. It should be noted that the number of confirmed cancer cases 
has remained relatively stable. 
  
The specialty breakdown in July highlights performance in Colorectal/Screening 60%, Melanoma 
improved to 75% and Ovarian to 100%. Upper GI reduced to 85.7% in month (again please note overall 
numbers are small which can skew the figures). 
 
In terms of the 31-day target, the position for July 2018 is that 97.6% of patients were treated within 31 
days of decision to treat with the Scotland comparison in July, 94.3%. 
 
 
Key issues and actions to address performance  
 
Colorectal: Key issues relate to the increase request for screening Colonoscopies, noted thus far as an 
increase of 74.1% for the first 7 months of 2018 in comparison to the same time period last year. This is 
due to the introduction of the Quantitative faecal immunochemical test (qFIT).   
 
Urology: Wait for uro-oncology remains lengthy. This has been escalated to Senior Management to 
support further discussions. 
 
Next steps:  
Locally we are working closely with all the teams to make improvements, indicated in the last report.  In 
addition to this we need to continue to work with clinicians and senior management to discuss ways to 
improve access earlier to both OPD and diagnostics. 
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Ref No: 2 12 week outpatient waits: 
• The number of patients waiting longer than 12 weeks from referral to a first 

outpatient appointment  
• The percentage of patients waiting less than 12 weeks from referral to a first 

outpatient appointment – 95% minimum standard with a stretch aim of 100%. 

Measure 

Current 
Performance  

• 3890 patients were waiting longer than 12 weeks at the end of August 2018 
• 76.4% of patients were waiting less than 12 weeks at the end of August 2018 

Scotland 
Performance 

75.0% of patients across Scotland were waiting less than 12 weeks at June 2018 

Lead Mr David McPherson, General Manager 

Supporting Graphs 

 

 
 
Commentary 
 
The target is that 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 August 2018 the total number of patients waiting for an outpatient appointment that 
exceeded the 12 week waiting time standard was 3890. This is an increase or worsening position from 
August 2017 with 22 more patients waiting beyond 12 weeks. 
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GRAPH 3: Outpatient Waits_Number over 12 weeks 
August 2017 to August 2018

Number over 12 weeks Target: March 2017 position
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The number of patients waiting over 16 weeks was 2041 at the end of August 2018, an increase of 499 
from 1542 in July 2018 however less than the August 2017 position of 2432. 
 
76.4% of outpatients were waiting less than 12 weeks at the end of August 2018, better than the June 
2017 position of 75.5%. The Scotland position is highlighted as 75%. 
 
Outpatient unavailability within Forth Valley is 1.4% of the total waiting list in August 2018, with the 
Scotland position 2.2%. 
 
Outpatient DNA rate for new patients within Forth Valley is 6.4% and 7.2% for return patients. This 
compares well against the 9.2% NHS Scotland DNA rate for new patients. There is no DNA rate 
published for return patients on a national basis.   
 
 
Key issues and actions to address performance  
 

• It is expected that NHS Forth Valley will achieve as a minimum the March 2017 outturn position 
by March 2019. The outturn position at March 2017 was 2567 patients waiting longer than 12 
weeks with 82.9% of patients waiting less than 12 weeks.  
 

• The main challenges in terms of numbers over 12 weeks are within the specialties of 
Orthopaedics 811, Dermatology 625, General Surgery 555, Pain Management 312, Urology 296 
and Neurology 295. 

 
• There are recurrent capacity deficits within many of the specialties. Some investment has been 

made to reduce the capacity gap but further measures and possibly investment is required to 
reduce this capacity gap and make the services sustainable. At this point in time, to recover the 
March 2017 position, the Board would require 85 additional clinics. 
 

• A number of additional clinics, using in house and private sector service, are being implemented 
to support services with capacity deficits  

 
• Service teams review clinic utilisation on a daily basis and the waiting times group reviews clinic 

utilisation weekly. Any anomalies for prospective booking are highlighted and actions taken to 
improve the clinic utilisation. Date order appointing rules are being enforced and any constraints 
to this practice reviewed and mitigated. The percentage of patients appointed in date order is 
being measured at service level. 

 
• Capacity lost by patients failing to attend (DNA) is being reduced by the use of the of patient 

reminder service. 
 

• Validation of the Inpatient, new and return outpatient waiting lists will be undertaken by an 
automatic process using the technology of the patient reminder service. This process will involve 
sending long-waiting patients, who do not have an appointment date, a voice message to 
determine whether they still require their appointment. The patients that respond saying they do 
not need the appointment will be added to a report that goes to the specialty management team 
for review. This measure of improving communication with patients is considered good practice 
in waiting list management.   

 
• The EPQi team is working with an increasing number of specialties to deliver improvements and 

to promote innovation in outpatients supported by the National Modernising Outpatient 
Programme.  There are three transformation areas: 

 
o Prevent unwarranted attendance / admission / referral 
o Optimise what should be done inside hospital only  
o Prevent delay and create community capacity.  
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Ref No: 5 12 week Treatment Time Guarantee: 
The number of eligible patients who start to receive their day case or inpatient 
treatment within 12 weeks of the agreement to treat. 

Measure 

Current 
Performance  

• 1199 patients waited longer than 12 weeks from April to June 2018 – 56% 
compliance.  

• 353 patients waited longer than 12 weeks in August 2018 – 58%. 
Scotland 
Performance 

18,338 patients waited longer than 12 weeks in the period April to June 2018 – 
74.6% compliance. 

Lead Mr David McPherson, General Manager 

Supporting Graphs 

 

 
 
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. 
 
In the quarter April to June 2018, 1199 patients waited longer than the 12 week Treatment Time 
Guarantee; 56% compliance against the target. This is an increase of 89 patients from the previous 
quarterly position of 1,110 patients with 56% compliance against the target. The Scotland compliance is 
noted as 75%. Graph 5 highlights an increasing trend in terms of the number of patients that waited 
beyond the 12 week guarantee for treatment. 
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GRAPH 5: TTG_Number over 12 weeks - completed waits
Quarterly Position 
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In respect of on-going waits, there were 1,204 patients waiting longer than 12 weeks at the end of 
August; an increase from 1,166 in July. Graph 6 highlights the increasing trend in terms of the number 
of patients with an on-going wait over 12 weeks with an average of 1,111 patients waiting beyond the 
standard over the time period. Of note is a 32% increase in the number of patients with an on-going 
wait August 2017 to August 2018. 
 
NHS Forth Valley inpatient unavailability has decreased to 6.1% of the total waiting list size in August 
with the Scotland position noted as 8.6%.  
 
 
Key issues and actions to address performance  
 

• It is expected that NHS Forth Valley will achieve as a minimum the March 2017 outturn position 
by March 2019. The outturn position at March 2017 was 465 patients waiting longer than 12 
weeks. 

 
• The main challenges in terms of numbers over 12 weeks are within the specialties of 

Orthopaedics 565, General Surgery 286, ENT 190, Vascular Surgery 89 and Ophthalmology 61. 
The ENT and Vascular Surgery numbers waiting longer than the guarantee is related to 
vacancies and long -term unplanned leave affecting the service’s capacity. 

 
• There is a significant capacity deficit within TTG specialties. In terms of recovery plans NHS 

Forth Valley would require circa 235 in house additional theatre sessions to recover the March 
2017 position. This additionality cannot be generated in house and would require significant 
investment.  
 

• Additional theatre sessions using in house and private sector providers is ongoing.   
 

• Validation of the long waiting patients will be undertaken by an automatic process using the 
technology of the patient reminder service.  

 
• Service teams in liaison with EPQI team are working on improving theatre efficiencies including 

reducing late starts, early finishes, Utilisation, booking in date order and cancellations.  
 

o Date order appointing rules are being enforced and any constraints to this practice 
reviewed and mitigated. The percentage of patients appointed in date order is being 
measured at service level. 

o Rolling out the patient appointment reminder system to inpatient treatments is being 
considered. 

 
• The ENT and Vascular Surgery numbers waiting longer than the guarantee is related to 

vacancies and long -term unplanned leave affecting the service’s capacity. 
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Ref No: 6 Mental Health – Psychological Therapies: 
Delivery of 18 weeks referral to treatment for Psychological Therapies - 90% target Measure 

Current 
Performance  

35% of patients were treated with 18 weeks of referral in August 2018 

Scotland 
Performance 

75.9% of patients were treated with 18 weeks of referral in May 2018 

Lead Mrs Gillian Morton, General Manager 

Supporting Graphs 

 
 
Commentary 
 
Graph 7 highlights the fluctuating position and downward trend over the period August 2017 to August 
2018 in respect of access to psychological therapies. During August 2018, 35% of patients were treated 
within 18 weeks of referral; this is a deterioration of 20.4% from the position in August 2017 of 55.4%.  
 
The position across Scotland in May 2018 is that 75.9% of patients were treated within 18 weeks of 
referral.  
 
 
Key issues and actions to address performance  
 

• Referral rates have increased significantly (26%), from an average of 375 a month in 2015 to an 
average of 473 a month for the first 6 months of 2018. 
 

• Service improvement work has ensured that only those people who are likely to benefit from a 
high intensity, evidence based psychological intervention are seen by the service. While this has 
improved the matched care provided, it has resulted in a higher proportion of more complex 
presentations being seen, and therefore increased the average length of intervention. In 
common with other mental health services, the complexity of referrals into the service is also 
increasing.  Work is ongoing to quantify the impact of this on service capacity for new referrals.   

 
• There have been issues with staffing as a result of long term sickness, maternity leave, internal 

recruitment and vacancies being hard to fill. Clinical capacity has been reduced by up to 15% at 
some points as a result of this. However the position is improving and will continue to do so over 
the coming months. 
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GRAPH 7: Access to Psychological Therapies
August 2017 - August 2018

% seen within 18 weeks target
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• Work continues in respect of maximising capacity within the service and the options available 

through differing staffing configuration and reviewing skill mix. It has however been extremely 
difficult to recruit appropriately qualified Agency staff.  In addition two Agency bookings were not 
honoured on the day, causing significant disruption to patient care. 
 

• 2.5 WTE staff recruited with start dates to be confirmed, and a further 1.7 WTE in recruitment 
process. 
 

• A staffing requirement paper has been developed and submitted to senior management.  
 

• Quality Improvement work is ongoing. The Mental Health Access Improvement Support Team 
(MHAIST) is supporting work to improve the pathway of care for people who have experienced 
trauma, and to improve staff wellbeing. Health Improvement Scotland (HIS) has recently 
commenced a programme of responsive support. 
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Ref No: 6 Mental Health – Child & Adolescent Mental Health Services: 
Percentage delivery of 18 weeks Referral to Treatment for Child & Adolescent 
Mental Health Specialist Services (CAMHS) – 90% standard 

Measure 

Current 
Performance  

58.2% of patients were treated with 18 weeks of referral in August 2018 

Scotland 
Performance 

67.3% of patients were treated with 18 weeks of referral in May 2018 

Lead Mrs Gillian Morton, General Manager 

Supporting Graphs 

 
 
Commentary 
 
During August 2018 compliance with the 18 Week Referral to Treatment target in respect of Child & 
Adolescent Mental Health Services was 58.2%; better than 56.6% noted in August 2017. Graph 8 
highlights a downward or deteriorating trend over the last 12 month period. A further dip in performance 
was expected in August, reflecting the on-going work to reduce the longest waiting patients, however 
the August position is better than anticipated with further improvement expected into September and 
beyond. 
 
The position across Scotland in May 2018 is that 67.3% of patients were treated within 18 weeks of 
referral.  
 
 
Key issues and actions to address performance  
 

• From information available the performance against the LDP Target is showing signs of steady 
improvement in line with projections and following the implementation and review of the CAMHS 
Recovery Plan. Although there are 3 patients waiting over 26 weeks, the longest waiting 28.6 
weeks, they have all been offered earlier appointments and declined, choosing to wait. The 
longest undated waiter has reduced to 16 weeks. 

 
• As expected the service is now seeing evidence of being able to offer an increased amount of 

new patient appointments as existing members of staff have returned from maternity leave and 
long term sickness absence, and an additional 2.3 WTE new staff members joined the Service 
during July.  All have undergone induction and new patient appointments are being booked. A 
further 3.1 WTE members of staff are expected to join the Service late August/early September. 
We have 2.0 WTE Band 6 Nurse Vacancies out at advert. 

 
• NHS Forth Valley admits more than the average number of patients for inpatient care. As a 
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GRAPH 8: Access to Child & Adolescent Mental Health Services:
August 2017 - August 2018
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Linear (% seen within 18 weeks)
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result mental health innovation funding has been used to implement service redesign directed to 
T4 outpatient care and those children requiring intensive treatments to keep them out of 
hospital. The model went live on 1st June 2018 and early indications are that this is having a 
positive impact on inpatient beds. There are currently only 4 patients receiving in patient 
treatment, this number being half the number identified in quarter 1. One young person was very 
recently discharged after an inpatient stay commencing 2015. 

 
• Reduction in external support services and resources has resulted in an increase in referrals 

from Local Authorities identifying emotional wellbeing and mental health concerns.  
 

• The position in respect of CAMHS will be presented to the Performance & Resources 
Committee in October 

 
ACTIONS 

• Service delivery models have been revised with changes implemented and further redesign is 
ongoing. Links have been re-established with wider primary care and universal services to 
provide support through early advice in support of preventing referrals and provide training to 
improve capacity building across children’s services. 
 

• A waiting list cleanse was completed during July 2018 aimed at implementing a matched care 
response e.g. identifying children with obvious Neurodevelopmental Disorder (NDD) who were 
referred with supporting documentation who could be allocated to an early decision-maker 
thereby streamlining the process for the patient. 
 

• Medication Review Clinics are due to be start from August 2018. These clinics aim to relieve 
some of the pressure on T3 capacity and provide equitable access to services by reviewing 
children and young people prescribed stimulant and non-stimulant medication within a 
centralised clinic model.  This was originally aimed to go live in June 2018 but was delayed due 
to difficulties identifying a suitable venue. 
 

• A revised (centralised) multi disciplinary vetting process has been implemented aimed at 
reducing variation and adhering to the agreed CAMHS Referral Criteria published and available 
to referrers via the Service webpage 

 
• The Service continues to review treatment pathways and introduction of trigger points and 

escalation protocols. Some of this work is being completed in collaboration with partners in 
Children’s Services, an example being that the Service is leading on the development of a 
pathway for the treatment of anxiety with partners from Falkirk Council Education Services and 
third sector partners. 
 

• The Recovery Plan also identified some targeted work offering young people aged 16+ years 
and who meet the criteria support to access Beating the Blues. This is a pilot project which 
invites young people to attend for an initial mental health assessment and if suitable, they are 
offered support to access weekly computerised CBT modules focusing on low mood, anxiety 
and panics. A mental health practitioner is present to offer guidance and support to the young 
people.  As a pilot, this is being reviewed and closely monitored, and will be evaluated by those 
using the programme. 
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Ref No: 7 A&E waits over 4 hours: 
Percentage of patients waiting less than 4 hours from arrival to admission, discharge 
or transfer for accident and emergency treatment - 95% standard, with a stretch aim 
of 98%. 

Measure 

Current 
Performance  

In August 2018: 
• 84.5% of patients waited less than 4 hours - Forth Valley total 
• 79.6% of patients waited less than 4 hours - ED 

Scotland 
Performance 

In July 2018:  
• 93.0% of patients waited less than 4 hours – Scotland total 
• 91.8% of patients waited less than 4 hours – Scotland ED 

Lead Mr Ian Aitken, General Manager 

Supporting Graphs 

 
 
Commentary 
 
Overall compliance for August 2018 was 84.5%; MIU 99.9%, ED 79.6%. Graph 9 highlights a 
deteriorating trend in respect of compliance with the ED standard August 2017 to August 2018. 
 
In August 2018, a total of 1124 patients waited longer than the 4 hour target across both the ED and 
Minor Injuries Unit (MIU); 1123 ED, 1 MIU, with 44 waits longer than eight hours. Nine patients waited 
longer than 12 hours. 806 breaches relate to ‘wait for first assessment’ with 80 ‘wait for bed’.  
 
Table 1: Emergency Department 4 Hour breaches June 2018 to August 
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GRAPH 9: A&E waits : 4 hour compliance
August 2017 - August 2018

Forth Valley ED Forth Valley total Target Linear (Forth Valley ED)

Month
No. of 
attendances Total breaches % Compliance

WAIT FOR 
FIRST 
ASSESSMENT

WAIT FOR A 
BED

June 2018 7480 784 89.5% 583 38

July 2018 7439 766 89.7% 534 35

August 2018 7241 1124 84.5% 806 80

Month

WAIT FOR 
TREATMENT TO 
BE COMPLETED

CLINICAL 
REASON

WAIT FOR 
SPECIALIST

WAIT FOR 
TRANSPORT

WAIT FOR 
DIAGNOSTIC 
TEST RESULTS

June 2018 33 38 18 8 19

July 2018 45 51 39 15 27

August 2018 49 58 39 9 39

Month
OTHER (PLEASE 
SPECIFY)

WAIT FOR 
DIAGNOSTIC 
TEST TO BE 
PERFORMED NO DELAY

WAIT FOR 
TREATMENT TO 
COMMENCE Wait for Porter

June 2018 15 5 24 0 0

July 2018 6 7 7 0 0

August 2018 16 7 18 0 0
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Table 1 highlights the breaches throughout the months of April 2018 to June 2018. The majority of 
breaches occur in the Emergency Department at Forth Valley Royal Hospital and the reasons for 
breach are detailed. Of note is the significant number of patients that waited beyond the 4 hour target 
due to ‘wait for a first assessment’.  
 
 
Key issues and actions to address performance  
 

• Work continues to focus on all aspects of unscheduled care to support improvement in 
performance with a number of actions being taken locally in respect of working to improve the 
position as a whole system. 
 

• An improvement plan detailing short term and long term action, supported by the Scottish 
Government Improvement team is in place and will be formally launched on the 14th September 
2018. This has a focus on the 6 essential actions, with clear timescales and measures to track 
improvement. 
 

• The local Task and Finish group comprising of managers and clinicians is working to improve 
the minors flow, leadership, handover arrangements, as well as implementing a revised 
Escalation Process. 
 

• From a workforce perspective a Clinical Director has now taken up post to review working 
practice with a view to reducing variability and improving flow through the Emergency 
Department. Supporting rotas are significantly better with additional middle grade staff working a 
test in the evening to address the significant fall in performance during this time. 
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Ref No: 20 Absence Management: 

To reduce sickness absence to 4%  Measure 
Current 
Performance  

5.43% sickness absence rate at July 2018 

Scotland 
Performance 

5.15% sickness absence rate at July 2018 

Lead Ms Linda Donaldson, Associate Director of Human Resources 

Supporting Graphs 

 
 
Commentary 
 
The overall July 2018 sickness absence position is reported as 5.43%. This is a slight improvement 
from 5.53% in June, with the Scotland position in July noted as 5.15%. Graph 10 highlights the absence 
position July 2017 to July 2018 noting the position in July 2017 as 4.97%. 
 
The 12 month rolling average for the period August 2017 to July 2018 shows that NHS Forth Valley 
remains behind the Scottish average; Forth Valley 5.69%, Scotland 5.43%.   
 
Long term absence has increased to 3.65% in July from 3.49% in June, with Short Term absence 
reducing to 1.54% from 1.78% in June.  
 
Performance & Resources Committee received a presentation at its meeting in June 2018 in respect of 
Absence Statistics Review. A suite of solutions was described which includes an Absence Management 
Improvement plan including Communication strategy; Review Partnership Facilities time and 
requirements; Roll out of options for early return to work/temporary placement scheme; Review MSK 
and links with workforce awaiting surgery/treatment; and Review effectiveness of Staff Wellbeing 
services currently provided. 
 
A review of Absence ‘Hot Spots’ is underway including unqualified nursing staff absence. This will be 
fed back to Staff Governance. 
 
 
Key issues and actions to address performance  
 

• Work continues to deliver on the national HEAT standard of 4% which is a high priority for 
managers across the organisation. Acknowledging the national sickness absence target the 
department is working towards a local milestone target of 4.5% agreed at the Staff Governance 
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July 17 - July 18
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Committee.  
 

• The aim is to match or be below the Scottish average with significant work continues to deliver 
against the national Staff Wellbeing Agenda.  

 
• A further review of areas of best practice is being undertaken; following the success of previous 

World Cafe events a further event for Healthcare Support Workers to be arranged 
 

• HR and Occupational Health continue to work with managers and staff-side on areas of 
challenge and sharing best practice from those areas where absence is lower. 

 
• Work is being undertaken in respect of Mental Health issues and reviewing what supports can 

be put in place 
 

• Comms message in respect of ‘Your Patients Need You’ is being revisited 
 

• Reviewing and supporting opportunities to return to work early 
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Ref No: 21 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 

Measure 

Current 
Performance  

• 71.9% of patients admitted to hospital with a diagnosis of stroke received an 
appropriate bundle of care in July 2018. 

• During the period April to December 2017, 78% of all patients admitted to Forth 
Valley Royal hospital with a diagnosis of stroke received the appropriate elements 
of the stroke care bundle  

Scotland 
Performance 

• During the period April to December 2017, 71% of all patients admitted to hospital 
with a diagnosis of stroke received the appropriate elements of the stroke care 
bundle  

Lead Mr Ian Aitken, General Manager 

Supporting Graphs 

 

 
 
Commentary 
 
The 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. 
 
Four key elements of the Stroke Care Bundle are: 
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GRAPH 11: Stroke Care Bundle
July 2017 - July 2018 
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GRAPH 12: Stroke Care: Swallow Screening
July 2017 - July 2018 

Percentage swallow screened within timescale Scottish Stroke Care Standard
Linear (Percentage swallow screened within timescale )
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• Access to a stroke unit within 1 day of admission - 90% standard 
• Swallow screening within 4 hours of arrival at hospital – 100% target 
• Aspirin is given on the day of admission or the following day – 95% target 
• CT/MRI scanning within 24 hours of admission – 95% target 

 
Percentage compliance with the Stroke Care Bundle is highlighted in Graph 11. The position in July 
2018 is that 71.9% of all patients admitted to hospital with a diagnosis of stroke received the 
appropriate elements of the bundle. In terms of numbers, 23 out of 32 patients received the appropriate 
elements of the bundle within the standard.  
 
The elements of the Stoke Care Bundle are highlighted as Green or Amber with the exception of 
Swallow Screening which is Red. Percentage compliance is noted as: 
 

• Admission to Stroke Unit – 88.9%; 3 fails 
• Swallow Screening – 87.5%; 4 fails  
• Aspirin Administration – 90.5%; 2 fails  
• Brain Scanning – 90.6%; 3 fails 

 
Graph 12 highlights the Swallow Screening position which despite a red status shows an improving 
trend.  
 
It should be noted that on some occasions ‘fails’ against the standards are appropriate particularly in 
terms of clinical care decisions – one patient on end of life pathway.  
 
 
Key issues and actions to address performance  
 

• In respect of the Stroke Care Bundle, data shows that patients are almost three times as likely 
to be alive at 30 days if all components of the bundle are done compared to none. There is also 
an increased likelihood that the person will return to their usual place of residence.  

 
• If there is a delay in undertaking a swallow screen patients may be kept ‘nil by mouth’ 

unnecessarily which impacts on their nutrition. Conversely if patients receive food without a 
swallow screen being undertaken they are at risk of aspiration pneumonia which can result in 
increased length of stay and mortality  

 
• Swallow screening remains the most consistent factor limiting the overall ability to achieve all 

elements of the stroke bundle in terms of percentage with 2 out of 7 fails due to swallow 
screening.   

 
• A daily stroke huddle, incorporating a review of the Emergency Department Information System, 

is carried out to ensure that the stroke team has knowledge of the patients who presented over 
the previous 24 hours.  
 

• The stroke specialist nurse and two of the Ageing and Health Consultants are leading Stroke 
and TIA Assessment Training (STAT) sessions for staff in the Emergency Department as a 
priority. 

 
• Real time feedback on swallow screening is presented at the stroke huddle to support 

continuing improvements mainly in respect of documentation of the swallow screen assessment. 
 

• A Stroke Bundle Sticker is used across the Emergency Department and Acute Admission areas 
with a view to support documentation of the swallow screen time.   
 

• Publication of the Scottish Stroke Improvement Programme Annual Report 2018 at the end of 
July highlights that in respect of the elements of the Stroke Care Bundle, NHS Forth Valley is 
well positioned compared with Scotland.  
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Ref No: 22 Complaints: 

• Percentage of complaints responded to within 20 days – Local target of 80% 
target 

• Reduction in the number of complaints by 20% 

Measure 

Current 
Performance  

• 87.2% of complaints were responded to within 20 days in July 2018 
• 1.5% increase in the number of complaints – year to date at July 2018 

Scotland 
Performance 

20 day response rate for 2016/17 was 72% (published October 2017) 

Lead Professor Angela Wallace, Nurse Director  

Supporting Graphs 
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GRAPH 13: Complaints_% responded to within 20-days
July 2017 - July 2018
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Commentary 
 
The NHS Forth Valley position to the end of July 2018 in respect of the complaints 20 day response 
rate is noted as 79.0% for complaints excluding prisons and 97.9% for prison complaints. The overall 
position for Forth Valley is 87.2% for the month of July with the year to date position 2018/19, 84.4%. 
Graph 13 highlights the response rate from July 2017 to July 2018.  
 
The top issues raised in complaints are noted as Clinical Treatment, Staff Attitude and Behaviour, 
Staff/Communication (oral) and Waiting Time/ Date of Appointment. 
 
In July 2018 a total of 109 complaints were received; 62 excluding prisons and 47 prison complaints. In 
the financial year to date July 2018 compared with 2017, there is a 5.0% increase in complaints 
excluding prisons and a 3.8% decrease in the number of prison complaints. The overall Forth Valley 
position is highlighted as a 1.5% increase.  
 
As previously described the Complaints Handling Procedure offers 2 opportunities to resolve 
complaints with the aim of providing a quick, simple and streamlined process for resolving complaints 
early and locally.  Early resolution referred to as Stage 1 which is complaints resolved within 5 working 
days, and investigation referred to as Stage 2, complaints resolved within 20 working days 

 
In July 2018, 55 stage 1 complaints were received with a 92.7% response rate in 5 working days. In 
respect of stage 2 complaints, 54 were received with a 74.1% response rate in 20 working days. Stage 
1 complaints are being managed and captured proactively resulting in a high performance rate within 
the organisation with positive feedback being received.  
 
 
Key issues and actions to address performance  
 

• In order to improve and maintain the response times and to sustain the 80% target, daily 
meeting with representatives from the Surgical and Medical Directorates monitor the progress of 
all complaints. Daily contact continues with all Directorates who have active complaints. 

 
• Daily monitoring of the complaints caseload and the status of overdue complaints will continue 

to be undertaken to ensure any overdue complaints is managed effectively and allow for early 
intervention. 

 
• Forth Valley is not achieving a reduction in the number of complaints however work is on-going 

across all directorates and units to support this. The main contributing factor in terms of the 
increase is the implementation of the new Complaints Handling Procedure from April 2017. 
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Complaints handling, focussing on process and impact on performance will be presented to the 
Performance &Resources Committee in December.  

 
• To support staff in locally resolving complaints NHS Forth Valley has raised awareness of Care 

Opinion. This is an on-line, independent website which enables patients, families, carers to 
leave feedback about their healthcare experience.  This supports NHS Forth Valley to gather 
feedback, resolve issues and to enable improvements to services in a timely manner. 

 
• Performance in respect of complaints and complaints reduction continues to be examined and 

discussed in detail as a standing item on the Clinical Governance Committee agenda. 
•  
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Ref No: 32 Delayed Discharge: 
• Number of patients waiting more than 14 days to be discharged from hospital into 

a more appropriate care setting, once treatment is complete 
• Number of Bed Days Occupied by delayed discharges 
• Number of Guardianship, Code 9 and Code 100  

Measure 

Current 
Performance  

At the August 2018 census: 
• 35 patients were delayed in their discharge for more than 14 days 
• 37 patients delayed less than 2 weeks 
• 16 guardianship delays 
• 7 code 9 delays 
• 9 code 100 delays 
• 1628 bed days were lost due to delays in discharge  

Scotland 
Performance 

There is no Scotland comparison 

Lead Chief Officers, Health & Social Care Partnerships  

Supporting Graphs 
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Commentary 
 
The position for delays over 14 days at the August 2018 census is 35 against a zero standard; this is an 
increase from the July position of 30 delays. The local authority breakdown is Clackmannanshire 6, 
Stirling 0 and Falkirk 24. Five delays are noted for Local Authorities outwith Forth Valley. The inclusion 
of those waiting less than 2 weeks brings the total delays to 72; May 61. 
 
Twenty-three Code 9 exemptions, which include issues in respect of Guardianship, brings the total 
delays for the August census to 95 in total; 89 for Forth Valley.   
 
Guardianship and Code 9 breakdown is noted as: 

• Clacks –  3 
• Falkirk – 10 
• Stirling – 9 
• Outwith Forth Valley - 1 

 
Additionally there were 9, Code 100s. These patients are undergoing a change in care setting and 
should not be classified as delayed discharges however are monitored.  
 
They are categorised as: 

• Long-term hospital in-patients whose medical status has changed over a prolonged period of 
treatment and discharge planning such that their care needs can now be properly met in non-
hospital settings. These might be Mental Health patients or Hospital Based Complex Clinical 
Care patients who have been reassessed as no longer requiring such care.  

• Patients awaiting a ‘reprovisioning’ programme where there is a formal (funded) agreement 
between the relevant health and/or social work agencies. 

 
The number of bed days occupied by delayed discharges at the August census was 1,628, a decrease 
of 61 from July. The previously reported decreasing or improving trend has flattened out September to 
August 2017/18 compared with 2016/17 with a 0.5% reduction in the average number of occupied bed 
days. There is an average of 1,232 bed days occupied at the monthly census over the time period.  
 
1410 delays were attributed to Forth Valley with the local authority breakdown for August 2018 noted as 
Clackmannanshire 164, Falkirk 1199 and Stirling 47. There are 218 bed days occupied for local 
authorities’ out with Forth Valley. Graph 18 highlights the position in respect of Bed Days Occupied.  
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Key issues and actions to address performance  
 

• Delayed discharges remain challenging across the Partnerships with significant focus across 
partnerships and at Integration Joint Boards.  

 
• There is a notable increase in the number of Guardianships. Challenges in terms of Power of 

Attorney were discussed at the Performance & Resources Committee in June with an 
acknowledgement that further understanding is required along with agreement in terms of how 
this may be addressed.  

 
• Challenges remain in relation to waits for care packages and home care places which fluctuate 

on a day by day basis, with work going on to support this. The number of available care home 
places is challenged in respect to demand from the hospital environment as well as out in the 
community waiting for a placement.  

 
Actions include: 
o Early identification of patients who are ready for discharge either home or from hospital to 

Short Term Assessment (STA)/Community Hospital or in appropriate cases to care homes. 
o Review of patients who are identified for moves to community hospital to explore all options 

for discharge so that only those who require community hospitals are moved there. 
o Multi disciplinary team meetings to identify discharge pathways and goals linking with 

Discharge Planning Meetings (DPMs) to enable full discussions in respect of patient’s 
pathways and provision of support to relatives/carers in arranging plans for discharge. 

o Realise opportunities which have arisen with regards to preventing hospital admissions and 
keeping patients at home by providing equipment or referring to appropriate services.  

o Targeted, time limited, person centred support through the reablement approach to support 
long term independence. 

o Daily and weekly reviews continue through the discharge hub to support appropriate and 
timely discharge.  

 
• The August meeting of the Performance & Resources Committee received a presentation in 

respect of the Delayed Discharge Pathway which highlighted the depth of work that was being 
undertaken to support this area.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
 

 
 
 
 
FORTH VALLEY NHS BOARD  
TUESDAY 25 SEPTEMBER 2018  
 
7.2 National Healthcare Associated Infection Reporting Template (HAIRT) 
Seek Assurance 
 
Executive Sponsor: Dr Graham Foster, HAI Executive Lead  
 
Author: Mr Jonathan Horwood, Area Infection Control Manager  
 
 
Executive Summary 
The Healthcare Associated Infection Reporting Template (HAIRT) is mandatory reporting tool for the Board 
to have oversight of the HAI targets (Staph aureus bacteraemias (SABs), Clostridium difficile infections 
(CDIs), device associated bacteraemias (DABs), incidents and outbreaks and all HAI other activities across 
NHS Forth Valley. 
 
Recommendation:     
The Forth Valley NHS Board is asked to: - 

• Note the assurance provided 
 
Key Issues to be Considered:     

o SABS remain within normal control limits with.  There were three hospital acquired SABs in 
August. 

o DABs remain within normal control limits. There were two hospital acquired DABs in August. 
o CDIs remain within normal control limits.  There were two hospital acquired CDIs in August. 
o There have been no deaths with MRSA or C. difficile reported on the death certificate. 
o There were three c-section and three large bowel surgical site infections. 

 
Financial Implications 
None 
 
Workforce Implications 
None 
 
Risk Assessment 
Work is ongoing to continually reduce all reducible SABs, DABs and CDI numbers across NHSFV. 
  
Relevance to Strategic Priorities 
LDP Standards in respect of SABs, DABs & CDIs 
 
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. 

 
Consultation Process 

Infection Prevention and Control Team 
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HAIRT REPORT  
 

August 2018 
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Glossary of abbreviations 

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

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

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

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

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

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

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

 
Clostridium difficile infection 
Hospital acquired 

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

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

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

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

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

• Nursing home acquired is defined as having symptoms that develop and confirmed by the laboratory that 
developed at the nursing home prior to admission 

 
 
 
 
 
 



 

 
 

HAIRT Report 
 
LDP TARGETS 
 
Staphylococcus aureus Bacteraemia (SABs) 
 

Monthly Total 7 
Hospital 3 
Healthcare 3 
Community 1 
Nursing Home 0 

 
RAG Status - 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. 
 

Staph aureus bacteraemia total - April 18 to date 38 
 
 
SAB case numbers 

 
Comments:  case numbers have exceeded the control limits, 
please see below. 

Hospital SABs 

 
Comments:  case numbers remain within control limits, no 
concerns to raise. 

 
Healthcare SABs 

 
Comments:  case numbers remain within control limits, no 
concerns to raise. 

Community SABs 

 
Comments:  case numbers remain within control limits, no 
concerns to raise. 
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SAB breakdown for this month 
 
 

Source No of Cases 

Community 1 

PWID 1 

Healthcare 3 

Abscess 1 

Unknown 1 

Permacath 1 

Hospital 3 

Unknown 1 

Urinary Catheter long term 1 

Wound 1 

Grand Total 7 
 

 
Since April this year, community acquired SABs account 
for 47% (n=18) of all SABs identified.  This makes 
overall reduction quite challenging. Hospital acquired 
SABs account for 13% (n=5) and healthcare acquired 
SABs account for 40% (n=15).  Healthcare acquired 
SABs have the some potential of targeted reduction if 
the SAB was associated with a previous hospital stay 
and work is ongoing to reduce these infections.   
 
All SABs irrespective of their source are fully 
investigated and details of these investigations are fed 
back to all appropriate stakeholders including the 
Executives and General Managers. 
 

 
 
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/ 
 
 
Clostridium difficile Infections (CDIs) 
 

Monthly Total 5 
Hospital 2 
Healthcare 2 
Community 1 
Nursing Home 0 

 
RAG Status - 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. 
 

Clostridium difficile total - April 17 to date 24 
 

 

CDI case numbers 

 
Comments:  case numbers remain within control limits, no 
concerns to raise. 

Hospital CDIs 

 
Comments:  case numbers remain within control limits, no 
concerns to raise. 

  

0
1
2
3
4
5
6
7
8
9

10

CD
I n

os

SPC Chart Monthly CDI totals 
April 14 - Date

CDI Nos

CDI Mean

2 Std Dev

0

1

2

3

4

5

6

Ca
se

 N
os

Hospital acquired CDIs
April 2014 - Date

Hospital CDI Nos

CDI Mean

2 Std Dev

http://staffnet.fv.scot.nhs.uk/index.php/a-z/infection-control/monthly-ward-reports/


6 
 

Healthcare CDIs 

 
Comments:  case numbers remain within control limits, no 
concerns to raise. 

CDI Breakdown for this month 
 

Source No of Cases 
Hospital 1 
Healthcare 3 
Community 1 
Grand Total 5 

 
All CDIs were attributed following appropriate anitmicrobial 
therapy with the exception of the community CDI where there was 
no identifiable cause of the infection. 

 
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; however it must be noted that this data will also include Staph 
aureus when associated with a device. 
 

Monthly Total 7 
Hospital 2 
Healthcare 5 
Nursing Home 0 

 
RAG Status - Green denotes monthly case numbers are less than the mean monthly DAB 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. 
 

Device associated bacteraemia total - April 18 to date 35 
 

DAB case numbers 

 
Comments:  case numbers remain within control limits, no 
concerns to raise. 
 

Hospital DABs 

 
Comments:  case numbers remain within control limits, no concerns 
to raise. 
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Healthcare DABs 

 
Comments:  case numbers remain within control limits, no 
concerns to raise. 

DAB Breakdown for this month 
 

Source No of Cases 

Healthcare 5 

Hickman 2 

Urinary Catheter long term 2 

Permacath 1 

Hospital 2 

Urinary Catheter long term 2 

Grand Total 7 
 

 
Last month, the IPCT carried out a device audit across all sites across Forth Valley.  Results have been fed back to 
management and where appropriate support has been given at ward level by the IPCT, it is hoped over the coming 
months there will be further reductions in our hospital acquired case numbers.   
 
In addition, on a weekly basis the IPCT assess bundle compliance of three invasive devices (PVCs, urinary catheters, 
CVCs) as part of their ward visit programme and this is reported in the monthly Directorate Reports.  

 
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/ 
 
 
Meticillin resistant staphylococcus aureus (MRSA) & Clostridium difficile recorded deaths 
 
The National Records of Scotland monitor and report on a variety of deaths recorded on the death certificate. Two 
organisms are monitored and reported, MRSA and C. difficile.  Please click on the link below for further information: 
 
https://www.nrscotland.gov.uk/statistics-and-data/statistics/statistics-by-theme/vital-events/deaths 
 
This month, there were no deaths where Clostridium difficile or MRSA was recorded on the death certificate. 
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Surgical Site Infection Surveillance  
 

SSI Summary 
Procedure Confirmed SSI  

Abdominal Hysterectomy (v) 0 

Breast Surgery (v) 0 

Caesarean Section (m) 3 

Knee Arthroplasty (v) 0 

Hip Arthroplasty (m) 0 

Major Vascular Surgery (m) 0 

Large Bowel Surgery (m) 3 

 

Caesarean Section  

 

Comments:  There were three Caesarean section SSIs this month.  Following investigation, two patients had high BMIs which increases the 
risk of infection given the location of the wound.   

Abdominal Hysterectomy 

 
Comments:  case numbers remain within control limits, no 
concerns to raise. 

Hip Arthroplasty 

 
Comments:  case numbers remain within control limits, no 
concerns to raise. 

Knee Arthoplasty 

 
Comments:  case numbers remain within control limits, no 
concerns to raise. 

Breast Surgery 

 
Comments:  case numbers remain within control limits, no 
concerns to raise. 

Vascular Surgery 

 
Comments:  case numbers remain within control limits, no 
concerns to raise. 

Large Bowel Surgery 

 
Comments:  There was a slightly higher than expected SSI case 
numbers this month. The IPCT will closely monitor SSI numbers over 
the coming weeks.   
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Estate and Cleaning Compliance (per hospital) 
 
The data is collected through audit by the Domestic Services team using the Domestic Monitoring National Tool and 
areas chosen within each hospital is randomly selected by the audit tool.  Any issues such as inadequate cleaning is 
scored appropriately and if the score is less than 80% then a re-audit is scheduled.  Estates compliance is assessed 
whether the environment can be effectively cleaned; this can be a combination of minor non-compliances such as 
missing screwcaps, damaged sanitary sealant, scratches to woodwork etc.  The results of these findings are shared 
with Serco/Estates for repair.  Similar to the cleaning audit, scores below 80% triggers a re-audit. 
 

 
  

Forth Valley Royal Hospital
July - Sept 

2017
Oct-Dec 

2017
Jan - March 

2018
April - June 

2018
Cleaning 97 96 96 96
Estates 97 94 96 98

Clackmannanshire Community Healthcare Centre
July - Sept 

2017
Oct-Dec 

2017
Jan - March 

2018
April - June 

2018
Cleaning 95 95 94 95
Estates 96 96 95 95

Stirling Community Hospital
July - Sept 

2017
Oct-Dec 

2017
Jan - March 

2018
April - June 

2018
Cleaning 96 96 96 93
Estates 85 92 89 91

Falkirk Community Hospital
July - Sept 

2017
Oct-Dec 

2017
Jan - March 

2018
April - June 

2018
Cleaning 95 96 95 95
Estates 85 87 88 88

Bo’ness Hospital
July - Sept 

2017
Oct-Dec 

2017
Jan - March 

2018
April - June 

2018
Cleaning 93 95 92 92
Estates 90 91 90 90

Bellsdyke Hospital
July - Sept 

2017
Oct-Dec 

2017
Jan - March 

2018
April - June 

2018
Cleaning 97 96 96 96
Estates 85 83 83 86

70% - 90%

Partial Compliance

> 90%

Compliant

< 70%

Non-Compliant
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Incidence/Outbreaks 
 
There were two outbreaks of Norovirus this month, both outbreaks were in Falkirk Community Hospital Units 3 & 4.  
Unit 3 was closed for 4 days and Unit 4 was closed for 6 days. 
 
Hand Hygiene  
 
SPSP Hand Hygiene Monitoring Compliance (%) Board wide 
Data taken from TCAB (self reported by ward staff) 
 Sept 

2017 
Oct 

2017 
Nov 
2017 

Dec 
2017 

Jan 
2018 

Feb 
2018 

Mar 
2018 

Apr 
2018 

May 
2018 

June 
2018 

July 
2018 

August 
2018 

Board 
Total 99 99 99 99 99 99 99 99 99 99 99 98 

 
Revised HAI Monthly Check for Managers 
 
On a monthly basis the Senior Charge Nurse (or deputy) carries out an environmental audit in their area covering the 
ward environment and standard infection control precautions.  Following a period of review, this new version has 
now been aligned around the 2013 Infection Control Standards.  All areas will begin using this tool from September 
2018. 
 
New Ward Visit Programme 
 
Over the last few months the IPCT have been reviewing the ward visit programme to provide greater detail to our 
stakeholders.  Each visit is now longer in duration covering all aspects of standard infection control precautions 
(SICPs) which enable a more robust overview of each area visited.  Following each visit, feedback is given to the 
nurse in charge and any non-compliance is then highlighted at the ward huddle.  The IPCT will also provide details of 
each non-compliance ie what specific issue was identified to enable management to contextualise each non-
compliance; this level of detail will be provided each month in the directorate reports.  It is also intended in the 
coming months to utilise this data to enable the nurse in charge to monitor and specifically address the issues 
identified in the form of an action plan.   
 
Due to the change in the process and approach, results from previous months are not comparable and as such are 
not displayed in the graphs below. 
 
Below are table and graphs detailing the non-compliances identified during the ward visits. 
 
Board Totals 
 

 

Patient 
Placement 

Hand 
Hygiene PPE 

Managing 
Patient Care 
Equipment 

Control of 
the 

Environment 

Safe 
Management 

of Linen 

Safe 
Disposal 
of Waste Totals 

Aug-18 7 2 21 114 105 14 32 295 
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Each category of the standard infection control precautions are further sub-divided into more detailed non-
compliances, and are detailed below: 
 

Standard Infection Control Precaution (SICP)  
 

Non Compliances 

Patient Placement Patients are not appropriately placed 
STOP sign is not on door 
Door is open and WHITE STOP sign is on the door and 
/or risk assessment  not completed and in patients 
notes 
Appropriate documentation is not in place i.e. stool 
charts, ICP 

Hand Hygiene Hand hygiene is not carried out in accordance with 5 
moments 
Technique is not correct 
Staff are not bare below the elbows 

Personal Protective Equipment PPE is worn inappropriately 
PPE is discarded inappropriately 
PPE is not worn when required 

Managing Patient Care Equipment Indicator tape/label missing 
Equipment inappropriately labelled 
Decontamination certificate missing 
Equipment visibly dirty 
Equipment dusty 
Items stored inappropriately 
Equipment cannot be cleaned safely i.e. due to 
damaged surface 
Invasive device maintenance bundle is not completed 
Invasive device removal is not recorded 
Closed system for IV fluids disconnected 

Control of the Environment Area is not free from clutter 
Inappropriate items in clinical area (i.e. staff 
belongings / coffee cups) 
All stores are not above floor level 
Area does not appear to be clean 
Area is not well maintained and in good state of 
repair 

Safe Management of Linen Linen receptacle is not close to point of use 
Clean and used linen is not stored separately 
Linen is shaken/separated/rinsed or sorted on 
removal from beds 
Linen is placed on the floor or other surfaces 
Linen is not appropriately bagged 

Safe Disposal of Waste Staff do not comply with waste segregation 
Healthcare waste not appropriately secured with tag 
Inappropriate placement of waste bags 
Sharps containers are not assembled and/or labelled 
correctly 
Temporary closure not in place 
Sharps container above fill line 
Near side disposal system for sharps not in use 

 
 As mentioned previously, this new format of ward visit, the IPCT are now able to provide even more detail of the 
specific issue identified.  For instance a non-compliance within the ‘Safe Disposal of Waste’ category, with the 
subcategory non-compliance of ‘Sharps containers are not assembled and / or labelled correctly’, the IPCT can now 
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report the additional information ‘two sharp boxes in the treatment room were not labelled’.  This detail will enable 
ward staff and managers to identify exactly what the issues are and to assist them in reducing future non-
compliances. 
 
Total number of non compliances by Directorate 
 

 
 
 
Medical Directorate 

 
 

 

 

Surgical Directorate 

 

 

 
 
 
 
 

Aug-18
Patient 

Placement
Hand 

Hygiene PPE

Managing 
Patient Care 
Equipment

Control of 
the 

Environment

Safe 
Management 

of Linen

Safe 
Disposal 
of Waste Totals

Medical 6 1 15 66 76 11 14 189

Surgical 1 1 6 36 15 2 17 78

WC&SH 0 0 0 2 4 0 1 7

CSD 0 0 0 10 10 1 0 21

Totals 7 2 21 114 105 14 32 295
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WC&SH 

 

 

 
 

CSD Directorate 

 

 

 
 

 
Overall the predominant issues identified are managing patient care equipment and control of the environment in all 
directorates. Managing clinical waste non-compliances were also elevated in the Surgical Directorate.  Each non-
compliance and what specific issues were identified are listed in the individual directorate reports.  
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FORTH VALLEY NHS BOARD 
TUESDAY 25 SEPTEMBER 2018 
 
7.3  -   Falkirk Health and Social Care Partnership (HSCP) Update 
Seek Assurance 
 
Executive Sponsor: Patricia Cassidy, Chief Officer, Falkirk HSCP 
 
Author: Suzanne Thomson, Programme Manager, Falkirk HSCP 
 
 
Executive Summary 
The purpose of this report is to provide an update on Falkirk Integration Joint Board (IJB). This 
update report covers the period from February 2018. This set out planned work for 2018/19. This 
report will also set out progress made in delivering work streams and will highlight matters of 
interest to NHS Forth Valley Health Board. 
 
Recommendation: 
Forth Valley NHS Board is asked to note the report 
 
Key issues to be considered: 
 
FALKIRK INTEGRATION JOINT BOARD 
 
The Falkirk Integration Joint Board (IJB) is responsible for overseeing the planning, management 
and delivery of all relevant functions within scope of health and social care integration. This involves 
the delegation of functions and services by Falkirk Council and NHS Forth Valley and these 
services are delivered through the Falkirk Health and Social Care Partnership (HSCP). 
 
The IJB controls an annual budget of approximately £208m, and the Board decides how resources 
are used to achieve the objectives of the Falkirk Integrated Strategic Plan 2016-19. 
The plan describes how the Falkirk HSCP will continue to make changes and improvements to 
health and social care services for all adults. The plan details how the Partnership will prioritise 
services in response to the key issues for the Falkirk area and is supported by a Joint Strategic 
Needs Assessments (JSNA). The Strategic Plan directly links with SOLD outcome five delivery 
plan. 
 
Work has started to review the Strategic Plan, with reports considered by the IJB and Strategic 
Planning Group. A refreshed plan will be produced for the period 2019-2022 
 
 
 
FALKIRK HEALTH AND SOCIAL CARE PARTNERSHIP UPDATE 
 
Progress with integration 
On 1 April 2016 the operational responsibility for Adult Social Care services transferred to the IJB 
and all decisions relating to those services have been taken by the IJB, or it’s Chief Officer, via the 
IJB’s Leadership Team. 
 
In February 2017 the operational responsibility for the Integrated Mental Health team and Integrated 
Learning Disability team transferred to the IJB. There is ongoing commitment by NHS Forth Valley 
to integration and to further implement operational arrangements to the HSCP. 
 
At the December 2017 meeting of the IJB, the Chief Executives of Falkirk Council and NHS Forth 
Valley were asked to submit a joint paper detailing the plans for further integration. This was to 
reassure the IJB regarding the pace of change. 
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At subsequent meetings, the IJB has received reports setting out progress to achieve further 
integration. However there are diverging views on the following areas: 
 

• role of the Chief Officer 
• governance of in-scope services 
• management structures 
• hosted services. 

 
At the Special IJB meeting held on 25 June 2018, the Board received two reports from the Chief 
Executives, setting out respective partner positions. It was considered important to set this out in 
separate reports to ensure that the IJB was properly informed of the discussions that have taken 
place and why agreement has not been reached on the plans for further integration. 
 
The areas set out above need to be clear and agreed in order to mitigate the substantial risks 
associated with the transfer of services. It was Falkirk Council’s expressed view that until these 
areas are clarified the opportunities and benefits associated with integration cannot be recognised 
and the pace of transformation will continue to be slow. This will continue to pose a risk to the 
reputation of the Forth Valley NHS Board, the Council and the IJB. 
Since then, the Chief Executive, NHS Forth Valley, has continued to chair meetings with the two 
HSCP’s to progress these areas. A Board development session with support from colleagues from 
Scottish Government, is scheduled on 21 September and a report will be presented to the IJB at its 
meeting on 5 October. 
 
 
Home Care Inspection Report 
The Homecare service is a registered care service with the Care Inspectorate and an annual 
inspection took place during May 2018. The inspection process took into account a range of 
evidence, including a self-evaluation, information and intelligence received on performance from 66 
questionnaires by people who use the service, conversations with staff, and direct observation of 
support being provided in peoples’ homes. The inspection report noted that no complaints had 
been upheld since the last inspection. The report also found that no requirements or 
recommendations made at the last inspection remained outstanding at the time of the current 
inspection. 
 
The report recognised that the service was working towards improving the consistency of the 
service and noted a slight increase in the levels of consistent staffing experienced by people. This 
slight increase in the levels of consistent staffing notwithstanding, the inspection team found 24 out 
of the 66 questionnaires returned  raised concern about the amount of different staff  who were 
providing their service.  The inspection team made a requirement that the service must improve on 
consistency and reliability in who is giving the care. The findings on consistency and reliability are 
counterbalanced in the report by positive observations about people’s overall experience of care. 
The inspection team reported that people told them they were happy with the care they received 
from staff providing their care and support. Overwhelmingly people told the inspection team that 
staff treated them with dignity and respect. It was noted that staff were said by people to be skilled, 
kind and caring. 
 
The inspection team made a second requirement that the service must develop and implement 
internal auditing systems that deliver effective oversight and monitoring of all aspects of the service.  
This requirement reflected the findings of the inspection team that there was insufficient monitoring 
of the service.  In regards staffing the report made a range of positive observations. They found for 
example that training available for staff was comprehensive and responsive and that there were 
good links with health colleagues, meaning training could be organised where service users had 
new or complex health conditions. On quality of staffing the report pointed to improvement 
opportunities regards making some areas of good practice more consistent across the whole 
service. 
 
The report was published on 31 July 2018. The grades awarded to services at inspection describe 

http://www.careinspectorate.com/index.php/care-services?detail=CS2004068173&amp;q=falkirk%20council%202017&amp;fq&amp;fq=!(ServiceStatus%3A%24Cancelled%24)&amp;message&amp;spatial_d&amp;spatial_pt
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how well those services are performing against Care Inspectorate quality themes and statements. 
The grades have fallen again this year in all three of the inspected areas, namely Care and Support, 
Management and Leadership and Staffing and are: 
 

• Care and support 2 – Poor 
• Management and Leadership 2 – Poor 
• Staffing 3 – Adequate 
• Environment - not assessed. 

 
The implementation of new, outcomes based national health and social care standards forms part 
of the context for the inspection. 
The service has submitted an Improvement Plan to the Care Inspectorate and will take forward the 
necessary actions. This will be overseen by the Homecare Review Group, chaired by the Chief 
Officer. The actions which are being taken to address the issues raised in the Care Inspectorate’s 
report include: 
 

• improving staff working patterns and rotas to increase staff availability at the times when 
people want to have service provided  

• redesign of our scheduling, better aligning staff resource  to localities 
• moving towards all our staff becoming personal carers, increasing the availability of personal 

care 
• improve continuity through better use of information from our electronic scheduling system. 
• improving communication with service users around changes to their service which may 

prove necessary. 
  
The inspection report and improvement plan will be discussed at the Clinical and Care Governance 
Committee on 2 October 2018.  In all of the above improvement work we are implementing 
progress through close partnership working with staff and their Trade Unions and with our 
colleagues in the Care Inspectorate. 
 
 
National Health and Social Care Standards 
Work has taken place in the Partnership to implement new human rights based National Health and 
Social Care Standards from 1 April 2018. The objectives of the new standards are to drive 
improvement, promote flexibility and encourage innovation in how people are supported and cared 
for. Each Standard is underpinned by five principles: dignity and respect, compassion, be included, 
responsive care and support and wellbeing. These principles are not standards or outcomes but 
rather reflect the way that everyone should expect to be treated. All services and support 
organisations, whether registered or not, should use the Standards as a guideline for how to 
achieve high quality care. 
 
 
Falkirk HSCP Annual Performance Report 
The Partnership published an Annual Performance Report 2017-18 in line with statutory 
requirements on 31 July 2018. It reports on performance against the Partnership’s local outcomes 
as required by the legislation, and highlights achievements throughout the year, with some case 
studies included. Partnerships are expected and encouraged to include relevant information beyond 
the minimum required, to build as full and accurate an assessment as possible as to how the 
integration of health and social care is delivering for people and communities. 
 
 
 
 
 
SERVICE UPDATES 
 
The IJB reports, including the Chief Officer report, and the Annual Performance report highlight a 

https://falkirkhscp.org/wp-content/uploads/sites/9/2018/07/Annual-Performance-Report-for-2017-%E2%80%93-18.pdf
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range of service issues, redesign and new developments. Extracts from these reports that will be of 
interest to the Board are set out below. 
 
 
Living Well Falkirk 
In partnership with ADL Smartcare and the University of Newcastle, Falkirk HSCP has implemented 
Living Well Falkirk. This is an online tool for people who live in the Falkirk area and who want 
information, support or help with everyday living. The tool gives people choice and control by 
sharing a wide range of information about local and national health and social care services. 
Living Well Falkirk allows people to connect in to local groups and services and so helps them to 
live independently and do the things that they want to do. There is information about local fitness 
classes, local charities supporting a range of physical and mental health conditions, as well as how 
to access equipment privately or through the Joint Loan Equipment Store. People can also use it on 
behalf of someone they live with or who they help care for. If assistance is needed in using the tool, 
staff at local libraries are able to help. 
 
The Living Well Falkirk website is now live www.falkirk.gov.uk/livingwell and over 200 employees 
across all agencies have been trained in its uses and are equipped to direct people to the online 
self assessment and in some cases guide them through it. This initiative will support a reduction in 
waiting times for some interventions, for example assessments leading to equipment provision, as 
people are enabled directly to access simple solutions. 
 
 
Redesign of Day Services for Younger Adults 
The IJB agreed to a programme of work that will redesign day services for younger adults. This is in 
line with the outcome of consultation and engagement work with people who use services, their 
carers and staff. 
 
Additionally the redesign work reflects Self-Directed Support principles to empower and enable 
service users to have choice and control over the design of their own support and develop 
alternative community based services. Through reviews and reassessments a number of service 
users have identified opportunities to use their existing care differently e.g. access more community 
based activities, rather than in-house provision. 
 
Community based activities are established and operational in the Camelon area, with day service 
staff supporting service users. Hours of support are flexible and enable and support service users to 
realise that they no longer need to use a building based day service but can have control over their 
personal outcomes. This promotes and supports personal independence and social inclusion. 
Camelon day centre closed on 30 June 2018 with Bainsford day centre to close in Autumn 2018. 
Social Work Adult Services will continue to work with service users, their carers and employees as it 
is recognised that change is difficult and stressful and will work to alleviate stress and anxieties 
moving forward throughout this redesign of our current in-house services. 
 
Falkirk HSCP hosted a public event on 23 April 2018. The purpose of organising “Believe and 
Achieve” was to demonstrate how many opportunities there are for people with a disability and their 
carers in Falkirk to take part in. On the day there were 22 exhibitors who were present and a further 
3 who provided leaflets. These covered a range of services from Falkirk Community Trust, Third 
Sector organisations and local groups and services. 
 
 
Good Transitions – Improving Transitions Planning 
Young people with additional support needs and their families told us how we can improve the way 
we support them as they move from children’s to adult services. The work found optimism about the 
future and enthusiasm around how good transitions can be achieved and a realistic appraisal of the 
work that will be required. 
 
For young people with additional support to do this successfully they need the right support to make 
the transition into young adulthood. Good transition planning is of central importance to the 

http://www.falkirk.gov.uk/livingwell
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achievement of their personal outcomes. This involves coordination within and across services 
including education, children’s social work, the Health and Social Care Partnership, health, housing, 
employment services and the third sector. 
 
The Partnership has adopted the Principles for Good Transitions to guide service delivery and 
practice and signal our commitment to excellence in transition planning. The Partnership has 
agreed to identify resources to create a strategic role to co-ordinate transition planning, implement 
the improvement actions and to create a Transitions Steering Group, including the terms of 
reference for this group. 
 
 
Changing Places Toilet Facilities 
Within the Falkirk Partnership area we are making progress towards having on Changing Places 
Toilets [CPT] available at a range of locations. A stakeholder group, chaired by the Head of Social 
Work Adult Services, has brought together family carers, Occupational Therapy, Falkirk Delivers 
and the Community Trust to take this forward. 
The provision of CPT facilities has been identified as a gap, which leads to denial of dignity.  People 
are feeling compelled to abandon planned time away from their homes, having no choice but to 
return there to attend to their personal care needs. Alternatively they and their carers are required 
to deal with personal care needs in non adapted facilities. 
 
The group has made good progress over the year, including: 
 

• the Community Trust has completed work on installation of a facility at the Mariner Centre 
• a facility at Grangemouth Sports Complex is nearing completion  
• Forth Valley College have agreed to open their facilities for use by the wider community 
• Social Work Service is taking steps to open some facilities, for example at Oswald Avenue 

Day Service, for use by the wider public  
• the Council’s Locality Hubs are being designed with the need for CPT included as standard  
• engaging with the private retail sector to make available CPT facilities. 

 
By empowering people who have higher levels of personal care need to be involved in their 
communities, new provision will support the Partnership outcomes of self management, fair and 
positive experience, and access to community support. The proposal supports the objectives of the 
Review of Day Services for Younger People which can only deliver the shift towards more 
community based support if the necessary physical infrastructure is in place. 
 
 
Delayed Discharges 
The partnership continues to have a focussed approach to prevent unplanned admissions to 
hospital as well as identifying the reasons for people being delayed in their discharge home. This 
work is led by the Delayed Discharge Steering Group which oversees the delivery of an 
improvement plan that ensures there is a collective ownership of the targets and improvement 
action plan. 
 
 
Carers Act Implementation 
From 1 April 2018, the Carer’s (Scotland) Act 2016 extends and enhances the rights of unpaid 
carers. The Act aims to ensure that carers are supported more consistently, so they can continue 
to care if they wish, and are able to do so in good health and with a life alongside their caring 
responsibilities. 
 
The IJB and Partnership, has over the course of 2017/2018 overseen and directed the preparations 
for the implementation of the Carers Act. A Carers Act Implementation Group was established. This 
has membership from across the HSCP, Falkirk Council and importantly carers and carers’ 
representative groups. Through effective engagement and co-production the group ensured that the 
requirements of the Act and its introduction have been realised. A work programme to meet the 
additional ongoing requirements of the Act for 2018/2019 has been developed. 
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Support at Home (Home Support and Supported Living) Contract 
The contract commenced on 1 April 2018 for a period of 2 years to 31 March 2020, with an option to 
extend for up to a further 24 months. The total estimated annual value of the contract for all lots is 
£25m. The estimated value over the 4 years (including extension period) is therefore estimated at 
£100m. 
 
The framework will provide for all new support at home and supported living services commissioned 
by homecare and community care teams. It is  intended that all existing support arrangements will 
remain in place and will not be affected by this framework, except in those circumstances where 
service users or either contracting party wish to make alternative arrangements. 
The new contract provides an opportunity to work collaboratively with a smaller number of 
providers. This will enable stronger processes for contract and performance management to be 
developed. 
 
The objectives of enhanced collaboration are to: 

• increase provider capacity, reducing delays in provision of care packages 
• support locality planning 
• implement operational efficiencies, reducing service delivery costs 
• ensure levels of care are reviewed to deliver personalisation and improved outcomes. 

 
This approach will also enable commissioners to develop stronger partnership working with the 
providers, to build more effective relationships. This will play a key role in increasing an 
understanding of the influences on service delivery, help to identify training needs and mobilise new 
and improved operating procedures. It will also enable new technology to be more efficiently 
implemented.  Effective joint working with successful providers will be central in taking forward: 
 

• reablement 
• SDS and outcomes approach 
• individual budgets 
• integrated working. 

 
 
Frailty at the Front Door Collaborative 
NHS Forth Valley is one of five partnerships participating in the Frailty at the Front Door 
Collaborative, facilitated by Healthcare Improvement Scotland and the iHub team. 
The aims of the project are to improve outcomes and experience for older people and their carers 
living with frailty and presenting to acute services by: 

• rapidly and reliably identify frailty at the front door 
• deliver early Comprehensive Geriatric Assessment (CGA)  
• ensure the person experiences well coordinated care and support attuned to their needs 

with the focus on support at home or a homely setting where possible  
• improve interface and collaborative working between health and social care. 

 
This work is being taken forward by an integrated Frailty at the Front Door Project Team with 
representation from acute, health and social care staff. 
 
 
Regional Planning 
The Scottish Government Health and Social Care Delivery Plan (December 2016) indicated that in 
2017 the Government would “put in place new arrangements for the regional planning of services.  
The National Clinical Strategy sets out an initial analysis of which clinical services might best be 
planned and delivered nationally and regionally, based on evidence supporting best outcomes for 
the populations those services will serve. This is a critical first step towards strengthening 
population-based planning arrangements for hospital services, working across Scotland.” 
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The Health and Social Care Delivery Plan also indicated that by 2018 the regional groups will set 
out how services will evolve over the next 15 to 20 years, in line with the National Clinical Strategy. 
NHS Forth Valley, Falkirk HSCP and Clackmannanshire and Stirling HSCP are full participants in 
the West of Scotland Region. However given the level of service engagement with Boards in the 
East of Scotland, NHS Forth Valley is also an associate member of the East of Scotland 
Programme Board. 
 
The anticipated benefits of participating in the evolving regional planning arrangements for the Forth 
Valley area are: 
 

• working together to respond the increasing and changing demand associated with 
demographic change and in particular the ageing population 

• sustaining the delivery of services in collaboration with other Boards given the existing and 
the expected workforce challenges 

• collaborating in order to transform the way in which services are provided in order to 
respond to the needs of the ageing population, the workforce challenges and the need to 
make significant efficiencies in a very difficult financial environment 

• learning from the experience of partners within the region 
• providing health and social care which is consistent, effective and efficient by reducing 

duplication and wastage, whilst recognising that models of care may be delivered in different 
ways in order to meet local communities. 

 
 
Financial Position 
Due to the timing of IJB meetings, the last finance report to the IJB was in June 2018. The purpose 
of this report was to set out some of the proposed changes to the way in which finance reports to 
the IJB are presented, such as: 
 

• presentation of financial information focussing on services, rather than which Partner 
provides the services 

• a savings tracker to be updated and presented to each IJB meeting 
 

The report highlighted that savings of £4.509m have been identified against a funding gap of 
£4.341m. This is a healthier position than the IJB has been in during past years but there is still a 
risk of non delivery of significant savings. This has been a significant factor in past year overspends 
on the NHS arm of the budget. The savings tracker will be important for the IJB to be able to 
assess progress in this area during the year.  
 
The June 2018 also highlights a number of emerging pressure areas for the IJB, including the use 
of contingency beds in the community hospitals at the start of the financial year.  Further work is 
also required to understand the mental health services budget and Alcohol and Drugs Partnership 
(ADP) budget in the context of emerging Scottish Government guidance. This will be reported to 
the next meeting of the IJB. 
 
A full projection for 2018/19 will be presented to the next meeting of the IJB. 
 
Work is underway to prepare a medium term financial plan to be presented to the IJB in the Autumn 
of 2018. This work will inform the IJB business plan for 2019/20 to be presented to the Council and 
NHS. 
 
Financial Implications 
There are no financial implications arising specifically from this report. The Annual Performance 
Report includes information on the use of the Partnership Funding and other funding. 
 
Workforce Implications 
There are no workforce implications arising from this report. 
 
Risk Assessment 
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The Annual Performance Report is a statutory requirement. This report ensures that the 
Partnership has met its statutory obligations to publish an Annual Performance Report by 31 July 
2018 and illustrate performance against local and national outcomes. 
 
Relevance to Strategic Priorities 
The Annual Performance Report 2017-18 will help to measure the impact of progress against the 
Strategic Plan local outcome and priorities. 
 
Equality Declaration 
The Annual Performance Report is a review of the previous year of Partnership activity. As such 
there is no requirement to carry out an assessment. 
 
Consultation Process 
There has been ongoing engagement during the year which has already informed the Partnership’s 
activity and core business. 
  



 
FORTH VALLEY NHS BOARD 
TUESDAY 25 SEPTEMBER 2018  
 
7.4   Integration Update 
Seek Assurance 
 
Executive Sponsor: Cathie Cowan, Chief Executive 
 
Author: Cathie Cowan, Chief Executive 
 
 
Executive Summary 
 
The Chief Executive and senior managers of NHS Forth Valley have been working closely 
with the Chief Executives of all three Local Authorities and Chief Officers to progress the 
delegation of operational management responsibilities to each of our Chief Officers.     
In summary, the report is intended to provide assurance to the NHS Board that their 
commitment to integration is being progressed and the delegation of operational 
management arrangements to the Chief Officers for those Health Board functions in scope is 
nearing completion.  

Recommendations 

The Forth Valley NHS Board is asked to: 

• seek assurance that  progress is being made in preparation for the delegation of 
operational management arrangements to the Chief Officers   

• request future updates to oversee the delegation timetable 

Key Issues to be Considered 

The Chief Executive established a Working Group in early June 2018 made up of Chief 
Officers, Chief Financial Officers, Senior HR Officers from all three Local Authorities and 
Senior staff from NHS Forth Valley including our Directors of Nursing and HR.    

NHS Forth Valley will disband the Community Services Directorate and in doing so review 
services that are in-scope and out of scope.  The General Manager post will be deleted from 
our structure and contribute to our savings target of £18.4 million, once we are satisfied that 
the operational delegation arrangements are in place.  Services in-scope will be shared 
across the two Partnerships and delegated to the two Chief Officers.  For services not in 
scope notably:  Children’s Services, arrangements are in place to delegate operational 
management arrangements for services and staff to the General Manager for Women and 
Children’s Services.   

NHS Forth Valley will continue to manage primary care, public dental services and prison 
healthcare.  Interim management arrangements to support the implementation of the 
Primary Care Improvement Plan (in line with the agreed GP contract) are currently being 
established and will be in place from early December 2018.  



 1  
 

(A presentation led by Linda Donaldson Director of HR will provide an update to the NHS 
Board in regard to the management structure and delegation of operational arrangements) 

Workforce Implications 

The Clackmannanshire/Stirling Partnership is in the process of appointing to the approved 
locality model with each locality having a senior manager.  These posts are new joint posts 
and have been evaluated by the Local Authorities and NHS Forth Valley (NHS Forth Valley 
posts have been evaluated at AfC band 8b).  Staff as per NHS Forth Valley’s Organisational 
Change policy will be redeployed, a similar process is underway in the Local Authorities, and 
these leave one vacancy which will go out to advert.  In the meantime a manager will 
assume additional responsibility manager to enable the Partnership structure to be 
established.   

A similar process in the Falkirk Partnership is set to begin; posts have been evaluated at AfC 
Band 8b.   

The professional structure for nursing and AHP has been confirmed and each Partnership 
will have a half time senior nurse (AfC Band 8c).  AHP leadership will be directed from the 
Associate AHP Director and each Partnership will have access to specialty (e.g. dietetics, 
speech and language etc) specific professional support.  The medical professional structure 
is currently being finalised.   

Work to complete hosting arrangements is yet to be confirmed.  Services that may fall within 
a hosting arrangement include: e.g. specialist AHP, psychology, mental health and learning 
disability inpatient services.   

It is intended the management structure to support integration as detailed above will be cost 
neutral.  

Risk Assessment  

The Community Services General Manager’s post will be deleted and the services in scope 
will transfer to the two Chief Officers.  Staff working within these in-scope services will be 
managed through a locality arrangement and senior staff will be redeployed to these new 
posts.  Services no in-scope (listed above) will be managed by NHS Forth Valley.   

Risks associated with the delegation of in-scope services are being mitigated by: 

• the General Manager role will remain in the NHS structure until delegation of 
operational  management arrangements are transferred to each of the Chief Officers 

• additional investment (realignment of budgets) in senior professional capacity has 
been created and will add considerable expertise and professional/management 
capacity   

In summary, the Health Board will continue to manage risks associated with the delegation 
of operational arrangements and escalate issues and/or risks associated with this work to 
the IJBs if/when appropriate. 

 



 2  
 

Relevance to Strategic Priorities 
 

• Integration Joint Board, Health Board and Local Authority 
Relationships/Responsibilities   
 

The Integration Joint Board (IJB) is a separate legal entity made up of councillors, Health 
Board non executive directors and other members of the Health Board where there are 
insufficient non executive directors.  These are the voting members of the IJB.  The IJB 
receives professional advice from a range of people notably the Chief Officer as principal 
advisor, Chief Financial Officer and a number of key stakeholders (carer, service user, and 
third sector representatives, CSWO, GP and doctor, nurse and staff side representatives).  
The IJB sets the strategic direction of the delegated functions (through the Strategic Plan), 
directs the Health Board/Local Authority to provide services as per the Strategic Plan and 
allocates budget.   
 
The IJB in its oversight role for the Health and Social Care Partnership reviews performance 
against the Strategic Plan and has the ability to issue directions to the Health Board and 
Local Authority that drive delivery of the priorities as outlined in this Plan.  The Health Board 
and Council are accountable to the IJB for the services it commissions.    These 
relationships and how they relate to each other are illustrated in Diagram 1 below: 
 
Diagram 1 
 

 
  
 

Reference: Audit Scotland 2015 
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• Chief Officer  

 
The process to recruit Chief Officers in both IJBs was approved by all four organisations and 
Chief Officers were appointed by each of the IJBs.   Chief Officers have a dual role (see 
Diagram 2 below), they are directly accountable to the: 
 
 IJB for all of its responsibilities, these include: producing a Strategic Plan, as per the 

legislation requirements, for issuing IJB agreed/approved directions to the Health 
Board and Council, and for then ensuring, that the Plan is delivered to improve 
outcomes for its local population. The IJB is also responsible for the performance 
report as well as the prospective financial plan and retrospective financial report.   

 Chief Executives of the Health Board and Local Authority for the delivery of 
integrated services in line with the relevant policies and procedures of the both 
parties.  It is the role of the Chief Executives to ensure that they share responsibility 
for delivering improved outcomes. 

 
Diagram 2 

     

 
 
  
 

The Chief Officers will be responsible for some of the Health Board services in their 
operational role as an officer of the Health Board.  Where the Chief Officers do not have an 
operational role, the Integration Scheme requires that they are given the support and ‘line of 
sight’ to provide assurance to the IJB that the Health Board is delivering services 
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appropriately in accordance with Directions and the Strategic Plan. The Chief Officers are a 
member of the Senior Leadership Teams within both the Health Board and the Local 
Authority.   
 
In summary, the Health Board and Council in preparing the Integration Schemes aspired to 
enabling people to live full and positive lives within supportive communities. In each of the 
Partnerships there is evidence of innovative redesigns that are whole system in nature and 
staff employed by the four organisations operating in Forth Valley are working in ways that 
support partnership working.  Developing operational management arrangements for 
services in-scope is core to transforming health and social care. 
 
Equality Declaration 
 
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. 

Consultation 
 
The work to support the further operational management delegation has been developed by 
the Health Board Chief Executive, supported by Chief Officers and key Health Board senior 
managers, including HR and Finance from both the Health Board and Local Authorities.  A 
weekly meeting (meeting began on 1 June) chaired by the Health Board Chief Executive is 
supporting this transition.   

NHS Forth Valley has played into a number of IJB development sessions the latest (Falkirk 
IJB) took place on Friday 21 September, this session led by Scottish Government colleagues 
revisited the role/relationships between the IJB, Health Board and Council  - the slides from 
this session are attached at appendix 1 for reference. 

 

 

 

 

 

 

 

 



 
 
 

 
FORTH VALLEY NHS BOARD  
TUESDAY 25 SEPTEMBER 2018  
 
8.1 -   Finance Report    
Seek Assurance 
 
Executive Sponsor: Mr Scott Urquhart, Director of Finance 
 
Author: Mr Scott Urquhart, Director of Finance 
 
 
Executive Summary 
This report provides a summary of the financial position for NHS Forth Valley to 31st August 2018.   
 
Recommendation:     
The Forth Valley NHS Board is asked to note: - 
 

• a revenue overspend of £0.978m to 31st August 2018, with an improved projected outturn 
position and further review planned based on the September position. 

 
• a balanced capital position to 31st August 2018 and balanced projected capital outturn. 

 
• the position on savings with £17.346m identified at 31st August 2018 and work ongoing to 

identify balance of savings (£1.1m). 
 
Key Issues to be Considered:     
Issues are highlighted within the attached Finance Report  

 
Financial Implications 
Any relevant financial implication will be discussed within the Finance Report  
 
Workforce Implications 
Any workforce implications will be discussed with the Finance Report and progressed appropriately 
if required 
 
Risk Assessment 
Key risks are highlighted within the appropriate level of Risk Register 
 
Relevance to Strategic Priorities 
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).    
  
Equality Declaration 
The author can confirm that due regard has been given to the Equality Act 2010 and compliance 
with the three aims of the Equality Duty as part of the decision making process. 
 
Further to an evaluation it is noted that:   
• Paper is not relevant to Equality and Diversity 
 
Consultation Process 
Directorate Management Teams with Finance colleagues 
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1.0 EXECUTIVE SUMMARY 

 
1.1 This report provides a summary of the financial position for NHS Forth Valley to 31st August 

2018.   
 

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).    

 
1.3   Table 1: Revenue Financial Position as at 31st August 2018 
   

Budget Area 
Annual 
Budget 

 

Variance 
at 31 

August 
2018 

 

Forecast 
Outturn 

  £m 
 

£m 
 

£m 

Core NHS plus Set Aside services   
 

  
 

  
Clinical Directorates   

 
  

 
  

Surgical 78.413 
 

-1.867 
 

-3.564 
Medical 71.020 

 
-1.866 

 
-3.393 

Cross Boundary Flow 46.544 
 

-0.820 
 

-2.133 
Community Services 31.960 

 
-1.034 

 
-2.547 

Women and Children 26.965 
 

-0.878 
 

-2.149 
Income -24.025 

 
-0.121 

 
0.000 

    
 

  
 

  
Facilities / Corporate Functions   

 
  

 
  

Facilities and Infrastructure 97.113 
 

-0.057 
 

-0.250 
Area Corporate Services 29.184 

 
0.340 

 
0.209 

    
 

  
 

  
Ringfenced and Contingency Budgets 6.902 

 
  

 
  

Partnership Funds 3.707 
 

  
 

  
Central Budgets for Distribution 14.453 

 
5.682 

  Subtotal 382.236 
 

-0.620 
      

 
  

 
  

Health & Social Care Partnerships   
 

  
 

  
Falkirk HSCP 125.947 

 
-0.288 

  Clacks/Stirling HSCP 112.556 
 

-0.070 
  Subtotal 238.504 

 
-0.358 

      
 

  
  Total 620.739 

 
-0.978 

   
 

The financial position at month 5 (31st August 2018) is an overspend (expenditure higher 
than budget) of £0.978m.  The in-year position comprises an overspend on Health and Social 
Care Partnership (H&SCP) services (which include prescribing and Community Hospitals) of 
£0.358m, and an overspend on Clinical Directorates and Estates / Facilities areas of 
£0.620m.  Further information on the financial position of each Directorate is provided in 
Section 2 of this report.   
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Budget totalling £0.6m was transferred from centrally held Board budgets to the Women and 
Childrens Directorate in August continuing the approach agreed at the outset of 2018/19 to 
devolve central budgets to services where appropriate.   
 
Annual 2018/19 pay uplift details for Medical & Dental staff have now been confirmed, and 
these have been factored into current year financial projections.  The overall cost of the pay 
award is broadly within the planning assumptions made. 
 
Expenditure on temporary non-core staff (bank, agency, locum and overtime costs) to 31st 
August is £7.268m, which continues to reflect an increase on the previous year comparator 
(£6.079m).  Alternative service models are being considered where medical locum staff have 
been in place for longer term periods, and where feasible proleptic appointments are being 
made to avoid recruitment timing delays for key medical posts.  Further details on 
expenditure trends are provided at Appendix 1.  
 
The annual savings requirement for NHS FV in 2018/19 is £18.4m (4%).  Savings plans 
identified to date total £17.3m (previous month £16.1m).  Savings delivered for the five 
months to 31st August 2018 total £2.580m and further detail on individual schemes is 
provided in Appendix 3.   
 
A number of Scottish Government funding allocations were confirmed during August 
including PPRS (annual funding towards new medicines - plus a share of funding from the 
previous financial year), Pay Consequentials (reflecting costs of Agenda for Change pay 
award above the first 1% plus some additional support towards the medical and dental pay 
award), Preparing for Winter funding, and ADP (Alcohol and Drugs Partnership).  Whilst 
these allocations had been anticipated the overall sums confirmed are higher than had been 
initially anticipated which helps towards reducing the in-year financial risk for the NHS Board 
and partnerships.   
 
A letter confirming additional capital and revenue funding to deliver a range of elective care 
developments was received on 18th September.  Further detail on this is provided under 
separate cover. 
 

1.4 Outturn Projection 
Directorate projections have been updated per Table 1 and projections will continue to be 
refined on a monthly basis throughout the year.  Mid-year financial performance reviews are 
planned to be held with General Managers of each Directorate during October focusing on 
opportunities to deliver cost improvement and improved value within services. 
 
Given the funding allocations confirmed per above and based on review of expenditure 
trends for the first 5 months together with available financial flexibility opportunities, the year 
end outturn forecast is reduced from £1.9m overspend to £0.9m overspend.  This position is 
subject to two key risks:  
• Health and Social Care Partnership outturn and risk share arrangements. 
• Potential impact of winter in terms of contingencies required to maintain services.  
The outturn forecast is also dependent on a continued service focus on expenditure run 
rates and management of costs.  A further review on outturn projections will be made based 
on the September position. 

 
1.5 Capital 

The capital report to 31st August 2018 reflects a balanced position.  Capital expenditure for 
the five month period April to August totals £4.071m (Appendix 2).    
 
A full update will be provided to the Performance and Resource Committee for two capital 
issues which are not included in the current reported position: 
• Land sales for the Bellsdyke site - current planning assumptions are expected to 

generate further additional capital receipts during 2018/19 and options for this are being 
considered.  
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• Plans for utilisation of Capital funding for recently confirmed elective care developments  
 

1.6    Funding Allocations 
Total revenue funding of £620.739m per Table 1 comprises: 
• Confirmed SGHSCD allocation (letter dated 3rd September 2018) of £520.464m for core 

revenue.  Allocations during the month totalled £4.430m. 
  

 
£m 

New Medicines Fund 2.393 
Carry forward of 2017-18 core revenue surplus 1.358 
Additional ADP Funding 0.921 
CSO - research infrastructure 0.517 
Waiting Times - Long Waits ( Orthopaedic/ Gen Surgery/ ENT/ 
Gastroenterology/ Rheumatology] 0.508 
eHealth IPACC 0.438 
Other including Waiting Times (Ophthalmology) 0.180 
Other top slices -0.109 
National Distribution Centre (NDC) top slice -0.666 
GP Prescribing - £20m tariff reduction to Global Sum -1.110 

 
4.430 

   
• Anticipated core revenue allocations of £42.149m, including new recurring / non recurring 

core allocations and £25.737m non-core allocations. 
• An indicative budget for Family Health Services (FHS) of £32.389m to match anticipated 

spend. 
 
 

2.0 CLINICAL DIRECTORATES 
 

2.1 Clinical Directorates are reporting an overspend of £6.586m to the end of August 2018. 
   

Directorate 

Annual 
Budget  

£m 

YTD 
Budget  

£m 
YTD Spend   

£m 

YTD 
Variance 

£m 
Surgical  78.413 32.418 34.285 (1.867) 
Medical  71.020 30.408 32.274 (1.866) 
Cross Boundary Flow  46.544 19.449 20.269 (0.820) 
Community Services  31.960 13.067 14.101 (1.034) 
Women & Children  26.965 10.784 11.662 (0.878) 
Income (24.025) (10.388) (10.267) (0.121) 
Total 230.877 95.738 102.324 (6.586) 

 
 

• Clinical Directorate budgets above include those elements of Directorate budgets which 
are not in scope for H&SCP integration, plus those services defined as Set Aside.  
Directorate services in scope for HSCP integration are reported between the two 
partnerships within the H&SCP section of this report.   

 
• The Surgical Directorate is reporting an overspend of £1.867m to 31st August 2018 

(£1.286m last month), largely attributable to non pays areas including surgical 
instruments, reagents and consumables within theatre and anaesthetics areas, and drugs 
costs within oncology and surgical specialties.  The Directorate also has a level of 
unallocated savings budget built up from previous years which are generating in-month 
overspends.   
 
Directorate savings plans for 2018/19 include a service change in ophthalmology which 
includes a drug switch with opportunity for significant cost reduction. 
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• The Medical Directorate overspend of £1.866m to the end of August (£1.459m last 

month)  is largely a result of pressures driven by pay costs including temporary bank and 
agency staff to manage vacancies, absence and capacity issues continued from previous 
year, savings not yet delivered, and non pay pressures.    
 
Non pay pressures include high spend on drugs within Ambulatory Care services 
(biologics, plasma products and Healthcare at Home).  

 
• The Cross Boundary Flow 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.   
Inflation at 1.5% on inflow and outflow budgets has been applied from April.  Draft 
2018/19 cross boundary flow proposals have been received from NHS GG&C. 

 
The main area driving the cost pressure is recharges for high cost drugs and unplanned 
acute admissions.   

 
• 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 which is reported in the 
H&SCP section.   The financial position for August 2018 is an overspend of £1.034m . 

 
• The Women and Childrens Services and Sexual Health Services Directorate is reporting 

£0.878m at month 5 (£0.740m overspend at month 4) in relation to nursing and medical 
pays issues including cover arrangements for maternity and sick leave cover, drugs 
costs (HIV drugs), and savings pressures. 
 

• The Income line represents income received by the Board for Junior Doctor base salary 
costs from NES, income for treating patients from other NHS Boards areas, and 
miscellaneous income sources from other organisations. 
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3.0 CORPORATE FUNCTIONS AND FACILITIES  
 

3.1 Corporate functions and Facilities reporting an underspend of £5.963m to the end of August 
2018.    
 

Directorate 

Annual 
Budget  

£m 

YTD 
Budget  

£m 

YTD 
Spend   

£m 

YTD 
Variance 

£m 

Facilities & Infrastructure 97.113 36.249 36.306 (0.057) 

Director of Finance 3.142 1.309 1.305 0.004 

Area Wide Controls 4.758 1.103 1.143 (0.040) 

Medical Director 7.075 2.861 2.851 0.010 

Director of Public Health 4.546 1.609 1.593 0.016 

Director of HR 3.714 1.524 1.496 0.028 

Director of Nursing 2.575 1.080 1.044 0.036 

Chief Executive 1.761 0.754 0.665 0.089 

Immunisation / Other 1.613 0.672 0.477 0.195 

Ringfenced and Contingency 25.062 5.682 0.000 5.682 

Total 151.359 52.843 46.880 5.963 
 
 
• The Facilities and Infrastructure Directorate covers estates, maintenance, transport and 

domestic services other than those covered by the FVRH Contract, management of the 
payments for FVRH, Clackmannanshire Health Facility and Stirling Health and Care 
Village contracts, and Capital Projects.  It also covers eHealth/ICT, Information and 
Procurement services.   An overspend of £0.057m is reported to the end of August 2018.   
 
The forecast outturn position is an overspend of £0.250m and key financial pressure 
areas include patient transport services and Transport Hub, managed beds services and 
property costs.   
 

• Area Corporate services cover a range of services of functions including Finance, HR 
and Public Health.  There are offsetting over and underspends associated with issues 
such as delays in savings delivery and vacancies respectively.  

 
• The ring-fenced and contingency line covers a range of budgets that have not yet been 

distributed to Directorates, including funds ring-fenced for Partnership reserves, Waiting 
Times / access funding, contingency and winter plan funds, and other non recurring 
financial flexibility, offset by the year to date impact of area wide savings not yet 
distributed.  
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4.0 HEALTH AND SOCIAL CARE PARTNERSHIPS  
 

4.1 NHS services in scope for Health and Social Care Partnerships (H&SCPs) report an 
overspend of £0.358m to 31st August 2018.    
 

HSCP 

Annual 
Budget  

£m 

YTD 
Budget  

£m 

YTD 
Spend   

£m 
Clackmannanshire and Stirling        
  Operational Services 46.366 19.373 19.162 
  Universal Services 66.190 27.421 27.702 

Subtotal 112.556 46.794 46.864 
        
Falkirk        
  Operational Services 54.908 20.060 20.016 
  Universal Services 71.039 29.370 29.702 

Subtotal 125.947 49.430 49.718 

TOTAL 238.503 96.224 96.582 
 
• Health and Social Care Partnership budgets detailed above are Health budgets 

designated as in scope for HSCP integration, excluding services defined as Set Aside.  
 

• Price inflation and prescribing inflation budgets have been distributed per agreed 
arrangements for 2018/19.  Pay inflation budgets will require to be reviewed in light of 
A4C pay award uplift confirmation.  

 
• The key financial pressure areas for partnership services remain as Prescribing, Complex 

Care and Community Hospital Services.  The majority of issues affecting the prescribing 
budget are demand driven and pressures including medicines pricing and increased 
uptake are being experienced nationally across H&SCPs.  The financial position includes 
costs in relation to extended winter arrangements at Falkirk and Bo’ness Community 
Hospital settings which have now ended. 

 
• Discussions regarding longer term financial planning beyond 2018/19 are ongoing with 

Chief Finance Officers as part of the Board’s medium term financial plan. 
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5.0 SAVINGS 
 
5.1 The total savings requirement for 2018/19 is £18.407m (4%), spread across Directorates per 

below.  As at 31st August savings plans to the value of £17.3m have been identified with 
plans for £1.1m yet to be developed.   Savings plans have been risk assessed as Green 38% 
/ Amber 48% / Red 14%.  A full detailed report on savings is provided at Appendix 3.  
 
Savings Plans by Directorate 
 

  
  Savings Plans 

Identified 2018/19 

Savings 
Delivered at 31 
August 2018  

Directorate £000  £000  
Medical Directorate 3,778 495 
Surgical Directorate 2,753 381 
Women and Children Directorate 697 104 
Community Services Directorate 1,239 268 
Prescribing 2,089 131 
Estates & Facilities 641 160 
Corporate and Area Wide  6,149 1,042 
Subtotal 17,346 2,580 
Unidentified Savings 1,062 0 

TOTAL  
    

18,407 2,580 
 
 

5.2 The savings trajectory as submitted in the Annual Operating Plan reflects the planned 
phasing of savings delivery across the financial year from June 2018.  Savings delivered to 
August total £2.580m- slightly ahead of plan, which includes £0.670m non-recurring benefits. 
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6.0 RISKS 
 

The following key financial risks continue to be revised throughout the year: 
 
• Economic outlook and demographic change impact driving continued recurrent cash 

savings requirements without which significant change is not sustainable. 
 
• Pay Policy –funding for pay uplift may not be sufficient to meet impact of pay settlement 

on an in-year and recurring basis.  There is a further potential risk arising from national 
developments in relation to ‘Pay as if at Work’ arrangements.  

 
• New Drugs / Drug demand - proportion of spend on hospital drugs in particular has been 

rising above inflation year on year. 
 
• 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. 

 
• Property sales, in particularly via Bellsdyke agreement, are subject to variation and 

potential timing change. 
 

• Finalisation of the financial arrangements for Stirling Health and Care Village 
 

• Potential workforce issues arising from EU withdrawal arrangements. 
 
 

7.0   CAPITAL 
  

Forecast gross direct Capital Expenditure for 2018/19 is £15.866m comprising Scottish 
Government Health Directorate General Core Allocation of £5.535m, forecast Property 
Disposal receipts to the value of £5.227m, and funding in respect of Stirling Care Village 
addition of £5.104m per table below. (see also Annex 2). 
 

        
Total        
£m 

Capital Resources         
   General Allocation (including anticipated)     5.535 
   Property Disposals (including anticipated)     5.227 
   Stirling Care Village Asset addition       5.104 
Total Capital Resources       15.866 
          
Capital Expenditure         
   Spend to 31st August 2018       4.071 
   Anticipated Spend Sept 2018 to March 2019     6.694 
   Stirling Care Village Asset Addition 

  
 5.104 

Total Planned Expenditure       15.866 
 
Expenditure to 31st August 2018 was £4.071m, an in-month increase of £1.182m.  Planned 
expenditure during 2018/19 can be summarised as follows: 

 
• Strategic & Regional Priorities – the first payment for Capital Variations related to the 

Stirling Care Village project were paid during August to the value of £0.146m.  These 
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payments were in respect of additional work requested by partners outwith the main 
contract. 
 

• Primary & Community Services – expenditure to date within this category equates to 
£0.524m and is in relation to fees payable for the new Doune Health Centre 
Development, and also refurbishment costs for the Health Centre projects at Bo’ness, 
Dunblane and Grangemouth that commenced during the last financial year.  

 
• Community Hospitals – during August 2018 in-month expenditure equated to £0.314m in 

relation to the Stirling Care Village Equipping project. There is currently an overspend 
against budget within this project to the value of £0.102m, however it is anticipated that 
this variance will be recovered once partner recharging arrangements have been 
confirmed.   

 
• IM&T and Medical Equipment – to date £1.170m has been spent on projects being taken 

forward as part of the eHealth financial plan, and also a further £0.638m on the Medical 
Equipment replacement programme. 

 
• Area Wide Expenditure – as at 31st August 2018 £0.221m has been spent on Fire 

Safety/Stat Standards/HEI and Energy Efficiency projects on various sites within the NHS 
Forth Valley estate, representing in-month expenditure to the value of £0.017m. 

 
A full update will be provided to the Performance and Resource Committee in October for 
two capital issues which are not included in the current reported position: 
 Land sales for the Bellsdyke site - current planning assumptions are expected to 

generate further additional capital receipts during 2018/19 and options for this are 
being considered.  

 Plans for utilisation of Capital funding for recently confirmed elective care 
developments 
 

 
 

8.0 CONCLUSION AND RECOMMENDATION 
 
The Committee is asked to note: 
 
• a revenue overspend of £0.978m to 31st August 2018, with an improved projected outturn 

position and further review planned based on the September position. 
 
• a balanced capital position to 31st August 2018 and balanced projected capital outturn. 

 
• the position on savings with £17.346m identified at 31st August 2018 and work ongoing to 

identify balance of savings (£1.1m). 
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Appendix 1 – Non-Core Staffing Cost Trends 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

0
100
200
300
400
500
600
700
800

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar

£'
00

0s
Medical Agency & Bank

2017/18 v 2018/19

FY 2017 FY 2018

 

0
100
200
300
400
500
600
700
800
900

1,000

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar

£'
00

0s

Nurse Bank & Agency 
2017/18 v 2018/19

FY 2017 FY 2018

 

0
100
200
300
400
500
600
700
800

Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar

£'
00

0

Admin Bank & Agency Staff
2017/18 v 2018/19

FY 2017 FY 2018



   11 
 

Appendix 2 – Capital  
    

CAPITAL RESOURCE LIMIT 

Annual 
Budget  

£000 

YTD 
Budget 

£000 

YTD 
Spend   
£000 

YTD 
Variance 

£000 
As at 31st August 2018         
CAPITAL RESOURCES     

 
  

SGHD - General Allocation 6,085 2,629 2,731 -102 
SGHD - Other Allocations 1,750 0 0 0 
SGHD - Anticipated Phasing to future years -700 0 0 0 
SGHD - Capital Exp charged to Revenue -1,600 0 0 0 
General Allocation 5,535 2,629 2,731 -102 
Stirling Care Village Asset Addition 5,104 0 0 0 
Total Core Capital Resource Limit 10,639 2,629 2,731 -102 
Property Disposals 5,227 1,340 1,340 0 
Total Capital Resources 15,866 3,969 4,071 -102 
PLANNED CAPITAL EXPENDITURE     

 
  

Strategic & Regional Priorities     
 

  
PFI Hospital Variations 100 0 0 0 
Stirling Care Village Asset Addition 5,104 0 0 0 
Stirling Care Village Variations 200 146 146 0 
Total 5,404 146 146 0 
Primary & Community Services     

 
  

Primary Care Premises Review 900 524 524 0 
Doune Health Centre - Hub D&B 2,336 36 36 0 
Total 3,236 560 560 0 
Community Hospitals     

 
  

Community Hospital Retained Sites 500 34 34 0 
Stirling Care Village Equipping 1,200 1,200 1,302 -102 
Total 1,700 1,234 1,336 -102 
IM&T and Medical Equipment     

 
  

IM & T Strategy 2,764 1,170 1,170 0 
Medical Equipment Replacement Programme 2,050 638 638 0 
Total 4,814 1,808 1,808 0 
Area Wide Expenditure     

 
  

Fire Safety / Statutory Standards / HEI Property 
Maintenance 1,812 221 221 0 
Energy Efficiency / Carbon Management 500 0 0 0 
Capital to Revenue Transfers -1,200 0 0 0 
Capital Grants -400 0 0 0 
Total 712 221 221 0 
Total Capital Expenditure 15,866 3,969 4,071 -102 
Savings/(Excess) Against Resource Limit 0 0 0 0 

     Forecast Property Disposals         
Bellsdyke Development 2,767 0 0 0 
Bannockburn Hospital Land 1,300 1,340 1,340 0 
Orchard House Land 450 0 0 0 
Westbank Clinic 150 0 0 0 
Woodland Area old RSNH Site 160 0 0 0 
Field X, RSNH Site 400 0 0 0 
Total Forecast Property Sales 5,227 1,340 1,340 0 

 



NHS Forth Valley
Savings 2018/19
At August 2018

Identified Saving Scheme Schemes 
Identified

Savings 
Delivered to 

Date Progress Narrative
SURGICAL DIRECTORATE £000 £000 RED AMB GRN

Health Records : Service redesign 111 46   
Health Records : Travel expenses and overhead reduction 4 2   
Health Records : Replace PFB process with Direct Booking 2 0   
Health Records : Uniform and stationery review 3 1   
Health Records : Electronic self check in at outpatients 13 0   
Dietetics : Home enteral feeding contract 40 17   
Dietetics : Use of electronic resources for education 6 0   
Dietetics : Use of in-house structured education programme 1 0   
Dietetics : Use of existing staff to progress time limited projects 4 2   
Theatres : Review of workforce reducing agency requirement 68 0   
Theatres :  Review of orthopaedic loan equipment charges 15 0   
Theatres : Review of anaesthetic drug 5 0   
Theatres : Review stock control measures 50 0   
Laboratories : Review Primary antibody 1 0   
Laboratories : Charges for Level 3 diploma 2 0   
Laboratories : Review Procalccitonin testing 3 0   
Radiology :  Review CT injection consumables -  multidose injector 20 8   
Radiology :  Review CT contrast 8 1   
Radiology : Review of Picc line supplier 5 0   
Radiology : MRI contract review 121 24   
Radiology : Pricing review of stents and catheters 5 2   
Orthopaedics : Review pays - re EPA impact 18 0   
Review drugs to reduce waste, variation, biosimilars 300 125   
Use of Avastin rather than Lucentis for intra-viteal injections 1,315 0   
Review staffing recharges 73 0   
Admin : Stationery review 15 6   
Admin : Review of paperlight opportunities 78 33   
Admin : Review training budget 10 4   
Medical staffing :  Opportunities to reduce WL initiatives 93 0   
Medical staffing : workforce retiring consultants 264 110   
Directorate Wide : Reduce non-core staff costs by 10% 100 0   
Subtotal 2,753 381

MEDICAL DIRECTORATE
Medical Pays : Review locum expenditure, job planning, Waiting List Initiatives 402 46   
Nursing Pays : Review Nursebank & agency expenditure 790 0   
Drugs : Focus on high cost areas 1,336 409   
Service Redesign : OPAT, Specialist Rehab provision, Day Hospital review, Frailty 750 0   
Service Reconfiguration : Insulin Pumps, Hep C, Renal dialysis capacity use 500 0   
Housekeeping and Other Operational Efficiencies 0 41   
Subtotal 3,778 495

WOMEN, CHILDREN & SHS
Review Maternity Casenote 6 0   
Offsite Storage 12 0    Difficulty identifying local storage space/areas
Review of Medical Management 15 0   
Midwifery Supervision 12 0   
Review Normal Delivery Packs (Evident in ASDU - Surgical Dir) 34 0   
Review Parentcraft Provision 17 0    Considering online/training resources to release staff time 
Drugs for TOP 1 0   
4 contingency Beds (dependent on area wide approach - capacity/flow) 116 0    Delivery of saving dependent on system/organisation wide change
Re-useable supplies 9 0   
Review Clinic Requirements 2 0    Under review
Interface Ultrasound Scans to Badgernet 49 0   
Home Care - Ivacaftor 115 0   
Melatonin Drugs 10 0   
Oral Rehydration Salts 2 0   
Review use of Palivuzimab for RSV - refine eligibility/dose based on guidelines 9 0   
Review Palivuzimab provision 49 0    Requires clinical and organisational support
NNU milks 1 48   
Reduce Supplementary Expenditure 35 0    Limited opportunities available
Equipment review 1 0   
Redesign Sexual Health Clinics 59 0    Potential impact on service delivery
Clinic working hours 3 0   
Generic drug - TRANSFER 1 - K (depending on legal outcome & full activity funding) 18 7    Remains under review
Generic drug - TRANSFER 2 - T (depending on legal outcome & full activity funding) 117 49    Remains under review
Review Coil Insertions 4 0   
Subtotal 697 104

CSD
Drug prescriptions (Qtp) 137 8   
Specialist MH : Community Rehab Teams 200 22   
Specialist MH : Cap non-core staffing 90 0    Not confirmed and difficult to achieve.
Hope House Bed Income 200 0    beds at full capacity.
Prisons : Review staff skill mix 69 0    Requires flexibile options and turnover
Prisons : GP OOH switch to Custody Nursing 30 0   
Prisons : Patient Complaints bank staffing reduction 9 4   
Integrated MH Service : Saving against IPS project costs 70 18   
Health Improvement And Corporate Services 13 6   
AMD Mental Health : Reduction in catering 2 1   
AMD Mental Health : Reduction in student accommodation costs 6   
LD Lochview : Management Part time post budget 11 5   
LD Lochview : Drugs 9 0   
LD Lochview : Non pay 20 8   
Management & Others savings target 50 21   
Management- 0.85 wte post n/r- 6 mths 34 26   
LD CRR -service non pay 7 3   
LD CRR-wforce - care packages review-Budget alanmor 36 15   
Older people services- CMHT (N) 21 9   
Older people services- CMHT (S) 21 9   
Health Visiting vacancy & reduction in hours n/r various skill mix-5 months 52   
AHP Childrens services N/R vacancies various skill mix- 5 months 60   
Adult SLT Review of service to voice patients/ information group sessions 20 0    Limited options to redeploy
AHP, MH LD and OAP Care Group - various skill mix changes 72 0    Limited options to redeploy
Subtotal 1,239 268

FACILITIES AND INFRASTRUCTURE
Estates: Review cleaning frequency 5 2   
Estates : Automatic door maintenance change 4 2   
Estates : Review SCH Telephony 7 3   
Estates: Review steam boiler maintenance SCH 2 1   
Estates: Review mechanical trade labour 30 13   
Estates - Review of Winter maintenance contracts 40 17   
Utilities - Housekeeping - sold sites 21 9   
Telecomms - housekeeping -sold sites 6 3   
Soft FM: Review first class mail 11 0   

Risk Assessment



Soft FM: Community reduction in cleaning /introduce recycling bins 49 0   
Soft FM: Removal mail delivery/collection from mail rooms community 3 0   
Soft FM: Review domestic services to Junior Docs accom 5 2   
Soft FM: Relocation of Boness Hosp laundry  to CCHC 13 0   
Soft FM: Review mail delivery to FCH SCH to 1 per day 6 3   
Soft FM: Reduced laundry price - NHS Fife SLA 50 21   
Soft FM: Service Redesign of Domestic model at Bellsdyke 22 9   
Fleet: Change from 7.5t to 3.5t van for supplies delivery 3 0   
Fleet: Provide Sanitact service in-house 1 0   
Fleet: Review use of ICT delivery van 2 0   
Fleet: MH utilise cheaper lease vehicles 2 0   
Fleet: Review of requirement for specific vehicle 2 0   
Fleet Management: Provision for costs no longer required 26 26   
Transport - Negotiate new contracts for Private ambulance and taxi use 64 0   
Transport - redesign transport arrangments for travel out of area 11 0   
Transport - review of shift patterns 60 0   
Transport - reduce opening hours of transport hub at weekends 11 0   
Health & Safety : Skill mix review training staff 7 2   
Travel Plan: Review 6 3   
Review public area cleaning 58 0   
Redesign of catering processes 24 10   
Med Physics : Review spend on spare parts 90 38   
Subtotal 641 160

PRESCRIBING
Part 7 tariff reductions full year effect 30 13   
Full year effect of technical switches 65 27    `
Reduction Childhood immunisations 10 10   
18-19 part 7 tariff reductions/off patent benefits 250 63   
Technical switch: edoxaban 177 0   
Technical switch: Aminosalicylates 15 0   
Technical switch:  mucolytics 159 0   
Technical switch: Antimuscarincs 112 0   
Non steroidal anti-inflammatory drugs 16 0   
Scriptswtich 13 0   
Review of primary care prescribing : over-ordering & waste 1,200 0   
Changes in Melatonin Protocol 42 18   
Subtotal 2,089 131

AREA WIDE SERVICES
2017/18 planned savings -all directorates incl additional FYE 896 124   
Ongoing drugs efficiencies incl new contract switches 332 0    `
Delivery of new national and local procurement savings 800 125   
Implement direct engagement agency mode 400 0    Project plan being finalised
Minimise discretionary Spend : Hospitality / advertising / general waste/ travel etc 177 18   
Maximise efficiencies from electronic systems 200 0    Limited direct financial benefit identified to date
Benchmarking -discovery /costbook 200 0    Opportunities to maximise value being progressed
Estates schemes - waste  / energy / transport 140 0    Revenue payback options for capital scheme under review
Tightening review and control of outflow activity- ongoing review / repatriation / comms 120 28   
Reduction in management and admin costs incl remaining bank /agency 100 0    Agency costs not showing overall improvements yet
Release bed capacity 250 0    Current capacity pressures 
Income generation - target income from overseas non residents and EHIC 175 0   
Non financial target delivery - reduce all triple time payments to double time 235 0    May be future scope - will require wider input
Capital and estates options incl sale of Colquhoun St 118 0   
Replacement wifi at Forth Valley Royal 120 0   
Prescribing- implement GP prescribing incentive scheme 500 0    Will revisit when cross boundary flow payments are known / agreed
Inflow SLA (18/19 update) 333 56   
NHS Board - Band 2 post, photocopiers, equipment, postage, travel 35 21   
Financial Management - review of available credits 1,018 390   
Financial Management - Pre 2010 Provisions - non recurring 280   
Subtotal 6,149 1,042

TOTAL SAVINGS PLANS 18/19 17,346 2,580

Total savings identified 17,346
Total Savings Required 18,407
Savings yet to be identified 1,062

Red 2,444
Amber 8,284
Green 6,618

17,346

Red 14%
Amber 48%
Green 38%

100%
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FORTH VALLEY NHS BOARD 
TUESDAY 25 SEPTEMBER 2018  
 
9.1   Mental Health Strategy  
For Approval 
 
Senior Manager Sponsor: Ms Shiona Strachan, Chief Officer; Ms Patricia Cassidy, Chief Officer; 
Ms Kathy O’Neill, General Manager 
 
Author: Mr Ross Cheape, Service Development Manager and Mr Joe McGhee, Senior Planning 
Manager 
 
 
Executive Summary 
As part of the Mental Health Strategy 2017-2027, Scottish Government made a commitment to 
provide funding to support the employment of additional mental health workers to improve access 
in key settings; such as Hospital Emergency Departments, GP Practices, Police Station Custody 
Suites and Prisons.  
 
Funding of £596,129 has been made available to local partners for this year (2018/19) and will rise 
to £1,734,193 in 2021-22.  Confirmation has been received from the Scottish Government of Forth 
Valley’s initial proposals.  The Scottish Government has made available 70% of funding to local 
partners, the remaining 30% of this funding will be allocated in November 2018 following 
submission of a indication of projected future spend. 
 
The two Integration Authorities, NHS Forth Valley and other local partners have been working 
together and have produced a Forth Valley wide response.  The following report highlights 8 agreed 
priority proposals and the local spending profile for 2018/19.   
 
Recommendation:     
The Forth Valley NHS Board is asked to: - 

• Approve the 8 highlighted proposals which have been previously agreed by the Forth Valley 
Senior Leadership Team (SLT) 

 
Key Issues to be Considered:     
Partners have agreed that key to the success of this first year submission was to ensure the 
sustainable quality local mental health services which are consistent with the ambitions of the 
national Mental Health Strategy, in particular Action 15, and with the need to: 
 
• Increase the capacity  of the local mental health workforce; 
• Align with partners existing strategic objectives and local plans. 

 
Financial Implications 
The following table outlines 8 agreed outline proposals (see Appendix One for detailed summaries) 
which have been developed and costed for consideration by the Scottish Government for funding 
for 2018/19.  Note costs are approximate and based upon 2017/18 Pay Scales which will increase 
significantly next year.   
 
Proposals 2018/19 2019/20 
Enhancement  of Liaison Psychiatry Service 
 

£151,141 £151,141 

Provision of local Specialist Eating Disorder Liaison Service 
  

£28,000 £28,000 

Police Access to Mental Health Assessment with Night Buddie Scheme 
(Pilot) 

£70,800 170,000 
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Provision of Mental Health Occupational Therapy & Social Work in the 
Prisons 

£51,431 £88,169 

Rollout of Decider Training Model (Pilot) 
 

£32,500 N/A 

Enhancement of Primary Care and Community Psychological Therapies £121,000 £121,000 
Establishment of 24/7 Emergency Mental Health Assessment Service £99,255 £99,255 
Establishment of Adult Autism Assessment Service (Pilot) 
 

£46,220 £110,928 

Total £600,347 £770,993 
 
Workforce Implications 
The Scottish Government wishes to ensure that partners can demonstrate additional workforce 
capacity within mental health services; nationally the Government is seeking additional 800 mental 
health workers. 
 
Risk Assessment 
The agreed priorities and the local spending profile for 2018/19 have been submitted to Scottish 
Government and, subject to confirmation local partners will then be able to spend their full 100% 
allocation in-year, with the remaining 30% of funding being allocated in November 2018.    
 
Relevance to Strategic Priorities 
Partners have ensured that all proposals will contribute to the broad principles highlighted within 
Scottish Government’s guidance letter of 28th May 2018 - Action 15 of The Mental Health Strategy 
– Planning and Funding from 2018/19. 
 
These projects have been agreed as being consistent with the strategic direction of both the 
Clackmannanshire and Stirling Community Planning Partnerships’ Local Outcome Improvement 
Plans (LOIPs) and Falkirk Community Planning Partnership’s Strategic Outcomes and Local 
Delivery Plan (SOLD). 
 
The Forth Valley Primary Care Improvement Plan (2018/21) has demonstrated how partners are 
working together to re-design primary care services through a multi-disciplinary approach, including 
the integration of mental health services.  Primary Care Mental Health Nurses have been presently 
introduced to General Practice in three clusters across Forth Valley and provide assessment and 
treatment for mild to moderate mental health presentations for adults in Primary Care.   
 
This work has been undertaken as part of the Transformation of Primary Care and is key to the 
sustainability of General Practice.  It is anticipated a future detailed proposal would be considered 
in order to replicate this across the GP Practices in Forth Valley. 
 
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. 
 
Consultation Process 
The above work to date represents collaboration across health and social care as well as criminal 
justice and police that will deliver improvements in access to mental health and support services 
across Forth Valley. 
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 13. APPENDIX ONE 
 

Title of Proposal 1 
Enhancement  of Liaison Psychiatry Service (Caroline McGechaen & Michael Gotz) 
Commencement of Proposal 
June 2018 
Approximate Yearly Cost of Proposal  
£151,141 
Summary of Proposal 
There is a significant body of evidence to support the impact that liaison psychiatry services 
can bring to the management and flow of patients admitted to the acute hospital.  Currently 
liaison psychiatry services in Forth Valley are underdeveloped and more limited when 
benchmarked against other services in Scotland.  Through an increase in the liaison workforce, 
this proposal would see an expansion in the range of acute hospital specialities that would 
benefit from specialist psychiatry input and in the range of services offered including post 
discharge follow up. 
Consistent with Action 15 SG Guidance  
Yes 
Alignment with Partners Objectives and Commitments 
The expansion of Liaison Psychiatry services was identified as a priority in the Clinical 
Services Review, Mental Health Work stream.  The Healthcare Strategy Transformation Board 
subsequently commissioned a project proposal setting out the benefits and evidence base of a 
liaison psychiatry service. 
Increase in Mental Health Workforce Capacity 
Yes   
3 Consultant Sessions for Adult Liaison  
4 Consultant Sessions for Older Adult Liaison  
1 Band 6 Nurse for Older Adult Liaison  
0.5 Band 3 Administration 

 
 

Title of Proposal 2 
Specialist In-patient Eating Disorder Liaison Service (Stephen Anderson) 
Commencement of Proposal 
June 2018 
Approximate Yearly Cost of Proposal  
£28,000 
Profile of Proposal 
Patients who have a suspected eating disorder or who are being seen by the specialist 
regional Mental Health Eating Disorder service and who require admission to FVRH have no 
access to specialist psychiatry input at present.  An investment in the community Eating 
Disorder service would provide specialist liaison support and deliver a more effective and 
patient centered pathway for patients in the acute hospital setting.  In March 2018 the case 
was presented to the Forth Valley Senior Leadership Team who agreed the need for additional 
1 Consultant session for Liaison Specialist Eating Disorders Psychiatry. 

Consistent with Action 15 SG Guidance  
Yes 
Alignment with Partners Objectives and Commitments 
Identified within the Clinical Services Review, Mental Health Work stream as area requiring 
attention to avoid unnecessary admission to the regional out of area SEAT Eating Disorder 
Unit. 
Increase in Mental Health Workforce Capacity 
Yes  
2 Consultant Sessions for Adult Liaison  
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Title of Proposal 3 
Police Access to Mental Health Assessment (Gerry McMenemy) and Night Buddies (Graham 
Hendry, Caroline Cherry) (Pilot) (Anne Cook)  
Commencement of Proposal 
November 2018 
Approximate Yearly Cost of Proposal 
£170,000 (Assuming a cost of £54000 per band 7 wte) 
Profile of Proposal 
Data obtained from Police Scotland found that in Forth Valley between 16.07.17 and 16.01.18 
there were 434 “concern for person incidents”.  Of these incidents there were 85 cases where 
there was determined to be no Threat to Life but the Police accompanied people to the 
Emergency Department.  There were an additional 13 incidents where police accompanied 
Ambulance Staff to convey people to hospital where the Threat to Life was considered to be 
low.  The combined number is therefore 98 people, amounting to 21,057minutes of Police 
Time (350.95 hours). 
 
In NHS Lothian a pilot of providing pre-hospital triage for Mental Health presentation to the 
Police was set up and evaluated over a 12month period.  The pre-hospital triage service 
operated on Friday, Saturday and Sunday nights between 8pm and 4am.  During the time of 
the Pilot there were 204 calls: 
 
• 56% of which were dealt with over the phone with no Hospital attendance required; 
• 5% were directed to ED; 
• 27% were assessed by the Mental Health Team. 
 
Currently all incidents when the police have a concern for someone’s mental health the police 
have to take these individuals to the ED at FVRH.  It is proposed that a similar pilot be trialled 
within Forth Valley as is discussed above from NHS Lothian.  It is proposed to appoint 3 Band 
7 Advanced Nurse Practitioners to augment the existing ANP Led Out of Hours Mental Health 
Service.   
 
In addition, establishment of a night buddies service will test out the efficacy of an alternative 
support targeting young adults in mental health distress over night presently seen by the 
police.  This will require two support workers employed through social work.   
Consistent with Action 15 SG Guidance  
Yes 
Alignment with Partners Objectives and Commitments 
Unanimously supported all including Police, Emergency Department and Community Justice 
Partners 
Increase in Mental Health Workforce Capacity 
Yes  
3.0wte Band 7 nurses. 
2.0 wte. Support workers (part funding already in place) 

 
 

Title of Proposal 4 
Mental Health Occupational Therapy and Social Work in the Prisons (Leona Gilhoolie, Lesley 
James) 
Commencement of Proposal 
September 2018 
Approximate Yearly Cost of Proposal 
£88,169 
Profile of Proposal 
Forth Valley has no dedicated Occupational Therapy and Social Work service to any of the 3 
local national prisons.  A scoping exercise in Cornton Vale demonstrated the need for 
occupational therapy and input with criminal justice services helped identify a need for input 
from social work, especially around the point of liberation.  
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The College of Occupational Therapy indicated prisoners may have opportunities to engage 
in activities such as education, exercise and art and some work programmes however, these 
are randomly allocated activities rather than needs assessed activities designed to target the 
prisoner’s specific difficulties and measure progress of health improvement and change.  
Building on evidence from elsewhere in Scotland we can also see a need in HMP YOI 
Polmont, HMP Glen Ochil and the wider Justice Service.   
 
Mental Welfare Commission reports on prisoner healthcare key messages indicate need to 
develop OT service.  Furthermore, social work input would provide crucial support and links 
with local services, ensuring robust needs assessment and tailored input to support the 
individual on liberation to utilise the skills developed through OT input within the prison 
setting.   
Consistent with Action 15 SG Guidance  
Yes 
Alignment with Partners Objectives and Commitments 
This proposal was considered as being a positive but would require further exploration on 
what outcomes would be delivered by investment in this particular project.  Following the 
initial meeting to review options, engagement with Criminal Justice colleagues helped identify 
the need for closer links with Through-Care workers in Prisons to prepare prisoners for the 
first 48hours after release from custody when they are statistically most likely to re-offend or 
complete suicide.   
Increase in Mental Health Workforce Capacity 
To implement/test this model would require one whole time equivalent Band 6 Occupational 
Therapist and one Social Worker. 

 
 

Title of Proposal 5 
Decider Training (Pilot) (Katherine Roseweir) 
Commencement of Proposal 
September 2018 
Approximate Cost of Proposal  
£6,500 per Training Block (requiring 5 Blocks) £32,500 
Each training block can train up to 100 staff members.  Once 4 blocks have been completed 
there is the opportunity to purchase Train the Trainers which costs £14, 00 per trainer. 
Profile of Proposal 
The Decider skill training is based around the theory of Cognitive Behaviour Therapy and 
Dialectical Behaviour Therapy.  It consists of 32 skills set under four core skill sets.  Training 
is tailored to the level of expertise of the member of staff, for example police may be taught 8 
of the 36 skills to enable them to respond effectively when people present in distress, whilst 
Nurses working in Primary and Secondary Care may be trained in the full set of skills.  It 
proposed to deliver this training to staff groups across the health and social care system, 
including criminal justice and education. 
Consistent with Action 15 SG Guidance  
Yes 
Alignment with Partners Objectives and Commitments 
Supports all services in responding to those in distress.  Of particular interest to Police and 
Criminal Justice Social Work.  The best application of this is across the whole system - 
schools, criminal justice, health and third sector as it promotes a common language and 
consistent response to those in distress. 
Increase in Mental Health Workforce Capacity 
Increase staff resilience in dealing with mental health distress across partners’ workforce.  

 
 

Title of Proposal 6 
Enhancement of Primary Care and Community Psychological Therapies (Jennifer Borthwick) 
Commencement of Proposal 
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June 2018 
Approximate Yearly Cost of Proposal 
£121,000 
Profile of Proposal 
There is currently significant on-going pressure around the local performance against the 
LDP Standard for Psychological Therapies.  Since the Standard was introduced, NHS Forth 
Valley has not met the target, and current performance is 52% (March 2018).  The 
Psychological Therapies Service has an ongoing plan of service improvement including both 
operational and clinical efficiencies.  There has also been both recurring and non-recurring 
investment in the service over the past 3 years.  However, referral rates have also increased 
and analysis indicates that demand continues to far outstrip available capacity.  In order for 
performance against the Standard to sustainably improve, targeted recurring investment is 
required. 
Consistent with Action 15 SG Guidance  
Yes 
Alignment with Partners Objectives and Commitments 
The Senior Leadership Team has identified that should be employed around Chronic Pain 
Management and provide additional support around GP and community referrals. 
Increase in Mental Health Workforce Capacity 
Yes  
2 band 7 Psychological Therapy Practitioners 
0.5 Band 3 Administration 

 
 

Title of Proposal 7 
Emergency Mental Health Assessment Service 24/7 (Lorraine Robertson) 
Commencement of Proposal 
June 2018 
Cost of Proposal  
£99,255 
Profile of Proposal 
This proposal builds on successful pilot, which has established nurse led emergency 
assessment services overnight supporting GP out of hours services to manage psychiatry 
referrals and Emergency Department to improve compliance with 4 hour response.  This 
pilot has also supported junior doctor through joint assessments overnight improving the 
safety and experience of doctors in training.  A combination of internal services redesign 
and additional resource from Commitment 15 funding is required to fully embed this new 
service.  Additional requires £99,255.   
Consistent with Action 15 SG Guidance  
Yes - 3 Band 7 nursing posts, increasing specialist nursing workforce working with GP out 
of hours and Emergency Department. 
Alignment with Partners Objectives and Commitments 
Yes – This ensures that people can be seen quickly when presenting to ED.   
Increase in Mental Health Workforce Capacity 
Yes - 3 Band 7 Nurse Practitioners 
Title of Proposal 8 
Establishment of Adult Autism Assessment Service (Justine McCulloch) 
Commencement of Proposal 
November 2018 
Cost of Proposal  
£110,928 
Profile of Proposal 
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Currently there is no assessment service within Forth Valley to see people who present with 
symptoms of ASD but who do not meet the tariff for secondary care mental health services 
and there is no specialist provision to support clinicians working within secondary care with 
complex presentations.  There is limited information regarding actual statistics but 
anecdotally Psychiatrists and clinicians with ASD expertise are contacted several times a 
week regarding how to gain an ASD assessment.  Within Mental Health services there is a 
long wait for assessment.  
 
It is proposed that a virtual team be established to provide assessment for those who do not 
meet the criteria for secondary care and to provide support for other clinicians across 
mental health services who are treating patients with ASD and co-morbid illness but who 
lack expertise around ASD.  This virtual team will be multi-disciplinary and led by a Band 7 
Clinician with ASD expertise with dedicated sessional input from a consultant psychiatrist to 
establish diagnosis. 
 
The provision of diagnosis then links people with support and to ensure this can be provided 
within services additional resource will be needed within social work.      
 
An assessment pathway would be developed to ensure all adults within Forth Valley were 
not waiting any longer than 18 weeks to be seen.   
 
The team would have the knowledge and skill to signpost on to whichever services were 
required.  It is proposed to carry out a pilot for 12 months to determine need and future of 
how to develop this service and incorporate it into primary care.  
 
• 1 Band 7 Team Leader; 
• 2 Social Worker  0.5 wte Posts across the two Integration Partnership areas; 
• 1 Session of Consultant Psychiatrist. 
Consistent with Action 15 SG Guidance  
Yes 
Alignment with Partners Objectives and Commitments 
The team would be Forth Valley wide and meet on a monthly basis to discuss cases, ensure 
assessments met the criteria as advised by SIGN guidelines and consistent with the 
national Autism Strategy.   
Increase in Mental Health Workforce Capacity 
Yes 
1 Band 7 Team Leader 
1 Session of consultant Psychiatrist 
1 wte Social Worker  
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Planning 
 
 
Executive Summary 
The Forth Valley Primary Care Improvement Plan sets out the proposed arrangements for 
implementing 6 priorities to deliver the new GMS Contract, as set out in the Memorandum of 
Understanding between Scottish Government, the BMA, Integration Authorities and NHS Boards. 
 
Recommendation:     
The Forth Valley NHS Board is asked to: - 

• Note progress with developing the Primary Care Improvement Plan 
• Consider the risks associated with the plan, and in particular the financial risks 
• Consider the implementation arrangements and proposed support  

 
Key Issues to be Considered:     
A Primary Care Improvement Plan Working Group, chaired by Cathie Cowan has prepared the 
draft Plan, supported by a writing group with representation from GPs, Pharmacy, Nursing, 
Finance and Planning. 
 
As agreed with the Integration Joint Boards, the NHS Board and the Local Medical Committee, a 
single Forth Valley Plan was submitted to Scottish Government by 31 July 2018. 
 
The Memorandum of Understanding requires the Plan to include delivery of 6 priorities: 

• Vaccination Transformation Programme 
• Pharmacotherapy 
• Community Care and Treatment 
• Urgent Care 
• Additional Professional roles 
• Community Link Workers 

 
Further expectations were set out in a letter from Government in May 2018 which included an 
indication of the available funding in 2018/19 and the anticipated phased increase in funding in 
the subsequent 2 years. 
 
The Primary Care Improvement Plan should also be set within the context of existing and 
expected sustainability challenges in Primary Care and local redesign work already underway, 
including the Primary Care Transformation Fund projects. The recurring revenue costs of any 
projects funded initially by the Transformation Fund which are to be rolled out following 
evaluation, must be supported from within the Primary Care Improvement Fund. Funding for 
Pharmacy posts which formed part of the Scottish Government commitment to fund 140 WTE 
pharmacists to work with GPs in GP practices across Scotland (circular PCA2017(P)04 refers) is 
now also subsumed within the Primary Care Improvement Fund. 
 
Making Forth Valley an attractive place to work, along with innovative approaches to recruitment, 
have been put in place and recruitment is underway for a total of 230 wte posts including ANPs, 
Primary Care Mental Health Workers, Extended Scope Physiotherapists and Primary Care 
Pharmacists.  
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Financial Implications 
Financial – in 2018/19 most of the costs incurred in implementing the Plan will be for only part of 
the financial year and the allocation from Scottish Government is likely to be adequate to cover 
the expected additional costs in this first year.  However in 2019/20 and 2020/21 and beyond, 
when the anticipated additional funding is set alongside the expected costs of delivering years 2 
and 3 and beyond of the Improvement Plan, there is a significant shortfall in the funding required 
compared to the anticipated additional funding to make the investment in staff. 
 
 2018/19 2019/20 2020/21 2021/22 
 £M £M £M £M 
Total Planned Expenditure £3.294 £7.839 £11.162 £11.400 
Primary Care Improvement Fund Allocation  £2.179 £2.981 £5.962 £8.401 
Underspend / Overspend (£0.815) (£4.858) (£5.200) (£2.999) 

 
This financial risk  potentially could impact significantly on our ability to make the additional 
investments in the workforce we have identified for years 2 and 3.  We also require reassurance 
that the additional funding is recurring in nature. 
 
Workforce Implications 
Recruiting the additional workforce identified in this plan, in order to deliver the multi-disciplinary 
team in Primary Care, may be challenging.  Our ability to recruit is also predicated upon access to 
adequate support in Primary Care for training and mentoring new recruits. We will review 
progress regularly in order to make any adjustments necessary to the Improvement Plan and the 
associated Workforce Plan. 
 
Risk Assessment 
The plan outlines the aspirations for each of the priorities over 3 horizons and sets out initial 
implementation plans.   
 
There has been considerable engagement with GPs and their practice teams including an 
information evening, CREATE session and a questionnaire completed by all practices. This has 
been helpful in shaping the plan and will determine the phased introduction of the improvement 
plan priorities.  In summary, the plans for years 1 to 2 (2018-2020) are:- 
 

1. Implement the Vaccination Transformation Programme in all practices, across all 
immunisations except adult influenza (for 2020/21). 

2. Implement Pharmacotherapy initially to 4 clusters by April 2019, evaluate the model and 
continue to roll out pharmacotherapy to further clusters. 

3. Implement a model of health care support workers across all clusters in the first phase, 
concentrating initially on phlebotomy and then including other appropriate testing and 
monitoring.  Review treatment room guidelines, current service provision and future  
requirements and confirm further service and workforce implications.   

4. In the initial phase, develop the ANP workforce and introduce other professional roles to 
support Generl Practice in the 5 clusters not receiving initial pharmacotherapy support 
clusters aiming to develo a sustainable model of urgent care.   
 

Relevance to Strategic Priorities 
Delivery of the Primary Care Improvement Plan is aligned to acting within the Memorandum of 
Understanding and implementing the 2018 GMS Contract. 
This work is key to supporting sustainable general practice and community services and the aim 
of consistently delivering care as close to home as practical.(Where does this fit with our 
Corporate Objectives / Strategic priorities). 
 
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. 
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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. 
 
Consultation Process 
There has been extensive consultation with GP Practices, GP Clusters, Local Medical Committee, 
both Forth Valley Health and Social Care Partnerships with work led through the Primary Care 
Improvement Plan Group. 
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Forth Valley is located in the heart of Scotland and has two Health and Social Care 
Partnerships, Clackmannanshire and Stirling and Falkirk, across 3 local authority areas.  
Whilst the majority of the population live in towns in the South East, there is a large rural 
area with small communities situated to the West and North of Stirling with the most 
remote villages towards the boundaries with Highland and Tayside. 
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1. Background and National Context 

Proposals for a new GP contract were published in November 2017 and agreed in 
January 2018. The new contract aims to support the development of the Expert Medical 
Generalist role for GPs, with a shift over time, of workload and responsibilities, to enable 
this.  A key enabler for this is investment in a wider multi-disciplinary team (MDT) in 
support of General Practice.  
 
The new contract offer is supported by a Memorandum of Understanding which requires 
the development of a Primary Care Improvement Plan agreed by the NHS Board and 
Integration Joint Boards, in collaboration with GPs and the Local Medical Committee 
(LMC). It was expected that the Improvement Plan would be prepared in collaboration 
with other key stakeholders and supported by an appropriate and effective MDT model at 
both Practice and Cluster level to reflect local needs. 
 
The Forth Valley Primary Care Improvement Plan has been developed recognising 
ongoing strategic and transformational work and to support management of the current 
significant sustainability challenges in General Practice and Primary Care Services. 
 
 
The Memorandum of Understanding identified key priorities, which should be included in 
the Primary Care Improvement Plan: 
 
• Vaccination Transformation Programme 
• Pharmacotherapy Services 
• Community Treatment and Care Services 
• Urgent Care (advanced practitioners) 
• Additional Professional Roles 
• Community Link Worker 
 
 
The Memorandum of Understanding between the Scottish Government, Scottish General 
Practitioners Committee of the British Medical Association, Integration Authorities and 
NHS Boards represents a statement of intent recognising the roles of the Integration 
Authorities and NHS Boards in commissioning and delivering primary care services.   
 
 
The development of primary care service redesign should be in the context of delivery of 
the new GMS contract and should accord with seven key principles: 
 
• Safe 
• Person Centred 
• Equitable 
• Outcome Focussed 
• Effective 
• Sustainable 
• Affordability and Value for Money 
 
  



8 
 

Further key enablers for change identified are: 
 
• Premises – a shift over 25 years to a new model for GP premises in which GPs will no 

longer be expected to provide their own premises 
• Information sharing arrangements – reducing risk to GPs by a shift to GPs and their 

contracting Health Boards having joint data controller processing responsibilities 
towards to the GP patient record 

• Workforce – national workforce plan sets out a range of options at national, regional 
and local level for the recruitment and retention of GPs and the expansion of the 
capacity and capability of the multi-disciplinary team 

 
The Memorandum of Understanding covers an initial 3 year period, from 1 April 2018 to 
31 March 2021, with NHS Boards / Integration Authorities expected to submit Primary 
Care Improvement Plans by 31 July 2018 for this 3 year period.    
 
The benefits of strengthening Primary Care are summarised below: 
 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
The Primary Care Improvement Plan offers the opportunity to undertake transformational 
changes in the way we provide Primary Care to the population of Forth Valley.  It must be 
recognised however that this Primary Care Plan is ambitious and aspirational, whilst there 
are a number of factors which will impact on our ability to deliver this plan including 
recruitment, retention, funding and the short timescale. 
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1.1  Approval of Plan  

This plan has been approved through a governance process agreed with the Falkirk 
Integration Joint Board, Clackmannanshire and Stirling Integration Joint Board, NHS 
Forth Valley, GP Sub-Committee and Local Medical Committee. 
 
The plan will be reviewed every 6 months to enable progress to be tracked and to identify 
if any adjustments or amendments require to be made as implementation progresses.  
This approach recognises the potential challenges with recruiting the additional workforce 
described in this plan and the need to consider alternatives, should recruitment fall short 
of the required numbers and skill mix, alongside the other risks described in section 2.9.   
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2. Forth Valley Context 
 

Within the Forth Valley area there are 54 GP practices, of which 4 are 2C practices 
currently managed by NHS Forth Valley.  There are 9 GP practice clusters and the 
approach being taken to implement the Improvement Plan aims to ensure that all Clusters 
have the opportunity to develop at least one aspect of the plan initially, while the new 
models are tested, evaluated and then rolled out to other Clusters.  
 
An agreement was made with the two Integration Joint Boards (Clackmannanshire and 
Stirling, and Falkirk) to prepare a single Primary Care Improvement Plan for the Forth 
Valley area.  However, where appropriate, aspects of the plan and implementation will be 
tailored to the specific local requirements of Partnerships and the Clusters or Localities 
within the Partnerships. 
 
The Primary Care Improvement Plan must also be viewed in the context of the NHS Forth 
Valley Healthcare Strategy – Shaping the Future and the Strategic Plans of the two 
Health and Social Care Partnerships, all of which have priorities associated with 
supporting people to keep well, improving health, reducing health inequalities and 
providing care as close to home as possible.  The development of the Community Front 
Door, providing a single point of access to care and support, will also align with the 
Primary Care improvement. 
 
An Equalities Impact Assessment of this Plan has been undertaken and submitted to the 
Equalities Advisor of NHS Forth Valley for evaluation. 
 
A Primary Care Improvement Plan Development Group was established (membership is 
shown in Appendix 1) with reference to the GMS Contract and Memorandum of 
Understanding with the remit to: 
 
• Enable the development of the expert medical generalist role through a reduction in 

current GP and practice workload. 
• Agree a primary care and community services multi-professional workforce and 

recruitment plan to support the expert medical generalist role and enable delivery of 
safe and sustainable primary care services. This will include the need to recruit and 
develop a pharmacotherapy team with capacity to support practices as per the GMS 
Contract requirements.  

• Ensure delivery of the Vaccination Transformation Programme (VTP).  
• Agree priorities informed by population and professional need. 
• Agree use of additional resources across Forth Valley. 
• Determine a communication plan and timeline for delivery of key milestones. 
 

A writing group with designated leads was established to prepare the Primary Care 
Improvement Plan (appendix 2).  The reporting arrangements and structure are shown in 
appendix 3. 
 
For each of the priority areas included in the Memorandum of Understanding and 
described in chapters 5 to 8 in this Improvement Plan, colleagues were are asked to 
consider a 3 horizon approach and to be ambitious and aspirational in their proposals for 
transformational change. 
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Horizon 1 –  Present Day: Maintain services and continuous improvement 
 
Horizon 2 –  1 to 3 years: Implement innovation and emerging opportunities, work  
  towards implementing the 3rd Horizon 
 
Horizon 3 –  3+ years: Transformative change, building on Horizon 2 and future   
  opportunities  
 
A template was prepared for each of the priority areas, which was used to capture the key 
proposed changes, impacts and outcomes associated with the 3 horizons. 
 

The Three Horizons:
Developing a Sustainable and High Quality NHS

Horizon 2
1-3 Years: 
Implement Innovation and 
Emerging Opportunities

Horizon 3
3+ Years: 
Transformative Change 
– building on Horizon 2 
and future opportunities

Horizon 1
Present Day: 
Maintain and Continuous 
Improvement

Time

Im
pa

ct

 
2.1 Sustainability 
 
The Forth Valley Primary Care Improvement Plan requires to be viewed in the context of 
continuing challenges with sustaining GP practices in the area.  This issue is recognised 
in the Board Corporate Risk Register and more specific practice issues are reflected in 
the Primary Care Risk Register. 
 
The move towards a new GMS Contract is set against a background of ongoing 
sustainability issues recognising that less doctors are choosing to become GPs and over 
50% of our current GPs in Forth Valley are over 50, with 23-25% aiming to retire or 
significantly reduce their clinical commitment in the next 3-5 years. 
 
While Forth Valley issues in relation to GP recruitment and retention are mirrored 
nationally the scale and potential impact of the problem locally, is recognised to be very 
significant. It is estimated nationally that 25% of GP practices are experiencing 
recruitment difficulties. These challenges also bring additional risks of destabilising 
neighbouring practices.  
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Kersiebank, Bannockburn, Slamannan and Hallpark practices are currently Board 
managed and operating through a multi-professional primary work model. These 
Practices continue to carry vacancies despite a continuous rolling recruitment 
programme.  

 
Emerging sustainability issues are also being reported in respect of a number of 17J 
practices. An option appraisal process to manage individual practice circumstances is 
established.  
 
All Forth Valley practices are required to complete the Primary Care Sustainability 
Framework Tool as part of the Whole System Working Project for 2018/19 to help identify 
sustainability challenges and needs for support at an early stage.  
 

 
 
2.2 Out of Hours 
 
The Primary Care Improvement Plan is focused on the services provided in the 2018 
General Medical Services Contract in Scotland.  The provision of GMS evenings, 
overnight and at weekends is not included in the new contract.  However, it is essential 
for in-hours services that out of hours services run efficiently and effectively, therefore 
specific actions to improve continuity of patient care which will reduce pressure on the 
local out of hours service should be incorporated into the implementation of the PCIP.  
Consideration should also be given when developing any new services as to what impact 
they may have on current out of hours services. 
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2.3 Primary Care Transformation 
 
There are 3 strands of the Transformation Programme in place in Forth Valley 
 
Strand 1 
Urgent Primary Care (GP) Out of Hours Transformation:  
 
With the aim of implementing the recommendations of the “Report of the Independent 
Review of Primary Care Out of Hours Services”, November 2015 a comprehensive 
multiagency GP out of hours case review was conducted in 2017.   
 
An OOH implementation plan developed to deliver on the aim of creating a safe and 
sustainable multidisciplinary approach to Urgent Out of Hours Care in Forth Valley.  This 
new model will be delivered by significantly increasing the capacity for Advance Nurse 
Practitioners to work with fewer GPs, supported by Mental Health Nurses, Paramedic 
Specialists and improved integration with other over night supports. 
 
Strand 2 
Primary Care Transformation 
 
This aims to encourage GP practices to work together in clusters, taking a multi-
disciplinary approach to care within practice and the community. This involves developing 
the role of health professionals such as pharmacists, physiotherapists, mental health 
professionals and advanced nurse practitioners in delivering aspects of patient care, 
freeing up GPs to focus on more complex cases and provide clinical leadership.  Across 
Forth Valley we are focussing on the following: 
 
Supporting the development of locality models of care  
The Primary Care Transformation Fund is supporting the delivery of locality priorities 
within both Health and Social Care Partnerships (HSCP) which aim to improve outcomes 
through enhanced primary and community or secondary care interfaces.  In South West 
Rural Stirling this will be delivered through development of a Model of Neighbourhood 
Care and in Falkirk through provision of pharmacy support to care homes. 

 
Development of multidisciplinary approaches  
This is the primary focus of the programme and focuses on testing out new ways of 
working which will inform the service redesign required for the new General Medical 
Services Contract proposal to reduce GP workload.  
 
Seven mental health primary care nurses and additional pharmacy sessions per week will 
provide an additional 400 triage and face to face mental health appointments and eight 
clinical sessions of pharmacy per week across 14 GP practices over the next two years. 
Baseline data has been collected with 10% of GP appointments found to be for mild to 
moderate mental health support alone. Up to one third of GP consultations include a 
mental health component presented alongside other complaints.   

 
Enabling Primary Care Transformation 
A number of enabling supports are also in place including education and training for 
advanced practice, Practice Administration Optimisation and signposting, technology 
based alternatives to appointments and development of Cluster Quality Improvement.  
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Strand 3 
Mental Health in Primary Care 
 
The investment for mental health services aims to improve access for people with mental 
health needs to the most appropriate support as quickly as possible, in the most 
appropriate setting.  This aligns with the new mental health strategy for Scotland 2017-
2027.   

 
The Primary Care Transformation Fund (PCTF) is funding 1.5 additional link workers for 
18 months in Clackmannanshire and Stirling and supporting the development of a more 
efficient and integrated model which will bring Alzheimer Support Workers, the Dementia 
Outreach Team and a PCTF funded social care dementia resource together to improve 
the matching of support to the needs of users. 
 
Aligning with Autism Strategy recommendations, we are also developing an area wide 
resource to support the diagnostic pathway and post diagnostic support for people with 
autism spectrum disorders and their families.   
 
2.4 Forth Valley Approach 
 
In Forth Valley we have agreed that a phased approach to implementation is essential.  
This will enable the new models of care to be implemented, tested and evaluated in some 
areas and then, once the learning from the initial sites is used to adapt the models, these 
can then be rolled out to other areas. 
 
For the Vaccination Transformation Programme, the phasing will be based on parts of the 
programme being rolled out in all areas.  For the other 5 priorities, these have been 
drawn into three delivery areas which will be tested and implemented in clusters.  We 
have 9 clusters in Forth Valley, and each will be given the opportunity to test and 
commence implementation of one delivery priority in each year of the three year 
implementation. 
 
We will work closely with the clusters to determine which area they will adopt first and this 
has been informed by the questionnaire which was issued to all practices (see section 2.5 
below) 
 
2.5 Stakeholder Engagement  
 
During the preparation of this draft Primary Care Improvement Plan there has been 
extensive engagement with stakeholders including the following: 
 

• GP Information Evening about the new GMS contract including a workshop on the 
Primary Care Improvement Plan, attended by over 110 delegates.  

• CREATE session on the Forth Valley Primary Care Improvement Plan with 90 
participants. 

• GP Sub-Committee meetings. 
• Cluster Quality Lead meetings. 
• Primary Care Improvement Plan Working Group meetings. 
• NHS Forth Valley Senior Leadership Team, with health and social care senior 

leaders in attendance. 
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A questionnaire was completed by all practices in Forth Valley in May 2018, following the 
CREATE session, on their preferences for early implementation of the different priorities 
in Primary Care Improvement Plan.  This is being used to inform how the plan will be 
implemented and which priorities will be the focus of development in each cluster initially.  
The questionnaire is attached in Appendix 4. 
 
In Forth Valley, we have had the opportunity to test many of the models of care described 
in the Memorandum of Understanding, as outlined above in section 2.2 and elsewhere in 
this Plan, in the 2c practices which are managed by the NHS.  Extensive engagement 
with patients and staff has taken place in these practices around delivering the new 
models of care over the last 4 years.   
 
2.6 Rural Practices 

Within the Clackmannanshire and Stirling Health and Social Care Partnership area, there 
are rural communities to the South, West and North West of Stirling city.  Some of these 
rural communities, particularly those in the North West around Killin, Crianlarich and 
Tyndrum can also be described as remote. 
   
Whilst the Primary Care Improvement Plan seeks to implement the 6 priorities in a 
phased way across all clusters in Forth Valley and make available the new services to all 
practices over time, it is recognised that there will need to be some flexibility in the 
arrangements in remote and rural areas, to acknowledge local circumstances.  We will 
work in partnership with the relevant Clusters and Practices to put in place arrangements 
which are pragmatic and appropriate. 
 
 
2.7 Building Capacity and Capability 
Clinical leadership capacity to deliver the aspirations of the Primary Care Improvement 
Plan will be built on the existing leadership infrastructure led and co-ordinated by the 
Associate Medical Director for Primary Care.  This support will be augmented through 
the Primary Care Improvement Plan Group which has representation from Board GP 
Clinical Leaders and GP Sub Committee.  We recognise that to ensure GP sub-
committee input there will need to be sessional funding available and meeting times that 
accommodate availability of GPs. 
 
It is also essential to put in place a suitable infrastructure to lead implementation of this 
plan and to ensure that the new models we deliver are efficient, effective and fit for 
purpose.  Therefore a Programme Team will be established to work with partners and 
service providers to support delivery of transformational change in Primary Care. 

The Forth Valley Cluster Quality Lead (CQL) network involving the 9 GP Cluster Leads 
and other key clinicians have discussed and been invited to contribute to the Primary 
Care Improvement Plan.  The CQL network reports to the Primary Care Quality 
Improvement Group, and links in with the Professional Advisory Committee.  

GP Clinical Leadership development is facilitated by the NHS Education for Scotland 
Associate Adviser working with GP Clinical Leads and Cluster Leads through the CQL 
network and Quality Improvement Group. 

Primary Care Leads groups have multi-disciplinary membership to support delivery of a 
multi-professional model. 
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The Associate Medical Director, GP Leads and GP Sub Committee co-ordinate 
communication with the wider GP body through, for example, information evenings and 
CPD events attended during May 2018 by over 200 participants.  
 
 
2.8 Evaluation 
It is noted that the Scottish Government will publish a 10 year Primary Care Monitoring 
and Evaluation Strategy in June 2018 and a Primary Care Outcomes Framework 
mapping out planned actions and priorities against the changes we are working towards.  
This will inform how implementation of the Forth Valley Primary Care Improvement Plan 
will be monitored and evaluated. 
 
It is proposed that the Primary Care Improvement Plan will be evaluated by assessing the 
delivery of the different work stream elements in accordance with the defined timelines 
and in line with the Three Horizons model, which we have developed.  A formal review 
process will be established, with 6 monthly reviews led by the Primary Care Programme 
Board.  
 
The Vaccination Transformation Programme has a proposed timeline for testing the 
delivery models and the subsequent transfer of responsibility for immunisation services to 
the NHS Board. 
 
It has been agreed that in year 1 of the Primary Care Improvement Plan implementation 
(2018/19) clusters will each test, evaluate and recommend further modification of either 
pharmacotherapy, community care and treatment or urgent care services including new 
professional roles. 
 
• For pharmacotherapy services evaluation will focus on delivery of a three tiered 

approach and development of the pharmacy support workforce and proportional 
transfer of medicine related services. 

• Community Care and Treatment will be evaluated through assessment of the impact 
of delivery of an area-wide phlebotomy service. Currently there is no such service in 
primary care and work is shifted to General Practice. 

• The impact of MDT urgent care model will assess the shift of GP urgent care clinical 
activity including visits to care homes, house calls and re-provision of same day 
appointments which can be managed by Advance Practitioners: Nursing, Mental 
Health, Physiotherapy. 

 
2.9 Risks 
 
In preparing the Primary Care Improvement Plan, we have acknowledged that this is both 
ambitious and aspirational, therefore there are a number of risks associated with 
implementing the priorities we have set out in the Plan.   
 
The four highest risks we have identified are: 
• Financial – in 2018/19 most of the costs incurred in implementing the Plan will be for 

only part of the financial year and the allocation from Scottish Government is 
adequate to cover the expected additional costs in this first year.  However in 2019/20 
and 2020/21, when the anticipated additional funding is set alongside the expected 
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costs of delivering years 2 and 3 of the Improvement Plan, the additional funding is 
insufficient to cover the level of investment required.  This has the potential to impact 
significantly on our ability to make the additional investments in the workforce we have 
identified for years 2 and 3.  We also require reassurance that the additional funding is 
recurring in nature. 

• Workforce – recruiting the additional workforce identified in this plan, in order to 
deliver the multi-disciplinary team in Primary Care, may be challenging. Our ability to 
recruit to the additional posts is also predicated on providing suitable access to 
training and mentoring new recruits. We will review progress regularly in order to 
make any adjustments necessary to the Improvement Plan and the associated 
Workforce Plan. 

• Engagement – it is essential that we continue to engage with GPs and their staff, in 
order to deliver the new service models effectively and to develop the multi-
disciplinary Primary Care Teams.   

• Timescale – the timescale to deliver this ambitious change and improvement 
programme is short, and whilst every effort will be made with implementation by 2021, 
it is anticipate that the service improvement programme will continue through 2021 
and beyond.  
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3. Infrastructure and Enablers 

3.1 Premises 
 
The National Code of Practice for GP Premises sets out how the Scottish government will 
support a shift, over 25 years, to a new model for GP premises in which GPs will no 
longer be expected to provide their own premises.  The measures outlined in the Code 
represent a significant transfer in risk of owning premises away from individual GPs to the 
Scottish Government.  Therefore, premises and location of the workforce are an 
important component on the 3 year Improvement Programme for Forth Valley.  
 
A detailed review of current Primary Care premises will be undertaken once further 
information, including dates, are provided by Scottish Government, in order to identify the 
current condition and use, future suitability for use and any changes required to create 
positive environments for patients and staff (investment, vacation etc).  A timeline and 
resource allocation requires to be agreed to enable primary care premises to be 
developed to an agreed standard for delivery of clinical services. 
 
An understanding of other suitable community based premises is also required in order to 
make best use of facilities, for example to establish locality or cluster treatment hubs and 
resource centres.  Opportunities to use the premises of partner organisations should be 
considered. 
 

         
 

In 2015/16, a survey of all premises was undertaken in Forth Valley, as a local initiative to 
provide an indication of the physical condition of premises.  
 
For the premises currently owned by NHS Forth Valley, a more detailed understanding of 
the quality of the premises and risks was prepared, and this has informed investment 
decisions.  A prioritised plan for investment in NHS Forth Valley premises has been 
prepared, however this will require to be revisited once there is a nationally determined 
assessment of all Primary Care premises.  
 
The Stirling Health and Care Village will open in 2018, and this includes provision of new 
accommodation for 3 GP Practices currently located in the Stirling City area.  In addition, 
the Full Business Case for re-providing Doune Health Centre was approved by the 
Scottish Government Capital Investment Group in May 2018, providing replacement 
accommodation for the local practice.  
 
It is essential in reviewing existing accommodation, to consider how premises can 
support delivery of the NHS Forth Valley Healthcare Strategy and the Strategic Plans of 
the Integration Joint Boards.  These strategic plans, along with this Primary Care 
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Improvement Plan, expect there to be an extended health and social workforce providing 
Primary Care and Community Care across Forth Valley and greater integration between 
and across teams. This will have an impact on Primary Care and Community premises 
and will require consideration of options across health, social care and other available 
premises in communities to meet the space requirements of this growing workforce.  
 
The impact of planned housing developments in Forth Valley, including those planned for 
Jury’s Hill near Stirling, the Eastern Villages, Denny and Bonnybridge, on the availability 
of Primary Care services will require careful consideration. 
 
A timeline and resource allocation requires to be agreed to enable primary care premises 
to be developed to an agreed standard for delivery of clinical services. 
 
 
3.2 IM&T 
 
In order to ensure that the extended Primary Care workforce can work effectively and 
efficiently, there are implications for IM&T systems.  The impact of the 6 priority 
improvement areas on IM&T will be identified as implementation progresses, aligned 
where possible to Shaping The Future – A Supporting Digital and eHealth Strategy.   
 
The commitments in Shaping the Future – A Supporting Digital and eHealth Strategy, 
which are associated with Primary Care include the following: 
• Implementing a community ICT system which will incorporate Single Shared 

Assessments, Anticipatory Care Plans and Carers’ Assessments. 
• Providing enablers for data sharing between NHS and local partners including the 

voluntary sector where appropriate. 
• Rolling out the national Patient Portal in collaboration with the national programme. 
• Implementing online appointment booking.  
• Implementing the national CHI and Child Health information redesign programmes. 
• Providing services with tools for developing and recording treatment summaries. 
• Providing person-held maternity records on smart phones and tablets. 
• Continuing to develop use of mobile devices. 
• Rolling out self testing and home monitoring for patients in collaboration with partner 

organisations.  
• Implementing proven technology enabled care (TEC) devices in collaboration with 

national providers. 
• Rolling out a refreshed GP IT system to support community hub and GP Cluster 

working. 
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4. Workforce 

The National health and social care workforce plan published in June 2017 noted that 
Part 3 of the Plan, subsequently published in May 2018, would determine the Scottish 
Government’s thinking on the primary care workforce. The Plan sets out a range of 
options at national, regional and local level for the recruitment and retention of GPs and 
the expansion of the capacity and capability of the multi-disciplinary team.  This includes 
plans for recruitment, training and development of specific groups and roles. 
 
As part of their role as Expert Medical Generalists, GPs will act as senior clinical leaders 
within the extended MDT as described in the Memorandum of Understanding (MoU).  
Many of the MDT staff deployed in the six priority areas outlined in the MoU; i.e. 
Vaccination Transformation; Pharmacotherapy; Community Care and Treatment 
Services; Urgent Care;  Additional Professional Roles and Community Links Worker   will 
be employed by the NHS Board and work with local models and systems of care agreed 
between the HSCP, local GPs and others.  
 
 

 
 
 
National Health and Social Care Workforce Plan  
Part 3 – Improving workforce planning for primary care in Scotland (May 2018) 
 
 
SUMMARY OF KEY RECOMMENDATIONS AND NEXT STEPS 
This Plan sets out recommendations and the next steps that will improve primary care 
workforce planning in Scotland. These complement the recommendations in parts one 
and two and, taken together, will form the basis of the integrated workforce plan in 2018.  
 
The recommendations below set out how we will enable the expansion and up-skilling of 
our primary care workforce, the national facilitators to enable this, and how this will 
complement local workforce planning. 
 

 
Staff will work as an integral part of local MDTs. NHS 
Boards, as employers, will be responsible for the pay, 
benefits, terms and conditions for these staff. Some 
MDT members will be aligned exclusively to a single 
GP practice while others may be required to work 
across a group of practices (e.g. Clusters). Workforce 
arrangements will be determined locally and agreed 
as part of the HSCP Primary Care Improvement 
Plans.  
 
Existing practice staff will continue to be employed 
directly by practices. Practice Managers, receptionists 
and other practice staff will continue to have important 
roles in supporting the development and delivery of 
local services. Practices Managers should be 
supported and enabled to contribute effectively to the 
development of practice teams and how they work 
across practices within Clusters and in enabling wider 
MDT working arrangements. 
 



21 
 

Facilitating Primary Care Reform 
 

Recommendations and Commitments: 
 
• Reform of primary care is driven by developing multidisciplinary capacity across 

Scotland. Workforce planners including NHS Boards, Integration Authorities and 
General Practices will need to consider the configuration of local multidisciplinary 
teams that offer high quality, person-centred care. 

• In recognition of an ageing workforce, local planners have responsibility for workforce 
planning and managing anticipated levels of staff turnover. 

• The implementation of the new GP contract will require services to be reconfigured to 
maximise workforce competencies and capabilities, and ensure people see the right 
person, at the right time and in the right place. 

• The National Workforce Planning Group will play a strategic role in implementing the 
recommendations of part three of the plan, and strengthen the development of 
approaches for the primary care workforce. 

• An integrated workforce plan to be published later in 2018 will move towards a better 
articulated joint vision for health and social care workforce planning. 

 
Building Primary Care Workforce Capacity 
 

Recommendations and Commitments: 
 
• Significant investment will be made available over the next 3-5 years, as part of the 

First Minister's commitment to an additional £500 million for community health 
services, to plan for, recruit and support a workforce in general practice, primary care 
and wider community health, including community nursing. 

• Scotland’s multidisciplinary primary care workforce will become more fully developed 
and equipped, building capacity and extending roles for a range of professionals, 
enabling those professionals to address communities’ primary healthcare needs. 

• As part of national, regional and local activity to support leadership and talent 
management development, planners will need to continuously consider staff training 
needs in their workforce planning exercises; invest appropriately so that leaders in 
primary care are fully equipped to drive change; and enhance opportunities for the 
primary care workforce to further develop rewarding and attractive careers. 

 
Improving Data, Intelligence and Infrastructure in Primary Care 

 
Recommendations and Commitments: 

 
• More integrated workforce data for primary care is required, in the context of the 

workforce data platform being developed by NHS Education for Scotland. 
• Local planners should consider workforce planning tools (such as the six step 

methodology) in developing their workforce strategies to address local population 
needs. 

• Planning for future staffing in primary care should identify and make use of available 
guidance and intelligence on local recruitment and retention issues, and of wider 
developments in workforce data and scenario planning. 

• The Scottish Government will publish the Primary Care Monitoring and Evaluation 
Strategy 2018-2028 by summer 2018. 
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4.1 Forth Valley Primary Care Workforce Plan 
 
A survey of the existing workforce employed in all GP Practices in Forth Valley has been 
undertaken, providing numbers and hours worked of GPs, practice nurses, support staff 
and administrative staff.  This will be used to provide a greater understanding of the 
existing Primary Care workforce and will be built upon as the Primary Care Workforce 
Plan is developed.  The next steps include identifying the age profile of the current 
Primary Care workforce and an understanding of likely retirements over the next 5 years. 
 

The implementation proposals associated with the 6 priorities outlined in this plan will 
inform the preparation of an associated Forth Valley Primary Care Workforce Plan, which 
will be published in September 2018. 
 
4.2 Recruitment 
 
Early work has been undertaken to review advertising materials associated with 
recruitment, in order to promote the Forth Valley area as an attractive place to work. 
Learning from other employers in Scotland and internationally has shaped this work 
which is now being tested.   
 
Recruitment is already underway for pharmacy and advanced nursing posts.   
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5. Vaccination Transformation Programme 

 
Extract from Memorandum of Understanding 
The Vaccination Transformation Programme was announced in March 2017 to review 
and transform vaccine delivery in light of the increasing complexity of vaccination 
programmes in recent years, and to reflect the changing roles of those, principally GPs, 
tasked historically with delivering vaccinations. 
 
In the period to 2021 change will be delivered in a phased way as part of the Health and 
Social Care Primary Care Improvement Plan to meet a number of nationally determined 
outcomes including shifting work to other appropriate professionals and away from GPs.  
This has already happened in many parts of the NHS system across Scotland for 
childhood immunisation and vaccinations.  It is expected that this change will be 
managed, ensuring a safe and sustainable model and delivering the highest levels of 
immunisation and vaccination uptake.   There may be geographical or other limitations to 
the extent of any service redesign. 
 

Three Horizon Aspirations 
 
Horizon 1 - Where are we now ? 
 
Current Service 
Model 
 
 
 

All pre-school immunisations and adult influenza, shingles and 
pneumococcal programmes are delivered in General Practice.  
 
School age immunisation programmes are delivered by the Forth 
Valley Immunisation Team. The current team comprises 1 wte 
Band 6 nurse, 5 wte Band 5 nurses, 1 wte Band 4 Vaccination 
Team Coordinator and 2 wte Band 2 support staff, plus 
administrative support from Child Health.  
 
Travel advice and NHS travel immunisation are provided by 
practices in line with the regulations in the 2004 GMS contract.  
 
A number of practices also provide additional travel immunisation 
services. This includes some practices which are recognised 
Yellow Fever centres. 
 

Redesign work 
already underway 
 
 
 

A Vaccination Transformation Programme Working Group has 
been established with input from Primary Care, Planning, Public 
Health and the Women and Children’s Directorate. It has been 
agreed that the latter will host immunisation services in the future. 
 
A phased plan is being developed which aims to transfer 
immunisation from General Practice to the Immunisation Team 
from 2018/19. It is anticipated that the transfer of all immunisations 
except influenza will concluded in 2019/20, with influenza 
transferring in 2020/21. 
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The Plan recognises the need for tests of change and pilot work 
including testing hubs aligned with current GP clusters and locality 
areas. 
 

Issues and 
Challenges 
 
 
 

• Current immunisation programmes are complex. 
• Patient safety is paramount. 
• Current uptake of childhood and adult immunisations delivered 

through General Practice in Forth Valley is very high. 
• The current uptake rates are achieved through effective practice 

call/recall systems and opportunistic interventions. An 
alternative service requires to be equally effective. 

• Public, patient and professional expectations need to be 
considered and managed. 

• GP IT systems support immunisation delivery and are the most 
complete record of an individual’s medical history which 
reduces risk of inappropriate immunisation. 

• Development of a workforce with skills and capacity to deliver 
the previous level of service and immunisation uptake from an 
appropriate base may be challenging.  Option appraisal is 
required to consider how existing services can be supported to 
adapt to allow capacity for support and delivery of the VTP. 

• There is a need for option appraisal to agree optimal service 
delivery across Forth Valley. This should be appropriately 
flexible recognising a single model may not be appropriate for 
all areas of Forth Valley. For example, it may be more 
appropriate to retain historical ways of working in rural localities. 

• Service delivery bases require to be identified. This may be 
challenging acknowledging current primary care premises 
capacity issues. 

• Delivery of the VTP has significant financial implications. 

 
Horizon 2 – How will we progress towards Horizon 3? 
 
 2018-19 2019-20 2020-21 
Potential Models/ 
new ways of 
working/workforce  
and premises 
 

Agree VTP delivery 
and workforce plan 
for Forth Valley. 
Scope current 
service.  
 
Complete option 
appraisal for all 3 
main elements of 
VTP. 
 
Agree workforce 
plan, develop job 
descriptions, recruit 
and provide 
necessary training. 

Continued 
evaluation of 
developing model 
recognising 
premises, 
workforce and 
delivery options. 
 
Current 
assumption is a 
requirement for 
additional 5 wte 
Band 5 nurses in 
year 2 and further 
4 wte Band 5 in 
year 3.  

Continued evaluation 
of developing model. 
 
Roll out Forth Valley 
Influenza, 
Pneumococcal and 
Shingles immunisation 
service from August 
2020. 
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Identify test areas 
and premises that 
are appropriately 
accessible, 
equipped and have 
capacity to deliver 
the service. 
 
Evaluate tests of 
change.  
 
Determine areas 
where historic 
expertise and/or 
capability and 
capacity to continue 
to deliver the service 
may be preferred 
option. 
 
The Vaccination 
Transformation 
Programme will be 
underway for all 
elements, except flu, 
by the end of year 1. 
 
Extend the current 
immunisation team 
with the appointment 
of 1 wte team leader 
(Band 7), 1 wte 
Senior staff nurse 
(Band 6), 1 wte 
Midwife (Band 6), 5 
wte Band 5 nurses 
and 2 admin staff.  
 
Discussions are 
underway with the 
Maternity Service to 
identify the preferred 
model for delivering 
vaccinations to 
pregnant women. 
 

 
Conclude roll out 
of Forth Valley 
Childhood 
immunisation and 
service from April 
2019, including 
review of 
workforce model. 
 
Test models for 
providing 
influenza, 
pneumococcal and 
shingles 
immunisation in 
selected cluster 
areas from Sept 
2019.  
 
Identify preferred 
staffing model for 
the seasonal flu 
programme, with 
the initial 
assumption that 
bank staff will be 
used, with 5 wte 
Band 5 nurses 
required from 
October to 
December and 2 
wte Band 5 during 
January and 
February. 
 
 
 
 
 
 

Testing the new 
models 
• How? 
• engagement 

Test hub-based 
models for travel 
immunisation and 
advice from 
December 2018. 

Evaluate initial 
changes from year 
1. 

Evaluate changes to 
date. 
 
Ongoing service 
review. 
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Commence 
implementation of 
Childhood 
programme. 
 
Provide adequate 
communication to 
stakeholder groups. 
 

Implementing the 
changes 
• Impact 

Assessment 
• Expected 

outcomes  
• Expected 

benefits 

Ongoing transfer of 
work away from 
General Practice to 
help manage 
workload and 
support aspiration to 
improve GP 
recruitment and 
retention. 
 

  

 
Horizon 3 – where will we be in 2021 and beyond 
 
Future Model of 
Care 
 
 
 

Development and delivery of immunisation services that are safe, 
accessible and have high uptake that are co-ordinated by a central 
immunisation team providing immunisation services outside 
General Practice unless it is mutually agreed to continue to do so. 
 

Further 
developments 
required 

• Detailed finance and workforce planning. 
• Option appraisal. 
• Stakeholder engagement. 
• Recruitment and Training. 

Sustaining change Ongoing evaluation and development of the model to reflect local 
organisational and population needs and national priorities and 
needs and service developments. 
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6. Pharmacotherapy 

 
Extract from Memorandum of Understanding 
Pharmacotherapy services are in three tiers divided into core and additional activities, to 
be implemented in a phased approach. 
 
By 2021, phase one will include activities at a general level of pharmacy practice 
including acute and repeat prescribing and medication management activities and will be 
a priority for delivery in the first stages of the Primary Care Improvement Plan.  This is to 
be followed by phases two (advanced) and phase three (specialist) which are additional 
services and describe a progressively advanced specialist clinical pharmacist role.   
 

Three Horizon Aspirations 
 
Horizon 1 - Where are we now ? 
 
Current Service 
Model 
 
 
 

The Pharmacy and Prescribing support unit provides two key 
functions, namely: 
1. Area wide activities in relation to the cost effective and safer 

use of medicines, together with direct line management 
support for the primary care pharmacy team. 

2. A core clinical pharmacy function providing support to GP 
practices and GP Clusters to improve quality and cost effective 
prescribing through multifaceted strategies. In particular, the 
team will carry out technical switches, polypharmacy reviews 
and local quality improvement initiatives including 
implementing safer prescribing strategies and processes 
across all GP practices. At present, there is a limited 
pharmacotherapy related service provided in selected 
practices (mainly 2C practices and those 17J practices 
experiencing GP sustainability challenges). However in the 
vast majority of cases all acute and repeat prescribing, 
together with any medication management activities, are 
carried out by GPs and their admin staff using various different 
models. 

A summary of the key functions currently provided by the unit is 
outlined in the table below: 
 
Board wide: 

• Develop strategies and 
programmes to support delivery 
of the boards Medicines 
Governance & Safety agenda 
(e.g. ADTC, New Drugs, 
Medicines Safety Group etc) 

• Support financial planning for 
medicines across primary and 
secondary care 

Primary Care: 

• Direct line management of 
the Primary care Pharmacy 
Team 

• Professional Development / 
Leadership for pharmacy 
across primary care 

• Co-ordinating pharmacy 
support to GP practices  

• Development and monitoring 
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• Develop and co-ordinate board 
wide prescribing efficiencies  

• Development of prescribing 
resources & tools 

• Maintain the board wide 
Medicines Formulary 

• Developing Prescribing 
Reports/Reporting Tools 

• Prescribing Information / 
Enquiries (central database) 

• Monitoring and Review of all 
Non medical prescribing  

• Lead, develop and maintain the 
Strategy for Non Medical 
Prescribing   

• Manage and maintain a 
governance process for Patient 
Group Directions (113 PDGs 
for the board) 

• Board wide monitoring and 
approval of medicines specials 
e.g. melatonin formulations for 
paediatrics 

of Primary Care Prescribing 
Indicators and efficiencies 

• Quality control and 
maintenance of primary care 
prescribing resources & tools 
 

 

 

 

 
The unit is currently comprised of 25.66 WTE staff including 
qualified pharmacists, technicians and admin support as outlined 
below: 
 

 
 
Note that 12.41 WTE staff form part of the Scottish Government 
commitment to fund 140 WTE pharmacists to work with GPs in 
GP practices across Scotland (circular PCA2017(P)04 refers). 
This supports progress towards the Programme for Government 
objective that every GP practice in Scotland should have access 
to a pharmacist with advanced clinical skills.  The original funding 
for these posts (£12m nationally) is now subsumed within the 
Primary Care Improvement Fund 
  

Pharmacy First  

The Pharmacy First service was piloted in Forth Valley during 
financial year 2016-17 enabling community pharmacists to treat 
certain common clinical conditions under Patient Group Directions 

Core RRL 2C GMS    PCA2017(P)04
AfC band 4 1.00 0.00 0.00
AfC band 5 2.60 0.00 3.00
AfC band 6 1.00 0.00 0.00
AfC band 7 1.63 2.00 2.90
AfC band 8A 2.52 2.50 6.51

8.75 4.50 12.41

WTE/Funding source
Band
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in a bid to improve patient access and reduce pressure on GP 
practices and out of hours services.   

The service was rolled out nationally during 2017-18, supported 
by £1m of funding, focusing on uncomplicated urinary tract 
infections and impetigo. This funding has now been subsumed 
within the Primary Care Improvement Fund.  Locally, we have 
recently extended the service to include vaginal candidiasis, 
conjunctivitis and mild skin conditions/infections.  This second 
phase is currently being evaluated. 

 
Redesign work 
already 
underway 
 
 
 

Primary Care Transformation Fund monies have been used to 
explore, challenge and to create “top of license” working for 
pharmacists to develop into an advanced practitioner role within 
the primary care MDT.  
 
One pharmacist has gone through the ACE course and another is 
undertaking a more focussed in house training programme in 
order to free up capacity by developing an extended set of skills in 
order to comprehensively manage diabetic patients, with the 
potential over time to extend this to other long term conditions. 
 
Engagement with community pharmacists and investment of 
pharmacy resource (focusing on areas where sustainability 
practices exist) to pump prime the use of serial prescribing where 
possible and CMS. 
 
Promotion of community pharmacy services (focusing on areas 
where sustainability practices exist) to ensure appropriate 
signposting of patients.  Promoted posts on social media of ‘meet 
the expert’, radio campaign, leaflets, posters.  
 
Investment of pharmacy resource in struggling practices to look at 
all aspects of repeat prescription management processes 
including the monitoring of medicines and use of EMIS 
functionality.  
 
Review of skill mix and training of technicians to undertake 
medicines reconciliation within practices and other prescribing 
support roles traditionally done by the pharmacist in order to 
release pharmacist capacity to undertake more clinical patient 
facing roles which in turn will release GP capacity. 
 
In order to understand and inform the potential opportunities of 
CMS in community pharmacy, scoping work will be undertaken to 
identify the benefits of the scanning technology that Bannerman’s 
Pharmacy operates in Dunblane with a view to quantify the time 
saved to release pharmacist capacity. 
 
Pharmacy team structure is now based around a cluster model of 
Band 8a, 7 and Band 5 technician within each cluster and a 
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named lead cluster pharmacist. 
Nearly every pharmacist within the team is now an Independent 
Prescriber and can use their qualification in circumstances which 
allow a patient consultation to take place. 
 
Next pharmacy recruitment drive commenced in June 2018, using 
innovative methods of advertising.  
 
There are further redesign developments underway looking at 
supporting patients within care homes and vulnerable patients 
within their own homely settings. (‘Care at home’ and care home 
pharmacy support) 
 

Issues and 
Challenges 
 
 

Currently we are trying to provide all practices with their ‘fair share 
of the pharmacy resource, however this is challenging as we are 
using 50% of pharmacists in a small number of sustainability 
practices. 
 
GP expectations of limited numbers of staff. 
 
Competing priorities around making efficiency savings target, 
patient safety work and supporting GP practices. 
 
Decreasing job satisfaction as fewer GPs, therefore increasing 
pressure on pharmacists and risk of recruitment and retention 
issues cascading from GPs to pharmacists.  
 
Recruitment of pharmacy staff:- 

o from existing pharmacist pool, could lead to pressures in 
other areas of hospital and community pharmacy services. 

o Clarity of funding routes required 
o Competition from neighbouring health boards. 

Potentially there will be substantial training and mentorship 
requirements, as well as educational and clinical supervision. 
 
Prescribing qualification is currently an additional postgraduate 
qualification. 
 
Level of risk that a pharmacist is willing/able to accept when 
issuing prescriptions. 
 
Patient safety should remain at least at current levels. 
 
Turnaround time for prescription requests must meet current 
timescales  and may need to set out Board wide time scales. 
 
Some of this work will likely be best carried out remotely so this 
may need IT support and possibility of central hub based work to 
be explored. 
 
Collation of activity data from sustainability and 2C practices to 
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inform how service can be delivered at scale. 
Horizon 2 – How will we progress towards Horizon 3 
 
Year 1 to 2 2018-20 Implementation 
In year 1, we will seek to provide 4 clusters with a focus for our Pharmacotherapy 
service.  Whilst it may be difficult to recruit to the level of additional pharmacists 
required, recruitment is underway and the service will be rolled out as the posts are 
filled, on a cluster by cluster basis. 
 
Pharmacists will provide an acute and repeat prescribing service which will include as 
a core a desire to provide the following:- 
 
• Authorising/action all acute prescribing requests  
• Authorising/action all repeat prescribing requests 
• Authorising/action all hospital immediate discharge letters  
• Identifying patients suitable for serial prescribing 
• Medicines reconciliation  
• Medicines safety reviews/recalls  
• Monitoring high risk medicines 
• Non-clinical medication review  
• Medication compliance reviews  
• Formulary adherence 
• Prescribing indicators and audits   

Acute and repeat prescribing requests including authorising/actioning:- 
 
• Hospital outpatient requests,  
• Non-medicine prescriptions,  
• Instalment requests,  
• Serial prescriptions,  
• Pharmaceutical queries,  
• Medicine shortages,  
• Review use of specials and off licence requests.   

Practices will work closely with the pharmacists to develop and standardise this service 
and ensure prescribing is effective and efficient.   
 
Chronic Medication Service (CMS)  

A key implementation part of the Pharmacotherapy Service is for the GP Pharmacy 
Team to identify stable patients suitable for 6 or 12 month serial prescribing (part of the 
CMS service). Methods will be explored to develop the community pharmacy CMS 
annual medication reviews. The aim will be to create a pathway for recommendations 
to inform and link with the Pharmacotherapy Service and the GP pharmacy staff. 

Other Centrally Funded Community Pharmacy Services 

A key element of the Pharmacotherapy Service will be triage and signposting to 
community pharmacy services included MAS, Pharmacy First, Pharmacy First 
extension service and smoking cessation.  Forth Valley have invested in a “meet the 
expert” video, leaflets and posters promoting community pharmacy services to 
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encourage the public to access pharmacies first for common clinical conditions and 
healthcare advice. The message will be targeted via social media within areas 
experiencing greatest sustainability issues.  

 
Workforce Required 
 
The long term aim for pharmacy provision will be 1wte per 5,000 to 10,000 patients.  
We recognise full recruitment to our aspiration will initially be a challenge.  We will aim 
to roll out of the services in a phased way, on a cluster by cluster basis as posts are 
filled.     
 
Of the pharmacists already working in Primary Care, 12.41 wte of these are funded 
from the Primary Care Improvement Fund.  All pharmacists already working in the 
selected clusters will move all their current pharmacotherapy related activity to the 
delivery of the pharmacotherapy service. The number and wte will be confirmed once 
the initial clusters are selected given the different population size in each area.   
   
In addition to the Primary Care Pharmacy resource already in place, we will aim to 
recruit an additional 18 wte pharmacists in year 1 to commence delivery of the 
pharmacotherapy service in 4 clusters.   
  
In years 2 to 3 we will aim to expand the pharmacotherapy service to further clusters.  
This will require additional pharmacist/pharmacy technician recruitment from April 
2019.  The numbers required may be amended following learning from the first 4 
clusters.    
 
 
Locating New Staff 
 
In year 1, practices will be expected to find space for the pharmacists within their 
current practice area.  If this is not possible for any practices we will want them to 
highlight this at a very early stage.  In year 2 we will evaluate the arrangements and 
may need to look at other options such as extending premises or some of the 
pharmacotherapy work being done remotely.  This will require the ability for remote 
computers to print prescriptions in the practice.   
 
Clinical Leadership and Line Management Arrangements 
 
Practices and their GPs will be expected to take an active part in supporting the 
pharmacists.  They will be expected to integrate them into their practice clinical teams, 
advise them on practice processes and provide senior clinical leadership to the 
pharmacists.  There will be a Memorandum Of Understanding around role and remit to 
allow local ownership within clusters/practices for service delivery. Their employment 
will be with NHS Forth Valley and as such they will report, also, to a line manager 
within the NHS Board Pharmacy Service.  NHS Forth Valley will be responsible for 
making arrangements to cover absence/holidays etc.   
 
Training Requirements 
 
The pharmacotherapy team will be expected to have a protected learning time session 
on a weekly basis.  This would be pro rata for part time workers.  By starting with 4 
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clusters we hope that the operational learning can be cascaded to other clusters as the 
workforce/ recruitment will allow.  There will need to be ongoing investment in 
advanced clinical training for pharmacists and support opportunities for specialist 
primary care clinics in order to ensure job satisfaction and therefore encourage 
recruitment and retention.  The current pharmacy team will create an educational 
support structure for training of junior pharmacists not previously employed in primary 
care.    
 
Monitoring Success 
 
It will be important to try to capture the impact of the pharmacotherapy service.  
Practices will be asked to complete a medicines related workload questionnaire pre 
and post pharmacy input.   
 
It will also be possible to monitor the pharmacy team KPIs (read codes) to assess use 
of IP qualification (prescriptions signed) and number of polypharmacy reviews 
undertaken.  Practice prescribing costs will be evaluated pre and post 
pharmacotherapy service.  There will be an ongoing collation and monitoring of agreed 
activity data set.  The service will support a continued focus on quality prescribing, 
safety and efficiency.  
 
 
Horizon 3 – where will we be in 2021 and beyond 
 
Future Model of 
Care 
 
 
 

Over time, all practices will have access to a pharmacotherapy 
service which will provide the core elements of the New Contract 
to patients within GP practices, resident in care homes and 
vulnerable patients in their home setting.   
 
Each cluster will influence how their pharmacy team resource is 
best utilised, there will not be a uniform approach. How they use 
the pharmacists’ and technicians’ skills will be dependent on the 
needs of the local population, the GP practices and the skills of 
the pharmacy team.  For example, some will utilise the skills of the 
pharmacist prescribers for polypharmacy reviews and complex 
care of patients with long-term conditions and some will focus 
technician resource more on improving practices’ medicines 
management systems. 
 

Further 
developments 
required 
 
 
 

• Detailed finance and workforce planning. 
• Stakeholder engagement. 
• Recruitment  
• Investment in training and Education.  
• Liability arrangements need to be in place.   

Sustaining 
change 

Ongoing monitoring and evaluation of proposed cluster based 
model to meet the needs of service users and national priorities. 
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7. Community Care & Treatment  

 
Extract from Memorandum of Understanding 
Community Care and Treatment 
These services include, but are not limited to, basic disease data collection and 
biometrics (such as blood pressure), chronic disease monitoring, the management of 
minor injuries and dressings, phlebotomy, ear syringing, suture removal, and some types 
of minor surgery as locally determined as being appropriate. Phlebotomy will be delivered 
as a priority in the first stage of the HSCP Primary Care Improvement Plan.  
 
This change needs to be managed to ensure, by 2021 in collaboration with NHS Boards, 
a safe and sustainable service delivery model, based on appropriate local service design.  
  
Three Horizon Aspirations 
 
 
Horizon 1 - Where are we now ?     
 
Current Service 
Model 
 
 
 

• NHS Forth Valley Community Nursing Service already delivers 
the majority of Treatment Room care (clarification of numbers is 
being worked through in terms of number of appointments per 
week).  The model of care is a mix of treatment room hubs and 
practice based sessions. Demand is increasing and provision of 
urgent access to appointments can be challenging at times 

• GP practices pick up an unquantified level of “treatment room” 
activity, this seems to vary between practices (further work is 
being undertaken to assess this) 

• All monitoring activity is delivered at practice level, led largely by 
practice nurses and supported by health care support workers to 
varying degrees across practices.   

• Existing GP employed healthcare support workers often do other 
tasks that were nursing in the past, ECG, spirometry, vaccination 
and BP reviews, for example, but again this is very variable; from 
those that only do blood, to those who have the capability to train 
to become nurses (example from Tillicoultry of 2 HCAs having 
done this). 

• We have local enhanced services with practices for near patient 
testing and delivery of a limited amount of phlebotomy via the 
Shifting The Balance of Care LES. 

• Chronic Disease monitoring, disease data and biometrics such as 
blood pressure monitoring have been QOF driven and delivered 
at practice level. 

• There is an enhanced service for minor injuries but a significant  
amount of this is dealt with at our minor injuries and Emergency 
departments. 

Redesign work 
already underway 
 
 

Minimal –  there is continuous dialogue between GPs and Treatment 
room services regarding level of provision. 
 
We are at the very early stages of technology enabled monitoring for 
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 blood pressure. 
 
The Shifting The Balance of Care LES was updated last year to 
clarify the balance of responsibilities between primary and secondary 
care for ordering and acting on investigations e.g. 2y care to make 
requests via order comms 
 

Issues and 
Challenges 
 
 
 
 

Phlebotomy/Monitoring of Blood Tests is a significant issue in 
primary care and between primary and secondary care.    Demand is 
significant and most GP practices have invested in their practice 
workforce to enable a model of phlebotomy to support individual 
practice needs.    
 
There is currently no collective understanding of the workforce hours 
or demand / activity nor the collective capacity provided across 
practices.  Re-provision of phlebotomy / monitoring will be complex 
and is possible that HCSW currently employed by practices will need 
to be transferred into a community phlebotomy service model. 
 
We have a significant demographic challenge with regards practice 
nursing and primary care nursing workforce with a 50% retirement 
rate predicted in the next 3-5 years in both areas. There are 
increasing demands, complexity and opportunity within primary care 
nursing. As experienced staff retire, we need to build a workforce 
that are ready to take on GPN, TR and ANP training roles to prevent 
significant staffing shortages.  Current NES funding bid in addition to 
PCIP to assist with GPN training will help support a year joint bid for 
foundation primary care nurse training posts. Any additional posts 
from year 2 will require separate funding.    
 
GPs and Secondary care services which rely on monitoring services 
would both aspire to a model which is responsive to patients need 
locally however, delivering and resourcing a model which meets the 
needs of both primary and secondary care will require a partnership 
approach in terms of process and resourcing. 
 
There are currently significant interface issues caused by uncertainty 
regarding phlebotomy responsibility for results management.  This 
service provides an excellent opportunity to resolve many of these 
issues through collaboration with secondary care and investment in a 
phlebotomy service that is accessible by all healthcare professionals 
with responsibility for taking action on results, going directly back to 
the requestor.  This would be good for the healthcare professional 
and the patient.  
 

 
Horizon 2 – How will we progress towards Horizon 3 
 
 Year 1 to 2 (2018-2020) 2020-21 
Potential 
Models/new ways 
of working 

In year 1 we will commence implementation 
to provide all practices with enhanced access 
to Health Care Assistant (HCA) services that 

All practices will 
have community 
based phlebotomy 
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/workforce/ 
premises 
 

will support practices locally, including for 
housebound patients.  The requesting 
healthcare professional will still monitor the 
results for individuals who undergo 
community phlebotomy/ monitoring 
 
To help shift work from GP and Practice 
Nursing, scoping work will be progressed to 
determine the range of services and options 
for delivery. The Treatment Room Guidelines 
will be updated and a set of principles agreed.  
This will then determine any additional 
requirement for qualified nurses to support 
treatment rooms. 
 
HCA will be recruited or may be TUPE 
transferred from GP practice staff to the 
Health Board. This will require scoping and 
consideration of standardised processes. 
HCAs will deliver phlebotomy and on an 
incremental basis, over time will begin to 
deliver e.g. BP measurement, height/weight 
checks, pulse checks, urine dip testing, 
processing stool and sputum samples, 
support for patients to complete 
questionnaires and sats checks.  This will 
initially be reliant on successful recruitment.   
 
Test ordering must align with existing practice 
lab request and results reconciliation 
arrangements and must maximise the 
effectiveness of the Order Comms system.  
 
The HCA service, additional treatment room 
posts and GPN training posts will be aligned 
to the current Community Nursing/Treatment 
room management structures. This will 
require the creation of additional leadership 
posts to support the transfer and ongoing 
leadership of this growing workforce. 
 
Implement then evaluate the impact of the 
NES programme to provide future Practice 
Nurses, with an initial bid for 10 posts 
submitted.  
 
Increase Technology based solutions for 
monitoring e.g. Blood pressure, weight. The 
Florence Text based home monitoring for 
blood pressure should be offered to all 
practices by the end of year 1. 
 

support which will 
deliver blood 
monitoring, basic 
measures and QOF 
based LTC annual 
monitoring tests. 
 
We aim to have in 
place an interface 
model of monitoring 
appropriately 
resourced between 
primary and 
secondary care. 
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By end of year 2, 6 clusters will also no longer 
provide annual long term condition monitoring 
tests 
 
We will scope the need for and develop a 
business case for incorporating secondary 
care monitoring and near patient testing into 
the community monitoring service. 
 
In year 2 we will look to build on the capacity 
of the HCA workforce as is required.  We will 
scope potential additional monitoring services 
and agree how this will be implemented, with 
appropriately trained staff. This may include 
spirometry, diabetic foot checks, ECG, 
asthma/COPD monitoring, cognitive 
questionnaires etc. 
 
There will also be a need to evaluate 
secondary care use of the service, with 
appropriate funding.  
 

 
Horizon 3 – where will we be in 2021 and beyond 
 
Future Model of 
Care 
 
 
 

• All GP practices will be supported through a model of Community 
Treatment and Monitoring Hubs within or near to GP practices, 
whilst recognising that this may not be feasible for all practice areas. 

• An interface model will be in place which works for all patients – 
accessible, timely, safe, clear etc.   

• Redirection of  primary care monitoring activity Reducing GP / 
clinical workload, providing access for monitoring / treatment, driven 
by safe operating procedures, clear clinical responsibilities and best 
use of electronic process such as order comms. 

• Practice nurse time will be freed up to enable focus on chronic 
disease management and role development. 

• Foundation in community nursing career pathway posts – these 
posts will be part funded if successful by NES bid related to GPN 
training for new graduates in year one. Following evaluation, any 
subsequent posts would be fully supported by the PCIP to ensure 
there is a workforce trained and able to take up GPN posts, provide 
treatment room care or undertake ANP training. This will help 
mitigate the risk of the high retirement rate in addition to increased 
complexity and specialist skill set required across primary 
care/community nursing 

• Role development for existing practice nurses, creating 
opportunities to value our existing workforce, facilitating  career 
extension where possible 

Further 
developments 
required 

Work with Secondary care regarding meeting whole system demand 
with appropriate alignment of clinical responsibilities. 
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Work with laboratories to streamline processes and ensure viable 
delivery model. 
 
Work to establish availability of rooms within practice and Health centre 
to allow for additional treatment room provision and HCA clinics.  
 

Sustaining 
change 

Developing the workforce in advance / in alignment with anticipated 
loss through retirement.  Primary Care needs to be a desirable and 
fulfilling place to work 
 
Resource Request (subject to available funding) 
During years 1 and 2 move towards recruitment of Health Care Support 
Workers i.e. 24 wte Band 3 staff  - both from existing primary care staff 
where practices wish to transfer roles and additional recruitment to 
meet demands of service.   
10wte band 5 GPN/foundation primary care nursing posts in year 1, 
with NES support 4.7wte funding required for 2 years.  
Further scoping to determine the number of additional Band 5 nurses 
required to support increased demand for treatment room service and 
to transfer workload from GPs and Practice Nurses.  
Further scoping of the leadership required to support the management 
of additional nursing and HCA staff, with 1 wte Band 7 post to be 
recruited in Year 1.  
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8. Delivering Urgent Care support Through Additional Professional Roles 
(including Community Link Worker)  

 
Extract from Memorandum of Understanding 
Urgent Care (advanced practitioners) 
These services provide support for urgent unscheduled care within primary care, such as 
providing advance practitioner resource such as a nurse or paramedic for GP clusters 
and practices as first response for home visits, and responding to urgent call outs for 
patients, working with practices to provide appropriate care to patients, allowing GPs to 
better manage and free up their time.  
 
By 2021, in collaboration with NHS Boards there will be a sustainable advance 
practitioner provision in all HSCP areas, based on appropriate local service design. 
These practitioners will be available to assess and treat urgent or unscheduled care 
presentations and home visits within an agreed local model or system of care 
 
 
Additional Professional Roles 
Additional professional roles will provide services for groups of patients with specific 
needs that can be delivered by other professionals as first point of contact in the practice 
and/or community setting (as part of the wider MDT); this would be determined by local 
needs as part of the HSCP Primary Care Improvement Plan. For example, but not limited 
to:  
 
• Musculoskeletal focussed physiotherapy services.   
• Community clinical mental health professionals (e.g. nurses, occupational therapists) 

based in general practice.  

By 2021 specialist professionals will work within the local MDT to see patients at the first 
point of contact, as well as assessing, diagnosing and delivering treatment, as agreed 
with GPs and within an agreed model or system of care. Service configuration may vary 
dependent upon local geography, demographics and demand. 
 
 
Community Links Worker 
Community Links Worker (CLW) is a generalist practitioner based in or aligned to a GP 
practice or Cluster who works directly with patients to help them navigate and engage 
with wider services, often serving a socio-economically deprived community or assisting 
patients who need support because of (for example) the complexity of their conditions or 
rurality.  
 
As part of the Primary Care Improvement Plan, HSCPs will develop CLW roles in line with 
the Scottish Government’s manifesto commitment to deliver 250 CLWs over the life of the 
Parliament. The roles of the CLWs will be consistent with assessed local need and 
priorities and function as part of the local models/systems of care and support. 
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Three Horizon Aspirations  
 
 
Horizon 1 - Where are we now? 
 
Current 
Service 
Model 
 
 
 

• GPs generally deal with all urgent and complex care demands in terms 
of same day appointments, house calls and care home calls. Although 
Several General Practices have now employed ANPs directly and our 
2C practice model relies on ANPs, Extended Scope Physiotherapists 
and Primary Care Mental Health Nurses to deliver daily capacity for 
practice based urgent care.   

• Multidisciplinary Role development is inconsistent. The current general 
practice service model is largely traditional practice team, with a few 
practices now employing ANPs directly. 

• We have a high degree of variation in support to practices across FV, 
i.e. Clacks have done very well from Transformation Fund tests of 
change but there is also historical inequity around attached staff and 
configuration of local community services. 

• In respect of wider MDT, supports are limited to 2C practices, isolated 
innovative practice (social prescribing) and transformation funded tests 
of change as outlined below.  

• Paramedic Specialist Practitioners already play a key role out of hours 
in Rural North West Stirling, working successfully for several years as 
part of the out of hours model.   They have also been used 
successfully but not sustainably in our 2C practices. 

• Community Link Workers: There is no standard or planned model of 
link worker in Forth Valley.  Falkirk District Association for Mental 
Health have been working with a small number of GP practices over 
the last few years supporting mental health social prescribing model 
which is very well received by GPs.  We have had not direction from 
SG regarding the national link worker programme and await 
information on the role and learning from early implementation sites. 

Redesign 
work 
already 
underway 
 
 
 

We have good learning from both our OOH transformation and General 
Practice (2C and others). This experience has demonstrated that highly 
skilled nurses and other MDT such as Mental Health Nurses, 
Physiotherapists and paramedic specialist practitioners can safely deliver 
a significant proportion of urgent GP including out of hours care 
autonomously.   

• The OOH Transformation funding is being used to develop a training 
pathway for an additional 5wte ANPs 

• ANP capacity to triage and offer same day urgent appointments is in 
place within in some practices 

• We have successfully trialled community nursing support to care 
homes within Clackmannanshire which has been very successful in 
reducing GP demand.  

• Some practices with ANP capacity are testing out alternative 
approaches to House Calls. 

• 2C – we have two large multidisciplinary practices in Forth Valley 
where over 50% of day to day activity is provided by ANPs, PCMHNs 
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and Extended Scope Physiotherapists.  We also draw in support from 
paediatric and palliative care ANPs. 

• Paramedics also support our 2C practices on a regular basis. 
• Mental Health ANP team have already commenced a test of change in 

partnership with the OOH service.  This means that all calls triaged by 
NHS 24 requiring a local OOH telephone follow up between 9am and 
9pm are picked up by the Hospital based mental health ANPs.  

• Primary Care Mental Health Nurses – we have now embedded 
PCMHNs in 3 clusters /14 practices in Forth Valley.  Baseline data 
indicating that 10% of GP appointments are for mental health issues 
alone. The current PCTF funded model is testing 7wte posts at a level 
of 1WTE per 15000 population for approx 1/3 of the Forth Valley 
population. 

• Extended Scope/Advanced Practice Physiotherapists provide direct 
access for musculoskeletal issues in two 2C practices with one post 
per 10,000 providing a fully supported service.  Evaluation of this 
approach has been extremely positive with only 1% of patients 
requiring to see a GP. Additionally referrals to secondary care 
orthopaedic services reduced significantly. 

• Best in Class – Joint Pain Advisor / Request for Assistance model.  
Supported by Scottish Government and the Improvement Fund (i-hub) 
we are testing a preventive approach for people with lower limb joint 
problems.  This involves direct access to a physio joint pain advisor, 
group based education and community supported lifestyle supports 
where necessary.  The aim of this being to reduce GP activity, 
referrals to formal physiotherapy service and orthopaedics through 
direct early advice, signposting and support. 

• Practice Administration Collaborative. 
• Focussing on care navigation and workflow optimisation, the practice 

admin team play a critical role as first point of contact, in most 
instances, within general practice. Three clusters are currently 
involved in the national collaborative working to reduce the GP 
administration burden and increase the effectiveness of care 
navigation at first point of interaction with patients. 

• Link Workers, 3 practices in Falkirk have been supported by mental 
health social prescriber model provided by FDAMH funded through 
integration funding.  

Issues and 
Challenges 
 
 

• There is a current GP vacancy rate with up to 25% of practices unable 
to recruit. 

• Practice nurse and district nursing demographic is similar to that of 
GPs. 

• Limited resource, lack of standardised model, risk of developing 
specialist primary care roles rather than general practitioner roles.   

• Lack of supply – new roles means reliant on MDT clinicians who are 
interested in new opportunities and development, recent recruitment 
experience tells us that there is a very limited supply of people ready / 
willing to take up these new roles, particularly with short term funding. 

• Lack of opportunity to test other roles such as OT or dietetic.  
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Horizon 2 – How will we progress towards Horizon 3 

 Years 1 to 2 2018-20  2020-21 
Potential 
Models / 
new ways 
of working 
/ workforce 
/ premises 
 

Build advance practice capacity for urgent care in 
five clusters initially.   
 
Generate a rolling employment and training 
model with 10 ANP roles. 
 
Evaluate the impact of our PCTF funded Primary 
Care Mental Health Nursing roles within 14 GP 
practices in 5 clusters at approx level of 1:15,000 
 
Provide urgent care access to  advance practice 
physiotherapists for all practices in 5 clusters 
initially, at a level of between 1:10,000 (optimal 
model for full practice support e.g. 2C) and 
1:20,000.(proposed lowest rate to ensure 
functional impact at practice level) 
 
We will look to develop a shared care approach to 
urgent care with potential to support 
• Same day appointment including ANP, MSK 

and Mental Health. 
• Care Home Support. 
• House Calls. 

Through this model increase direct access to 
Primary Care Mental Health Practitioners and 
Advanced Practice Physiotherapy access to all 
practices within more clusters. 
 
Generate a Link Worker development plan with 
Third sector colleagues, taking direction from 
national guidance   anticipating the initiation of 
link worker model with 5 of practices in our most 
deprived areas by start of year 3 and consider 
how this can align with the development of the 
Community Front Door. 
 

By end of year 3 we 
will have increased 
urgent care access 
for ANP, mental 
health and MSK and 
have grown an urgent 
care model in 
partnership with 
interested clusters 
and practices. 

 
Horizon 3 – where will we be in 2021 and beyond 
 
Future Model 
of Care 
 
 
 

By 2021 we aim to provide a level of trained ANP, Mental Health 
practitioner and Advanced Practice Physiotherapy capacity.   
These would be sufficient to support an efficient urgent care model of 
MDT support for General Practice which provides a level of day to 
day capacity within practice and community for non complex illness, 
mental health and MSK in partnership with practices at cluster / part 
cluster level to reshape how we manage non complex urgent 
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demand. 
    
The level and model of delivery of this support will be determined at 
local level and may be increased in partnership with local practices.  
The approach will be different in different areas, for example a 
solution for Stirling or Falkirk is unlikely to suit the needs of rural 
Stirling. 
 
This model would support interested practices to work more 
collaboratively to design a new model of clinical capacity, increase 
provision and divert urgent care pressures to a multidisciplinary team 
of Practice Nursing, ANP, Mental Health and Physiotherapy provision 
working with potential for shared GP supporting role(s).   
 

Further 
developments 
required 
 
 
 

We also should consider non traditional workforce opportunities, e.g. 
Physician Assistants, recognising skills and competencies of other 
existing MDT in terms of urgent care, Occupational Therapists 
expertise in mental health, frailty, etc., Dieticians with Diabetes, 
Gastro Intestinal medicine and recognising that physiotherapists not 
only have expertise in MSK but many have clinical expertise in acute 
medicine, ITU, cardio respiratory, frailty etc. 
 

Sustaining 
change 

In the near / midterm we will require to think more innovatively. 
Considering the interfaces with core community services at cluster 
and locality level.  Developing innovative primary care practitioner 
roles; broadening opportunities to the wider workforce and supporting 
primary care MDT roles to be less “uni-professional” (e.g. Explore the 
role(s) of The “primary care practitioner” perhaps supporting a 
workforce with core clinical expertise and developing a common 
training.   
 
We require a long range Workforce Plan and must take into account 
training and development needs and linkages with local and national 
strategies for effective and efficient transformation. 
 

 

8.1  National Mental Health Strategy 
The actions associated with national Mental Health in this Primary Care Plan are aligned 
to the Mental Health Strategy, and particularly the work associated with Action 15 
(additional mental health workers).  A Forth Valley Plan to deliver Action 15 is to be 
prepared and submitted to Scottish Government at the end of July 2018 and will be cross-
referenced to the relevant actions in this plan including the following: 

• The Emergency Mental Health Services are undergoing a period of redesign, which 
aims to improve the efficiency of requests for emergency mental health assessments 
by providing ANPs in Mental Health throughout the 24hour period and combing 
discreet services to form a hub.  This work will examine those able to refer into the 
Specialist Service, taking account of a changing primary care workforce.   

• Mental Health ANP team have already commenced a test of change in partnership 
with the OOH service.  This means that all calls triaged by NHS 24 requiring a local 
OOH telephone follow up between 9pm and 8am are picked up by the Hospital based 
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mental health ANPs. Building on this learning the service plans to extend this 
arrangement to cover all out-of-hours periods.   

• Primary Care Mental Health Nurses – we have now introduced PCMHNs in 3 clusters 
/14 practices in Forth Valley s a test for change.  One  in three contacts with primary 
care has a mental health element and around 10% of contacts are for mild to 
moderate mental health alone.  With appropriate triage, 10% of patient contacts could 
be seen by a Mental Health professional with suitable skills.  The current PCTF 
funded model is testing 7wte posts at a level of 1WTE per 15000 population for 
approx 1/3 of the Forth Valley population.  We will look for partial funding for additional 
Mental Health Nurses in GP Practices to come from the national mental health 
strategy funding.  
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9. Financial Plan 

A high level 4 year financial projection has been prepared in line with the principles and 
assumptions outlined in the “Primary Care Improvement Fund: Annual Funding Letter 
2018-19” issued by Richard Foggo dated 23rd May 2018.   
 
Due to the scale and nature of the overall Primary Care Improvement Programme, the 
projection is considered as a live document which will be continually refined and updated 
as the new multi disciplinary Primary Care team is established and longer term funding is 
confirmed.   
 

Funding assumptions 
 
Forth Valley’s NRAC share of the Primary Care Improvement Fund (PCIF) is confirmed at 
£2.479m for financial year 2018-19, and is expected to rise by £5.922m to £8.401m by 
2021-22.   
 
It is recognised that certain elements of the PCIF have already been included within core 
baseline funding and/or have been committed against other Primary Care transformation 
initiatives and therefore these items must be accounted for as first call against the fund.  
This relates specifically to two areas: 
 
• Pharmacy First: £0.064m received in 2017-18 and fully committed on a recurring 

basis; 
• Pharmacists Working in GP Practices as per circular PCA2017(P)04: £0.636m1 

received in 2017-18 and fully committed on a recurring basis; 
 

A summary of the overall net funding position is therefore outlined below: 
 

PRIMARY CARE IMPROVEMENT 
FUND 

2018-19 
confirmed   

£m 

2019-20 
estimate    

£m 

2020-21 
estimate    

£m 

2021-22 
estimate   

£m 
PCIF - Forth Valley NRAC share 2.479 2.981 5.962 8.401 
Less Pharmacy in GP Practices 
fund (0.636) (0.636) (0.636) (0.636) 

Less Pharmacy First (0.064) (0.064) (0.064) (0.064) 
Balance available 1.779 2.281 5.262 7.701 

 
An initial allocation of £1.445m was received in June (which represents the first tranche of 
funding, equal to 70% of the total). The remaining balance of £0.619m is expected to be 
received in November.  Note that the remaining balance will only be issued if it can be 
demonstrated that it will be fully spent in year.  
 
 
Proposed Expenditure 
 
The Primary Care improvement programme will be undertaken on a phased basis to 
deliver key outcomes across the 6 priority areas presented within the MOU. Clearly the 

                                                           
1 £0.636m is comprised of £0.415m now included in the baseline plus a further £0.221m allocated on an 
earmarked recurring basis in Dec 2017.  

http://www.sehd.scot.nhs.uk/pca/PCA2017(P)04.pdf
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timing of expenditure will be heavily influenced by the length of the recruitment process 
and availability of skilled staff/suitable candidates.   
 
A summary of the proposed expenditure is outlined in the table below.  Costs are based 
on the top of 2018-19 Agenda for Change salary scales, inclusive of employers on costs. 
A 3% pay award is assumed for financial years 2019-20 and 2020-21 only (no pay award 
is included in 2021-22).  
 
The current projection suggests that there is recurring shortfall of £2.79m at the end of 
the 4 year period. Significant non-recurring pressures are expected during year 2 and 3 
as the timing of funding increases are out of sync with the expected pace of recruitment.  
 

 

NHS FORTH VALLEY - PRIMARY CARE 
IMPROVEMENT PLAN 

2018-19    
£m

2019-20    
£m

2020-21   
£m

2021-22      
£m

2021-22  
WTE

Vaccination Transformation Programme
Programme Management & admin support £0.051 £0.078 £0.080 £0.080 2.50
Nursing staff £0.168 £0.538 £0.801 £0.801 26.00
Non pay costs £0.025 £0.020 £0.020 £0.020

£0.244 £0.636 £0.901 £0.901 28.50

Pharmacotherapy Service
Pharmacist & Technician support £1.195 £2.781 £3.617 £3.617 60.00
Non pay costs £0.032 £0.071 £0.090 £0.090

£1.227 £2.851 £3.707 £3.707 60.00

Community Treatment & Care Services
Treatment Room Nursing £0.027 £0.288 £0.652 £0.890 21.00
Practice Nurse trainee pipeline £0.088 £0.181 £0.397 £0.397 10.00
Healthcare Assistants £0.317 £0.653 £0.672 £0.672 24.00

£0.432 £1.122 £1.721 £1.960 55.00

Additional professional roles & Urgent Care
Care Home Liasion Nurse £0.085 £0.173 £0.178 £0.178 3.60
Advanced Nurse Practitioners £0.664 £1.366 £1.990 £1.990 33.00
Mental Health Nurses £0.341 £0.834 £1.156 £1.156 23.00
Extended Scope Physiotherapists/MSK £0.179 £0.670 £1.001 £1.001 17.00

£1.268 £3.043 £4.324 £4.324 76.60

Other
Community Link Workers £0.000 £0.000 £0.318 £0.318 8.50
Pharmacy First £0.064 £0.064 £0.064 £0.064 N/A
Programme Management & support £0.060 £0.123 £0.126 £0.126 2.00

£0.124 £0.187 £0.509 £0.509 10.50

TOTAL EXPENDITURE £3.294 £7.839 £11.162 £11.400 230.60

Primary Care Improvement Fund Allocation £2.479 £2.981 £5.962 £8.401

Underspend/(Overspend) (£0.815) (£4.858) (£5.200) (£2.999)
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Glossary 
 

ANP Advanced Nurse Practitioners 
BMA British Medical Association  
CHI Community Health Index 
CMS Chronic Medication Service 
CPD Continuing Professional Development  
GMS General Medical Services 
HCSW Health Care Support Worker 
HSCP Health and Social Care Partnership 
GPN General Practice Nurse 
ICT Information and Communications Technology  
IT Information Technology 
IM&T Information Management and Technology  
IP Independent Prescriber 
KPI Key Performance Indicator 
LMC Local Medical Committee 
MAS Minor Ailment Service 
MDT Multi-disciplinary Team 
MOU Memorandum of Understanding 
NES NHS Education for Scotland 
OOH Out of Hours 
PCTF Primary Care Transformation Fund 
TEC Technology Enabled Care  
TR Treatment Room 
TUPE Transfer of Undertakings Protection of Employment 
VTP Vaccination Transformation Programme 
WTE Whole Time Equivalent 
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Appendix 1 

 
Forth Valley Primary Care Improvement Plan Development Group 

 
Role and Remit 

 
 
Background 
 
Proposals for a new GP contract were published in November 2017 and agreed in 
January 2018. The new contract aims to support the development of the Expert Medical 
Generalist role for GPs, with a shift over time of workload and responsibilities to enable 
this. A key enabler for this is investment in a wider multi-disciplinary team in support of 
general practice.  
 
The new contract offer is supported by a Memorandum of Understanding which requires 
the development of a Primary Care Improvement Plan agreed by the NHS Board and 
Health and Social Care Partnerships in collaboration with GPs and the LMC. This should 
be done in collaboration with other key stakeholders and supported by an appropriate and 
effective MDT model at both practice and Cluster level to reflect local needs. 
 
The Primary Care Improvement Plan needs to be developed recognising ongoing 
strategic and transformational work and support management of the current significant 
challenges of sustainability of general practice and primary care services.  
 
The Primary Care Improvement Plan Development Group with reference to the GMS 
Contract and Memorandum of Understanding should: 
 

• Enable the development of the expert medical generalist role through a reduction 
in current GP and practice workload. 

 
• Agree a primary care and community services multi-professional workforce and 

recruitment plan to support the expert medical generalist role and enable delivery 
of safe and sustainable primary care services. This will include the need to recruit 
and develop a pharmacotherapy team with capacity to support practices as per the 
GMS Contract requirements.  

 
• Ensure delivery of the Vaccination Transformation Programme (VTP)  

 
• Agree priorities informed by population and professional need 

 
• Agree use of additional resources across Forth Valley 

 
• Determine a communication plan and timeline for delivery of key milestones 
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Membership: 
 
 

• Cathie Cowan, Chief Executive 
• Dr Andrew Murray, Medical Director 
• Dr Stuart Cumming, Associate Medical Director & Clinical Lead 
• Shiona Strachan, Chief Officer Clackmannanshire & Stirling Health & Social Care 

Partnership 
• Patricia Cassidy, Chief Officer, Falkirk Health & Social Care Partnership 
• Kathy O’Neill, General Manager 
• Lesley Middlemiss, Programme Manager, Primary Care Transformation 

Clackmannanshire & Stirling and Falkirk HSCP 
• Janette Fraser, Head of Planning 
• Jillian Thomson, Senior Finance Manager & Interim Primary Care Contracts 

Manager 
• Dr James King, Clinical Lead 
• Dr Scott Williams, Clinical Lead 
• Dr David Herron, Clinical Lead/GP Sub Committee 
• Dr Graeme Lyons, GP Sub Committee Representative 
• Dr Neil Duthie, GP Sub Committee Representative 
• Dr Teresa Cannavina, GP Sub Committee Representative 
• Linda Donaldson, Interim HR Director 
• Scott Mitchell, Pharmacy Director  
• Lesley Thomson, Senior Nurse Community Nursing  
• Bette Locke, Interim Lead AHP  
• Morag Farquhar, Programme Director, Estates and Facilities 

 
 
Meetings will be held monthly 
 

 

 

 

 

 

 

 

 

 

 

 



50 
 

Appendix 2    
 
Writing Group (Leads and Contributors) 
 

 
Section 

 
Leads 

 
Contributors 
 

Background and Context Janette Fraser Stuart Cumming  
Lesley Middlemiss 
 
 

Forth Valley Context Janette Fraser Stuart Cumming  
Lesley Middlemiss 
 
 

Infrastructure and 
Enablers 
 

Janette Fraser Jonathan Procter 
Morag Farquhar 
Stuart Cumming  
Lesley Middlemiss 
 

Workforce 
 

Linda Donaldson Stuart Cumming and Improvement Plan 
Leads 
 
 

Vaccination 
Transformation 
Programme 

Gillian Morton 
Stuart Cumming 

Janette Fraser 
Helen Bauld 
 
 

Pharmacotherapy 
 

Scott Mitchell  
David Herron 

Gillian Cook 
Graham Lyons 
 
 

Community Treatment & 
Care and Urgent Care 
 

Lesley Thomson 
Scott Williams 

Lesley Middlemiss 
Chris Mair 
Teresa Cannavina 
 

Additional Professional 
Roles (including 
Community Link Worker) 

Bette Locke 
James King 

Neil Duthie 
Lesley Middlemiss 
Jim Crabb or representative 
 

Financial Plan Jillian Thomson Link in with all workstreams above 
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Appendix 3 
 

Forth Valley Primary Care Improvement Plan Implementation Group – Proposed Organisational Structure 

 

  

 

  

 

 

 

 

 

  

 

 

 

 

  

 

 

 

 

 

 

 

Senior Leadership Team (SLT) 

 

NHS Board 
 

Integration Joint Boards 

 

Primary Care Programme Board 

 

Primary Care Improvement Plan Implementation Group 

 

Writing Group 

Pharmacotherapy 
Workstream 

Vaccination 
Transformation 

Programme 
Working Group 

Primary Care 
Transformation 
Working Group 

Premises 
Workstream 

Primary Care 
Workforce 

Workstream 

Community 
Care and 

Urgent Care 
Workstream 

Additional 
Professional 

Roles 
Workstream 

Finance 
and IT 

 

Local Medical Committee 
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Appendix 4 

 

2018 GMS Implementation Practice Preferences 

 
We are preparing a Forth Valley Primary Care Improvement Plan, which will 
implement new services as part of the new GMS contract.   Practices are asked to 
consider the following three new services, which, the contract suggests, should be 
delivered to all practices by 2021.  The aim would be to implement each of the new 
services in 3 clusters each, so that all practices should see the impact of one of the 
services.  Then as recruitment and funding allow, the services will be spread out to 
all areas with the aim of all practices having access to services by 2021.  The 
phased approach will enable the new service models to be evaluated, and the 
models will evolve as our learning and understanding of the impact and benefits 
grows.  The availability of funding and the ability to recruit staff with the right skills 
and experience will have to be taken into consideration in the planning and 
implementing the new services.  
 
Pharmacotherapy Service 
Pharmacists will provide an acute and repeat prescribing service, which will include 
as a core: 
 
• Authorising/action all acute and repeat prescribing requests 
• Authorising/action all hospital immediate discharge letter 
• Medicines reconciliation 
• Medicines safety reviews/recalls 
• Monitoring high risk medicines and medication compliance reviews 
• Non-clinical medication review 
• Formulary adherence, prescribing indicators and audits. 
• Acute & repeat prescribing requests includes authorising/actioning hospital 

outpatient requests 
• Non-medicine prescriptions 
• Instalment requests and serial prescriptions 

 
Practices will work closely with the pharmacists to develop and standardise this 
service.  The aim would be for 100% of this work to go through the pharmacotherapy 
service, with the understanding that some will still need to be then passed on to a 
GP.  Depending on recruitment you may not reach 100% implementation.  Practices 
will be expected to engage significantly with the pharmacotherapy team to optimize 
prescribing processes.     
 



53 
 

Community Treatment & Care Service 
 
This service will continue to provide all current Treatment room services to all areas.  
For 3 early adopter clusters there will be a focus on the early addition of a full 
Phlebotomy service.  In addition there will be an aim to have this service start to 
deliver basic monitoring (e.g. BP, pulse, height, weight), followed by more 
comprehensive chronic disease monitoring and related data collection.  Practices will 
work closely with the NHS Board to develop an efficient service that meets the needs 
of patients and practices.  Note practices will still need to manage the results of any 
monitoring undertaken.   
 
 
Urgent Care Service and Multi-Disciplinary Team 
 
This service will aim to provide significant assistance with urgent and unscheduled 
care.  A number of allied health professionals will be recruited to work in 3 clusters.  
Practices will be invited to provide support for ANP development.  It is anticipated 
that newly recruited ANPs will require significant support but will progress within 
practices or clusters to greater levels of service delivery.  We will discuss with willing 
practices an urgent care hub model for each of 3 clusters.  The scope would include 
ANPs, MSK physiotherapists and Mental Health Nurses, in addition to Care Home 
Support and House Calls.  
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Questionnaire 
(To be Completed and Returned by 4th June 2018) 

 

Each cluster will have one service implemented initially and we are keen to understand the 

preferences of the practices in each cluster. Please rate how interested you are in being an 

early adopter for these services.  Note a cluster will initially only be able to adopt one of the 3 

new services. 

 
Name of 
Practice: 
 

 
 
 

 
Practice Number: 
 

 
 
 

 

 
Pharmacotherapy 
 

 
1 

 
2 

 
3 

 
4 

 
5 

 
6 

 
7 

 
8 

 
9 

 
10 

 
 

         

Not Interested                                                                                             Very Keen 
 

 
Community Treatment & Care Service 

 
 

1 
 

2 
 

3 
 

4 
 

5 
 

6 
 

7 
 

8 
 

9 
 

10 
 
 

         

Not Interested                                                                                             Very Keen 
 

 
Urgent Care/Multi-Disciplinary Team Service 

 
 

1 
 

2 
 

3 
 

4 
 

5 
 

6 
 

7 
 

8 
 

9 
 

10 
 
 

         

Not Interested                                                                                             Very Keen 
 

Completed forms to be returned to Gillian Allan, Planning Team Coordinator, Carseview 
House, Stirling, FK9 4SW, Tel. 01786 457263, E-Mail gillian.allan2@nhs.net 

mailto:gillian.allan2@nhs.net
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FORTH VALLEY NHS BOARD 
TUESDAY 25 SEPTEMBER 2018 
 
Item 10.1.1 -   Clinical Governance Committee: 17 August 2018 
 
Seek Assurance 
 
 
DRAFT Minute of the Forth Valley NHS Board Clinical Governance Committee 
meeting held on 17 August 2018 at 9.00am in the Boardroom, Carseview House  
 
Present:  Mrs Julia Swan, Non Executive Board Member (Chair) 
   Cllr Allyson Black, Non Executive Board Member 
   Dr James King, Chair of Area Clinical Forum 

Mr Alex Linkston, NHS Forth Valley Chairman 
Ms Michelle McClung, Non Executive Board Member 
Mrs Helen McGuire, Patient Public Panel Representative 
Mrs Eileen Wallace, Patient Public Partnership Forum 
    Representative  
 

In Attendance: Mrs Cathie Cowan, Chief Executive  
Dr Graham Foster, Director of Public Health & Planning 
Mrs Irene Graham, Notetaker 
Mr Jonathan Horwood, Infection Control Manager 

   Mrs Monica Inglis, Head of Clinical Governance 
   Ms Elaine Kettings, Head of Person Centred Care 
   Dr Colin Lang, Resuscitation Committee Chair/Consultant  
      Anaesthetics & Intensive Care 

Mr Andrew Murray, Medical Director 
   Professor Angela Wallace, Director of Nursing 
   Mr David Williams, Lead Resuscitation Officer 
            
1/ APOLOGIES FOR ABSENCE 
 
Apologies were intimated on behalf of Ms Linda Davidson. 
 
2/ DECLARATIONS OF INTEREST 
 
There were no declarations of interest. 
 
3/  MINUTE OF NHS FORTH VALLEY CLINICAL GOVERNANCE COMMITTEE 

MEETING HELD ON 15 JUNE 2018 
 
The minute of the Clinical Governance Committee meeting held on 15 June 2018 
was approved as an accurate record. 
 
Dr Foster wished it noted that there had been no change in the infection control 
figures since last year, rather than that there had been no improvement. 
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4/ REVIEW OF ACTIONS - Matters Arising  
 
Item 9.1 Significant Adverse Events 
 

• Professor Wallace -  the Mental Health team are continually 
auditing around person centredness and the use of IT systems to 
support individualised care plans.   They are also arranging 
additional person centred training for staff.    

 
 
5/ RESUSCITATION SERVICE UPDATE PRESENTATION  
 
Mr Murray introduced Dr Colin Lang, Resuscitation Committee Chair / Consultant in 
Anaesthetics & Intensive Care.   Mr David Williams, Lead Resuscitation Officer also 
attended to give input to the presentation.    
 
Dr Lang’s provided information about the role of the Resuscitation Council (UK) to 
promote high quality practice of cardiopulmonary resuscitation (CPR) to improve 
survival rates.   He discussed the chain of survival which included:   
 
• Early recognition and response to prevent cardiac arrest 
• Early CPR and defibrillation to improve outcomes  
• Post Resuscitation care to restore quality of life 

 
Dr Lang advised that we had now completed the foundation work required to provide 
training to all staff both in the acute and community settings.   It was important that 
people had the confidence to use defibrillators and to know where they were 
situated.      
 
Mr Williams said that meaningful involvement with local schools was also important 
and some schools in the area had already intimated an interest in having training in 
CPR and defibrillator use.    
 
A demonstration on how to use the defibrillator was given and various pieces of 
resuscitation equipment were shown to the Committee.  
 
Dr Lang listed challenges and the solutions to rolling out training which were being 
scoped out and included: 
 
• Additional staffing for the team 
• Updating e-learning modules 
• Incorporate use of innovative training devices 
• Rolling replacement of current training manikins 

 
It was noted that a business case would be developed and presented to the NHS 
Board. 
 
Mrs Swan thanked Dr Lang and Mr Williams for their presentation. 
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6/ CLINICAL GOVERNANCE:  STRATEGY AND OBJECTIVES 
 
6.1 National Healthcare Associated Infection Reporting Template (HAIRT)  
 
The Committee received a paper presented by Mr Jonathan Horwood, Infection 
Control Manager. 
 
Mr Horwood gave a detailed breakdown: 
 

• Staphylococcus aureus Bacteraemia (SABs)  - there had been 8 cases in 
June.   A reduction in Community numbers is outwith our control as there 
are limited interventions that would affect change    

• Clostridium difficile infections (CDIs)  -  6 cases in June, 6 cases in July.   
• Device associated Bacteraemia (DABs)  - 2 cases in June, 6 in July.   Work 

was ongoing to reduce the risk of infections related to Hickman lines 
including consideration of using a chlorhexidine body wash in the 
community. 

• Surgical Site Infections (SSI) -   there had been an increase in the 
caesarean section rate but there were no issues with practice that had 
been identified. 

• Estates and cleaning -  information update would be presented in October 
• Ward visits  -  programme of visits had now been resumed  

 
The Committee noted the report. 
 
 
7/ ASSURANCE AND IMPROVEMENT 
 
7.1 Clinical Governance Balanced Scorecard and Quality Report   
 
The Committee received a paper presented by Professor Angela Wallace, Director of 
Nursing and Mrs Monica Inglis, Head of Clinical Governance. 
 
Professor Wallace stated that Mr Murray would present the report on Hospital 
Standardised Mortality Rate (HSMR), with Mrs Inglis presenting the remainder of the 
report. 
 
HSMR 
NHS Forth Valley had achieved a reduction of 13.4% from the baseline which has 
met the national target.    However the HSMR rate had risen in the last published 
quarter and work was ongoing to review the HSMR improvement plan.   Mr Murray 
advised that he is now chairing the Clinical Outcomes Group which has oversight of 
the delivery of the improvement plan.   An update will be brought back to a future 
meeting. 
 
Falls 
There is a continuing focus on the falls rate and improvement plan as there had not 
been a sustained reduction.    The data for the last few months is being reviewed 
together with a review of national data.   Another Health Board had a sustained 
reduction in their falls rate and we will explore any learning from them.   A second 
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workshop was being arranged for staff.   Staff were also looking at medication which 
might increase the risk of falls in the over 65 age group. 
 
In response to a question from Mr Linkston on the speed of rolling out and adopting 
good practice ie red zimmers, Mrs Inglis stated that we personalised patient care to 
the requirements of the patient. 
 
Stroke 
Mrs Inglis advised that Dr Anthony Byrne had presented a detailed overview of the 
Scottish National Stroke Audit data at the last Clinical Governance Working Group 
which covered the full range of indicators.   A presentation on stroke was on the 
forward planner for the Clinical Governance Committee later in the year. 
 
The Committee noted the report. 
 
7.2 Medical Education Annual Report  
 
The Committee received a paper presented by Mr Andrew Murray, Medical Director. 
 
Mr Murray reported that Dr Kate Patrick had recently taken up the position of 
Director of Medical Education and was currently working on the annual report which 
was due for submission to the Deanery.   Once the report was finalised Dr Patrick 
would present it to this Committee. 
 
Mr Murray highlighted a few of the training achievements in the last year: 
 

• Chief Residents as leadership roles for trainees 
• Trainee Celebration Event July 2018 
• Agreement for rest spaces to be established for staff coming off night shift 

 
In response to a question from Mrs Swan regarding who was responsible for wifi 
issues at Forth Valley Royal Hospital, Mrs Cowan responded that she would take 
this forward with the Director of IM&T / E-Health Lead. 

Action:    Mrs Cowan 
 

In response to a question from Mrs McGuire regarding whether there was an 
ongoing use of fax machines, Mr Murray responded that he would take this forward 
with the Head of Information Governance. 

Action:  Mr Murray 
The Committee noted the report. 
 
7.3 Medical Devices Group Annual Report 
 
The Committee received a paper presented by Mr Andrew Murray, Medical Director. 
 
Mr Murray reported that Standing Orders required an annual report to be presented 
to this Committee.   
   
The Medical Devices Manager, Bryan Hynd had created a very efficient system for 
the refurbishment of equipment and a replacement programme was also in place.   
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The group had a very large budget which covered new submission bids as well as 
replacing and refurbishing and the group ensured that expenditure incurred was 
within approved limits.  
 
The Committee noted the report. 
 
8/ PERSON CENTRED CARE   
 
8.1 NHS Forth Valley Complaints Performance Report  
 
The Committee received a paper presented by Professor Angela Wallace, Director of 
Nursing. 
 
Professor Wallace introduced Ms Elaine Kettings, Head of Person Centred Care.   
Ms Kettings reported that the total performance in meeting timescales against the 20 
day target for responses up to April had been 81.2%. 
 
The team continued to support directorates to improve their response performance 
rate and deal with complaints at local resolution.   Themes continued to be 
consistent and in response to a question from Cllr Black regarding whether staff 
attitude was being reinforced, Professor Wallace stated that the ‘First Impressions’ 
campaign had been refreshed to target this area.    
 
In response to a question from Mrs Swan regarding whether the new complaints 
handling procedure had caused an increase in the number of complaints identified, 
Ms Kettings said that this contributed to the increased numbers of Stage 1 
complaints.   She noted that systems are in place to effectively capture Stage 1 
complaints in NHS Forth Valley. 
 
There was discussion regarding prison complaints which were consistently about 
medication issues and it was agreed that a presentation on prisons would be 
included on the forward planner for later in the year. 

Action:  Mrs Graham 
 
8.2 Annual Report Feedback, Comments, Concerns, Complements and 

Complaints 2017-18 
 
The Committee received a paper presented by Ms Elaine Kettings, Head of Person 
Centred Care. 
 
Ms Kettings stated that the report was produced annually for submission to Scottish 
Government and set out in five sections: 
 

1. Feedback, Comments, Concerns & Compliments 
2. Key Performance Indicators 
3. Independent Contractors Key Performance Indicators 
4. Creating a Positive Culture 
5. Next Steps 
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Ms Kettings highlighted the way in which we engage with families, carers, relatives 
and staff to gather information which helped the resolution of Stage 1 complaints at 
local level.    
 
Care Opinion is also used as part of a suite of tools and engagement with this forum 
had proved very successful.   There is also engagement with Lesbian, Gay, 
Bisexual, Transgender (LGBT) and youth groups including holding support sessions.    
 
The help that volunteers provided with the patient discharge process was also 
recognised.    
 
Learning points identified from all of these strands would be taken forward. 
 
The Committee approved the report. 
 
 
9/ SAFE CARE 
 
9.1 Significant Adverse Events Report  
 
The Committee received a paper presented by Mrs Monica Inglis, Head of Clinical 
Governance. 
 
Mrs Inglis stated that there is a continued focus on the timeliness of reviews and the 
reasons for delays.   It was also noted that future reports would be structured to 
report against Key Performance Indicators. 
 
Three reports had been completed and fed back to the Clinical Governance Working 
Group and a remaining report was in the process of being finalised. 
 
The Committee noted the report. 
 
 
10/  EFFECTIVE CARE 
 
10.1  Standards and Reviews Report 
 
The Committee received a paper presented by Mrs Monica Inglis, Head of Clinical 
Governance. 
 
Mrs Inglis reported as follows: 
 
Section 1  This covered all new guidance  
Section 2 This fed back on reports/guidance which had been reviewed including 

any actions required 
Section 3 This gave an update on guidance that is currently being reviewed 
 
The Committee noted the report and gave positive feedback on the revised format. 
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11/  REPORTS FROM ASSOCIATED CLINICAL GOVERNANCE GROUPS 
 
11.1 Area Prevention and Control of Infection Committee -  no minute as 

meeting was rescheduled 
 
11.2 Child Protection Action Group Quarterly Report 
 
In response to a question from Mrs Cowan on where adult protection is reported, 
Professor Wallace responded that a joint report could be produced if the Committee 
required it. 
 
The Committee noted the report. 
 
11.3 Draft Minute of the Clinical Governance Working Group held on 13 June 

2018  
 
The Committee noted the minute. 
 
11.4 Draft Minute of the Organ Donation Committee held on 14 June 2018  
 
The Committee noted the minute. 
 
11.5 Draft Minute of Information Governance Committee held on 31 May 2018 
 
The Committee noted the minute. 
 
 
12/ ANY OTHER COMPETENT BUSINESS 
 
There was no other business raised. 
 
 
13/ DATE AND TIME OF FUTURE MEETINGS 
 
The next meeting of the NHS Forth Valley Clinical Governance Committee would be 
held on Friday 19 October 2018 at 9.00am in the Boardroom, Carseview House, 
Stirling.    
 
There being no further business, the Chair closed the meeting at 11.15am. 



FORTH VALLEY NHS BOARD 
TUESDAY 25 SEPTEMBER 2018 

Item 10.1.2 -  Staff Governance Committee: 18 May 2018 

Seek Assurance  

 
Minute Staff Governance Committee meeting held on Friday 18 May 2018 in the 
Board Room, Carseview House, Castle Business Park, Stirling. 
 
Present: -  Ms Jo Chisholm, Non-Executive Director (Chair) 

Mr Alex Linkston, Chairman, NHS Forth Valley 
Ms Susan McGill, Non-Executive Director 
Ms Janet Sneddon, RCM 
Ms Karren Morrison, Unison 
 

In Attendance:- Mrs Cathie Cowan, Chief Executive     
   Professor Angela Wallace, Director of Nursing 
   Mrs Alison Richmond-Ferns, Acting Director of Human Resources 

Mrs Morag McLaren, Associate Director of Human Resources 
Mr James O Kane, Health & Safety Adviser (Item 6) 
Mrs Linda Robertson, HR Manager  
Mrs Linda Donaldson, Acting Director of Human Resources  
Ms Marian Smith, PA to Director of HR (Minute) 

 
1. Welcome and Introduction 
 
Ms Chisholm welcomed everyone to the meeting. At this point Ms Chisholm intimated that this 
would be Mrs Mclaren’s last Staff Governance Committee meeting as she will be retiring from 
NHS Forth Valley, after 41 years, at the end of the month.  It was also intimated that Mrs Alison 
Richmond-Ferns will retire, after 34 years, on 1 August 2018.  On behalf of the committee Ms 
Chisholm thanked both for their support and contribution to the Staff Governance Committee 
and wished them both every happiness in their retirement. 
 
2. Apologies for Absence 
 
Apologies for absence were noted on behalf of Mr Robert Clark and Mr Jonathan Procter. 
 
3. Declarations of Interest 
 
There were no declarations of interest to note 
 
4. Minute of Meetings 
 
4.1 Draft Minute of Staff Governance Committee meeting held on 20 March 2018 
 
The minute of the Staff Governance Committee meeting held on 20 March 2018 was approved 
as a correct record. 
 
4.2 Draft Minute of Staff Governance Remuneration Sub Committee meeting held on 
 20 March 2018 
 
The Staff Governance Committee noted the minute of the Remuneration Sub Committee 
meeting held on 20 March 2018. 
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5. Matters Arising 
 
5.1 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. 
 
Item 1 – Workforce Planning – to be removed from the rolling action log and Mr Murray will be 
invited to attend when there is a relevant agenda item. 
 
Item 4 – AOCB – An initial discussion has been held with the Director of Public Health who will 
now take this forward. 
 
6. Health and Safety Quarterly Report 
 
The Staff Governance Committee considered a paper ‘Health and Safety Quarterly Report – 
quarter ended 31 March 2018, presented by Mr James O’Kane, Health and Safety Adviser. 
 
Mr O’Kane provided an update on the following areas as detailed in the paper:- 
 
The overall number of adverse events decreased from the previous quarter by 30 and an 
increase of 197 from the same period last year. The average number reported for each quarter 
within the last 12 months is 2510.  There have been increases in adverse event reporting within 
Community Services Directorate, Corporate Services and Women & Children.  Adverse event 
reporting within Surgical and Medical Directorate have reduced. 
 
In respect of Slips, Trips and Falls, 879 events were reported, this is a decrease of 49 events on 
the last quarter.  The recently appointed Falls Nurse will work alongside staff and the wider 
Health and Safety Team to identify what is required to be carried out to show an improved 
position. 
 
There were 537 Management of Aggression events reported during the quarter to end March 
2018, an increase of 20 from the last quarter.  These events involved staff, patients and visitors.  
This was a significant increase from the same period last year.  The number of events reported 
depends on the patient’s presentation on admission and can be down to a small number of 
individuals  
 
Work continues to try and understand why events are occurring and to reduce the number of 
aggression related events being reported.  The Violence and Aggression training room at Stirling 
Community Hospital has recently been completed, this will assist with improving the quality of 
the training sessions being delivered. 
 
41 fire alerts were recorded, a reduction of 57 Unwanted Fire Alarm Signals from last quarter.  
This was confirmed by the regular reports received detailing the total number of callouts.  
 
A total of 11 manual handling events had been reported during this quarter.  Of these events six 
caused staff to sustain injuries and one patient sustained a musculoskeletal injury. 
 
Mr O’Kane advised NHS Forth Valley were in the process of developing a Service Level 
Agreement to deliver manual handling training to Student Nurses from Stirling University.  This 
would benefit all parties.  There was a need to ensure that this training did not impact on the well 
being of NHS Forth Valley trainers or our ability to train NHS Forth Valley Staff. 
 
There were 33 CoSHH events reported this quarter, a decrease of 13 events from the previous 
quarter and an increase of one compared to the same period last year.  The other 25 were 
reported as contact with needle/sharp. 



3 
 

It was noted there were 9 staff, 3 patient RIDDOR events reported during the quarter. Mr 
O’Kane provided a breakdown of causes for the Committee and added that all potential 
RIDDOR events are followed up by the health and safety team. 
 
Adverse events in the holding bay continued to have positive figures for reporting with 89% 
within 3 days of event, 1% higher than the previous quarter, and 62% compliance within 9 days, 
down 1% on the last quarter. 
 
Work was continuing to achieve the 80% compliance for Control books.  Compliance is currently 
52%.  Work was also continuing on the quality of information recorded within the control books.  
Mrs Cowan requested a breakdown of those areas which showed non compliance.  

Action JOK 
 
The Health and Safety Executive (HSE) requested information from NHS Forth Valley on a 
significant adverse event.  All relevant information was provided to the inspector who visited 
Forth Valley Royal and met with staff involved.  The inspector was satisfied with the information 
provided and there was no further action required.  In addition the inspector reviewed Serco’s 
health and safety management system, as part of a general inspection, and was content with his 
findings and praised Serco for their approach to health and safety. 

Central Scotland Police had made a formal request for images following a theft from Orchard 
House Health Centre and several requests from staff regarding events that have occurred within 
our own premises.  The current CCTV system is limited and ageing and NHS Forth Valley’s 
ability to provided images are limited.    

The Committee discussed the reasons for the increase in violence and aggression reporting and 
requested a breakdown of figures across patient groups, the review of procedures for staff within 
Prisons in relation to an issue with psychoactive substances, health surveillance in relation to 
skin health, the need to encourage staff to undertake the violence and aggression module as 
part of their mandatory training.        Action JOK 

Ms Donaldson highlighted the recent Annual FVRH Fire Safety Audit and the positive comments 
from the Enforcement Officer. 
 
It was noted that the Health and Safety Training for Managers had been delayed however it was 
anticipated that this should be available by September 2018. 
 
Following discussion the Staff Governance Committee noted the paper. 
 
Mr James O’Kane left the meeting at this point. 
 
7. Workforce Planning, Review of Medical Workforce 
 
The Staff Governance Committee received a presentation ‘Reshaping the Workforce,’ Valley, 
Consultants’ presented by Ms Linda Donaldson, Acting Director of Human Resources 
 
Ms Donaldson reported that the key to successful workforce planning is having robust 
quantitative and qualitative workforce information and intelligence on which to base decision. 
 
Ms Donaldson highlighted the following as detailed in the presentation:- 
 
• West of Scotland (WoS) Regional Workforce Planning 
• Workforce Planning: Setting the Scene 
• WoS Regional Workforce Profile Assessment 
• WoS Workforce Planning 
• Labour Market Intelligence: Medical Workforce 
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• Labour Market Intelligence: Other Workforce 
• Next Steps 
• Doctors In Training (DDiT)  (Junior Doctors) 
• Mandate from NHSS Chief Executives 
• Main Aims of Lead Employer Model 
• Trainee Employer Changes 

o Lead Employment Model: NHS Scotland 
o Delivering the Model: Employing Boards 
o Placement Board 
o Impact on DDiTS 
o Benefits and how we can measure them 
o Turas People 
o Timeline 

 Doctors – implemented August 2018 
 Dentists – Implemented August 2019 

 
Mrs Cowan, on behalf of the WoS Chief Executives acknowledged the work on that Ms 
Donaldson is leading on at both a national and regional level in relation to workforce planning.  
The amount of information on workforce that is readily available was also highlighted. 
 
Ms Donaldson advised that work was ongoing to plan services with the appropriate workforce to 
deliver services in a different, but sustainable way. 
 
There was a discussion on the information available through eESS and noted that NHS Forth 
Valley was fully live with all eESS modules and was an exemplar Board.  Work was continuing 
with the recruitment module and NHS Forth Valley would support another Board to be the pilot. 
 
The Staff Governance Committee noted the presentation.  
 
8.  Staff Governance 
 
8.1 Attendance Management   
 
The Staff Governance Committee considered a paper ‘Attendance Management’, presented by 
Mrs Alison Richmond-Ferns, Acting Director of Human Resources. 
 
Mrs Richmond-Ferns reported the March 2018 figures.  The report showed an absence rate of 
5.53 %, The Scottish average for March was noted as 5.11%.   
 
Mrs Richmond-Ferns highlighted the absence figures by Directorate noting that the Medical 
Directorate had decreased to 5.54% in March from 5.93% in February and that Community 
Services Directorate (CSD) showed an increase to 6.61% in March from 5.72% in February. A 
focussed look to assess the reasons for absence within CSD and to enable additional support of 
the attendance agenda in this area is being progressed.   
 
HR and Occupational Health continue to work with managers and staff side on areas of 
challenge and best practice from those areas where absence is lower. 
 
Mrs Richmond-Ferns reported that of the 52 long term cases currently being seen by 
Occupational Health 30% were due to orthopaedic problems, 23 % due to ongoing mental 
health problems and 17% was due to cancer diagnoses and treatment. 
 
The work of the Health Working Lives Awards Group, the areas achieving 4% or under in March 
2018, the new National Absence Management Policy, bespoke piece of work to look at nursing 
absence across all Directorates and the monthly comparisons from 2011/12 to date were 
highlighted noting that March 2018 was the highest absence rate recorded since 2011/12. 
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Mr Linkston expressed concern that the absence figure continued to increase.  A lot of work had 
been carried out a few years ago to improve the NHS Forth Valley position and he would like to 
see a concerted effort going forward to improve the absence rate.  Absence carries a financial 
risk to the organisation, it increase staff stress levels and demotivated staff who are present at 
work. 
 
Mrs Cowan requested detail of staff absence by staffing groups, wards/departments and teams 
to assist with targeting support to improve absence rates. 
 
Ms Jo Chisholm asked that data be gathered in support of the discussion and presented at a 
future Staff Governance Meeting.  
 
The Staff Governance Committee noted the paper 
 
8.2 Staff Governance Update 
 
The Staff Governance Committee considered a paper ‘Staff Governance Update’, presented by 
Mrs Alison Richmond-Ferns, Acting Director of Human Resources. 
 
Mrs Richmond-Ferns advised that the following policies were currently under review and were 
nearing completion:- 
 
• Uniform Policy 
• Alcohol Policy 
 
NHS Forth Valley had recruited 33 Modern Apprentice’s.  The third cohort of Modern 
Apprentice’s was underway with three in Business and Administration recently recruited and a 
further four posts being advertised  
 
Mrs Richmond-Ferns highlighted the launch of the national approach to working with the 
Prince’s Trust across NHS Scotland.  The Prince’s Trust would collate the feedback from the 
event, held on 21 March 2018, and issue this to NHS Boards. NHS Forth Valley would align 
future work on the agenda to the findings of the national report, it is anticipated that future focus 
would be on a regional basis where a number of Boards work together to provided placements. 
 
She further highlighted ‘Project Search’; this is a one year transition programme for 18 – 24 year 
olds and provided employability, training and education for young people with learning 
disabilities.  This programme will commence in August 2018 and will be delivered in partnership 
with Serco, Falkirk Council and Forth Valley College.  Assessments were held on 1 May 2018, 
with interviews scheduled for 21 May 2018. 
 
Mrs Richmond-Ferns advised that NHS Forth Valley had submitted information to the Stonewall 
Workplace Equality Index during 2017.  This is a benchmarking tool for employers to measure 
their progress on LGBT inclusion in the workplace.  Mrs Richmond-Ferns asked the Committee 
to note the Employee Duties section which was attached at Appendix 1 of the paper. 
 
The Staff Governance Committee noted the proposed legislation that the Scottish Public 
Services Ombudsman could take on the new role of Independent National Whistleblowing Office 
for NHS in Scotland.  This will introduce an external review function for staff members who 
whistleblow.  Further information on this new role is awaited. 
 
It was further noted that NHS Forth Valley had one current whistleblowing case. 
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Mrs Richmond-Ferns advised that a further year of interim monitoring arrangements had been 
agreed to focus on Staff Governance Monitoring outcomes and quality assurance which will 
inform the annual review of NHS Forth Valley. 
 
Work was continuing across the Health and Social Care Integration agenda working with the 
Chief Officers, Staff Side Representatives and Local Authority HR Colleagues to ensure 
engagement with those staff whose posts were in scope. 
 
Ms Chisholm highlighted the CREATE Equality and Diversity Training sessions with GP 
Reception Staff and the NHS Forth Valley Protocol Supporting Transitioning Staff in the 
Workplace which had been identified as a example of good practice by Stonewall. 
 
The Staff Governance Committee noted the update. 
 
The following item was brought forward on the agenda. 
 
10.  Investors in People and Investors in Young People – Update 
 
The Staff Governance Committee considered a paper ‘Investors in People/Investors in Young People 
– Update,’ presented by Mrs Morag McLaren, Associate Director of Human Resources. 
 
Mrs McLaren advised that following the third year of reassessment for the Investors in People NHS 
Forth Valley had fully met the requirements of the Investors in People Standard and had achieved 
the higher level of Gold. 
 
The Investors in Young People assessment had also been carried out and again NHS Forth Valley 
had fully met the requirements and had achieved the higher level of Gold. 
 
Mrs McLaren asked the Committee to note the summary of the assessments which were 
attached at Appendix 1 and 2. 
  
NHS Forth Valley is only one of two NHS Organisations in the United Kingdom to have achieved 
Gold Status. 
 
A review of the detailed Investors in People and Investors in Young People reports will be carried out 
and added to the Everyone Matters Action Plan. 
 
A staff brief will be issued in due course and NHS Forth Valley will be presented with these Awards 
at a time and venue to be confirmed. 
 
Mr Linkston and Mrs Cowan congratulated everyone involved in the assessment process for 
achieving this award. 
 
The work of Mrs Linda Robertson on the young people’s agenda was also acknowledged. 
 
Ms Chisholm, on behalf of the Staff Governance Committee congratulated Mrs McLaren and her 
team and asked for the cumulative reports for both awards are circulated to the Committee. 
           Action MMcL 
 
The Staff Governance Committee noted the paper. 
 
9.  Update on Organisational Development Priorities including Learning, Education and 

Training 
 
The Staff Governance Committee considered a paper ‘Update on Organisational Development 
Priorities including Learning, Education and Training’, presented by Mrs Morag McLaren, 
Associate Director of Human Resources. 
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Mrs McLaren advised that work had commenced at a national level to begin a consultation on 
what a Health and Social Care Workforce vision would look like, reflecting national policy, the 
local partnership and integrated services landscape.  This will outline how NHS Forth Valley 
intended to support the integrated workforce beyond 2020. 
 
It was noted that NHS Forth Valley iMatter Team were currently supporting the first full 
organisational roll-out in NHS Forth Valley.  Questionnaires were due to be completed by 30 
April 2018 and reports would then be issued to teams. 
 
It was further noted that due to data collation issued relating to the new regulations on GDPR, 
both health and care partnerships had delayed the roll out of iMatter until April 2019.  Healthcare 
staff from both partnerships were included in this year’s survey. 
 
A review of the Awards process and criteria had been carried out with input from a range of 
departments to ensure the continued success of the staff recognition scheme.  The nomination 
process will launch at the end of May 2018. 
 
The Turas appraisal system was launched on 1 April 2018 and by 23 April 2018 1,346 NHS 
Forth Valley staff had logged onto the system, the overall number of employees, across NHS 
Scotland, who had logged on was 29,733.  The system continues to be developed with new 
functionality being added on a weekly basis. 
 
Mrs McLaren further highlighted Medical Appraisal and Revalidation, the review of Mandatory 
training, NHS Forth Valley Bursary Scheme, local work on health and social care integration, 
Leadership and Management Development programme and a new, bespoke, leadership 
development programme for Clinical Directors and Clinical Speciality Leads. 
 
The Staff Governance Committee noted the update.  
 
11 Risk Management 
 
11.1 Corporate Risk Register – Staffing Risks 
 
Consideration was given to a paper ’Corporate Risk Register – Staffing Risks,’ presented by Mrs 
Alison Richmond-Ferns, Associate Director of Human Resources.  
  
Mrs Richmond-Ferns advised that following the review of the Corporate Risk Register all staffing 
risks had remained on the Corporate Register. 

 
She highlighted the key staffing risks as:- 

 
• Achieving affordable whole system and integrated workforce plans 
• Staff ability to complete essential training and development plans 
 
Ms Chisholm requested the review date on these Risks be checked. 
 
Mrs Cowan advised that the Risk Management Strategy and the Corporate Risks were currently 
under review and would be presented to the Forth Valley NHS Board at a future meeting. 
 
The Staff Governance Committee noted the paper. 
 
12 Reports from Committees 
 
12.1 Area Partnership Forum – 28/04/17, 25/08/17, 24/11/17 & 21/02/18 
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The Staff Governance Committee noted the minutes of the Area Partnership Forum held on 
28/04/17, 25/08/17, 24/11/17 & 21/02/18. 
 
12.2 Health and Safety Committee – 22/8/17, 21/11/17 and 14/2/18 
 
The Staff Governance Committee noted the minutes of the Health and Safety Committee held 
on 22/8/17, 21/11/17 and 14/2/18. 
 
12.3 Estates and Facilities Partnership Forum – 17/8/17 & 16/11/17 
 
The Staff Governance Committee noted the minutes of the Estates and Facilities Partnership 
Forum held on 17/8/17 & 16/11/17 
 
13  Items for Noting 
 
The Staff Governance Committee noted the letter from Shirley Rogers, Director of Health Workforce 
and Strategic Change regarding EU Citizens working in NHS Scotland. 
  

14 Any Other Competent Business 

There being no other competent business, the Chair closed the meeting at 11.40am. 
 
15/  Date of Next Meeting  

The Staff Governance Committee will meet again as scheduled on Friday 14 September 2018 at 
9.00am in the Board Room, Carseview House, Castle Business Park, Stirling. 

 



Falkirk  
Health and Social Care 
Partnership 

 
 

FORTH VALLEY NHS BOARD  
TUESDAY 25 SEPTEMBER 2018  
 
10.2.1   Falkirk IJB minute: 6 April 2018  
Seek Assurance 
 

 
 
 

FALKIRK INTEGRATION JOINT BOARD 
 
Minute of Meeting of the Falkirk Integration Joint Board held in the Municipal 
Buildings, Falkirk on Friday 6 April 2018 at 9.30am. 
 
Voting Members: Julia Swan (Chairperson) 

Councillor Allyson Black (Vice Chair) 
Councillor Fiona Collie 
Cathie Cowan (substitute) 
Michelle McClung 
Councillor Cecil Meiklejohn 
 

  
Non-voting Members: Patricia Cassidy, Chief Officer 

Claire Crossan, Carers Representative (substitute) 
Karen Herbert, Falkirk Third Sector Representative 
Sara Lacey, Chief Social Work Officer 
Matt McGregor, Council Staff Representative 
Mary Pitcaithly, Chief Executive, Falkirk Council 
Amanda Templeman, Chief Finance Officer 
Angela Wallace NHS Nurse Director (Nursing Rep) 

 
Officers: Joe McElholm, Head of Social Work Adult Services 

Colin Moodie, Chief Governance Officer 
Kathy O’Neill, General Manager 
Brian Pirie, Democratic Services Manager 
Antonia Sobieraj, Committee Services Officer 
Suzanne Thomson, Programme Manager 
Scott Urquhart, Assistant Director of Finance 

  
In Attendance 
 

Lynette Denovan, Team Manager IJB Item 189 
Janette Fraser, Head of Planning IJB Item 200 
Margaret Petherbridge, Project Development Manager IJB 
Item 204 
William McQuillian, Procurement and Commissioning 
Manager IJB Item 207 
 

 
IJB187 Apologies 

 
Apologies were received on behalf of Alex Linkston, Morven Mack, Andrew 
Murray, Margo Biggs, David Herron and Robert Clark 

 
IJB188 Declarations of Interest 

 
Councillor Black declared an interest in item IJB207 and took no part in the 
discussion or decision making on this item. 
 
Councillor Meiklejohn declared an interest as an executive member of the 
Scottish Ambulance Service but considered that this would not prevent her from 
taking part in the discussion and decision making having had regard to the 
objective test in the Code of Conduct.    



IJB189 Presentation – ADL Smartcare 
 
 Joe McElholm, Head of Social Work Adult Services gave a presentation on ADL 

Smartcare, which has been branded as Living Well Falkirk. 
 
 Lynette Denovan gave an overview of the website and answered questions on 

personal information security and ease of access to use the site, and publicity 
arrangements. 

 
 It was agreed that Board members would receive a briefing note on the data 

protections and consent issues. 
 
 It was agreed that a briefing for Council Elected Members would be helpful and 

this will be arranged. 
 
 An evaluation of Living Well Falkirk would be provided to a future Board meeting. 
 
 
IJB190 Minutes of the Integration Joint Board Meetings 
 
 Decision 
 

(1) The minute of meeting of the Integration Joint Board held on 2 
February 2018 was approved, and 

 
(2) The minute of the special meeting of the Integration Joint Board held 

on 16 March 2018 was approved. 
 
 
IJB191 Draft Minute of the Audit Committee meeting held on 16 March 2018 
 

Decision 
 

The draft minute of meeting of the Audit Committee held on 16 March 2018 
was noted. 

   
 
IJB192 Minutes of Joint Staff Forum Meetings 
 
 Decision 
 

(1) The minute of meeting of the Joint Staff Forum held on 3 August 217 
was noted; 
 

(2) The minute of meeting of the Joint Staff Forum held on 5 October 
2017 was noted, and 

 
(3) The minute of meeting of the Joint Staff Forum held on 7 December 

2017 was noted. 
 
 
  



IJB194 Action Log 
 

The Integration Joint Board considered the Action Log presented by the Chair 
and noted the updates provided. 
 
The Chief Executive, NHS Forth Valley provided an update on the Falkirk 
Community Hospital site.  She advised that there was some further feasibility 
work underway.   Members of the Board expressed concern that there was now 
some doubt about the feasibility of the Community Hospital site and the impact 
this would have of the plans for an intermediate care facility.  This has been a 
long standing project with earmarked funding in the Council’s capital programme 
for some time and that programme was under significant pressure.  The Chief 
Officer reminded the Board of the position with the Summerford care facility and 
the risk arising from delaying the construction of the intermediate care facility.  It 
was agreed that the Chief Executive of NHS Forth Valley would send a briefing 
note to Board members in advance of the next meeting. 

 
 
IJB195 Chief Officer Report 
 
 The Integration Joint Board considered a report by the Chief Officer which 

provided an update on developments within the Falkirk Health and Social Care 
Partnership.  

 
 The Chief Executives had developed an initial outline for the transfer of 

operational management of some in-scope community based health services. A 
shared strategic vision required to be developed and would need to align with the 
Strategic Plan. Integrated services would be delivered through locality multi-
disciplinary teams with the capacity to innovate and develop responsive joined 
up models of care and support. 

 
 Support services in place as a permanent resource that the IJB funded consisted 

of the Chief Officer, Chief Finance Officer and Programme Manager. There was 
no dedicated staff resource for areas including planning, performance and risk 
management. These areas were provided by partners, in addition to their 
substantive roles. The report advised that there was evidence that these 
resources were under sustained pressure which had a detrimental impact on 
work being taken forward. This had been highlighted to the Audit Committee in 
terms of risk management. Further work would be undertaken to identify what 
management capacity, professional, clinical and business support incorporating 
requests for new posts is required. 

 
 Following the decision of Bield Housing to close two local care homes all 

residents had been moved to new placements. Social work services would 
undertake further reviews with the service users after six weeks in the new 
placement to ensure the resident was settled and that their needs were being 
met. 

 
 Decision 
 
 The Integration Joint Board:- 
 

(1) noted the report; 
 



(2) agreed to establish a project team, led by the Chief Officer, to develop 
and implement the integrated team structures; 

 
(3) noted that a full report would be presented at the next meeting 

outlining the programme for integrated structures; 
 

(4) requested that a corporate support agreement be developed by the 
Chief Executives and Chief Officer for consideration at the next 
meeting; 

 
(5) noted that a progress report would be presented to Falkirk Council’s 

Scrutiny Committee (External) on 17 May 2018 as part of the ongoing 
governance arrangements, and 

 
(6) noted that all former Bield residents had been successfully placed in 

new care homes of their choice and that a report on the impact would 
be presented after 6 months. 

 
 
IJB196 Financial Report 
 
 The Integration Joint Board considered a paper by the Chief Finance Officer 

which provided a provisional financial position for 2017/18, subject to year end 
processes. A revised reserves policy and strategy document was appended to 
the report for approval. An overspend of £1.605m was projected, which was an 
improvement on the position reported to the Board in December 2017. 

 
 The position on the NHS arm of the budget had improved, with a forecast 

overspend of £1.690m. This was mainly due to improved forecasts for complex 
care and learning disability package costs as well as the impact of the savings 
identified through the recovery plan. The remaining areas of overspend were due 
to prescribing and community hospitals. Budgets delegated to Falkirk Council on 
the general fund side were expected to underspend by £0.273m. £0.088m of this 
underspend was due to the transfer to reserves for Services for Survivors. In 
addition the funds set aside for the Dementia Innovation Fund of £0.100m had 
not been spent in year and it was proposed to transfer this into an earmarked 
reserve. It was proposed that the remaining underspend of £0.085m was 
transferred into General Reserves. The Reserves Strategy, set out at appendix 3 
to the report, set out options for reserves on a percentage of budget basis. Given 
affordability issues, it was recommended that the target level for general 
reserves be set at c£0.250m (0.125% of the 2017/18 budget). 

 
 Decision 
 
 The Integration Joint Board:- 
 

(1) noted the projected outturn for 2017/18 for the Partnership; 
 

(2) approved the transfer of £0.100m to earmarked reserves for the 
Dementia Innovation Fund; 

 
(3) noted the risk sharing agreement agreed by both Partners; 

 
(4) approved the revised reserves strategy as set out in appendix 3, and  

 



(5) agreed the transfer of the adult social care general fund underspend, 
estimated to be £0.085m, into general reserves in line with the 
reserves strategy. 

 
 
IJB197 2018/19 Budget Report 
 
 The Integration Joint Board considered a paper by the Chief Finance Officer 

which provided an update on the following areas:- 
 

• NHS elements of the 2018/19 budget 
• savings options for the NHS arm of the budget 
• mental health services investment 
• proposals for the investment of the additional £0.050m for Younger Adult 

Day Services 
• Support at Home contract 
• Externally funded organisations 

 
 The report also set out Directions to both constituent partners for financial year 

2018/19. 
 
 The Board discussed savings options for 2018/19 and in particular savings which 

could be achieved by reviewing over-ordering and waste in Primary Care 
prescribing and options for service redesign. The Chief Finance Officer 
confirmed that a tracker would be developed to better manage budget savings. 
This would be submitted at the next meeting in June 2018. 

 
 Decision 
 
 The Integration Joint Board:- 
 

(1) noted the savings requirements for 2018/19 for the NHS Board and for 
the NHS arm of the Partnership budget; 
 

(2) noted that the NHS Board approved a funding settlement of 
£149.793m to the Falkirk Partnership; 

 
(3) noted that the financial risk for the Set Aside budget remains with the 

NHS Board; 
 

(4) noted that savings of £1.436m have been identified for Operational 
and Universal services and that a further £0.238m is required; 

 
(5) noted the risk profile of the savings identified to date and that this 

combined with the savings still to be identified represents a 
significant financial risk to the Partnership; 

 
(6) noted the savings in appendix 1; 

 
(7) requested that the budget holders work with the Leadership Group to 

develop a plan to mitigate the current short fall; 
 



(8) noted that work is required to understand the impact of potential 
savings on the Scottish Government conditions in respect of Mental 
Health Services and this will be reported back to the IJB; 

 
(9) noted the proposals for the additional investment in day services for 

younger adults and the additional funding requirement; 
 

(10) noted the financial risk associated with the Support at Home contract 
and that updates will be brought to future meetings of the IJB; 

 
(11) noted the further work required to ensure all externally funded 

organisations are subject to a consistent commissioning, governance 
and monitoring regime; 

 
(12) approved the Directions for 2018/19 to constituent partners as set out 

in appendix 3 of the report, and  
 

(13) noted that the Directions may be amended following further guidance 
from the Scottish Government. 

 
 

IJB198 Performance Report 
 
 The Integration Joint Board considered a report by the Head of Performance & 

Governance, NHS Forth Valley which presented performance information for the 
period April 2017 to January 2018. 

 
 The Board received information on the performance for Adult Service against the 

local government benchmarking governance. 
 
 A summary of performance in key areas was provided.  This included: 
 

• emergency department performance against the 4 hour standard 
• rate of emergency department attendance 
• delayed discharges. 
 
The Board received information on the MSG integration indicators for 
unscheduled care, which had been submitted following approval by the 
Unscheduled Care Programme Board. 
 
The Board requested an update from the Chief Executive NHS Forth Valley on 
readmission rates. 
 

 
 Decision 
 
 The Integration Joint Board noted:- 
 

(1) the content of the performance report; 
 

(2) the Performance and Measurement Group would bring forward a 
themed timetable of reporting to the IJB at its June meeting; 

 
 



 
(3) the submission to the MSG with agreed trajectories against the 

integration indicators for unscheduled care as laid out in appendix 3 
to the report, and  

 
(4) that appropriate management actions continued to be taken to assess 

the issues identified through these performance reports. 
 
 
IJB199 Strategic Plan and Strategic Planning Group 

 
The Integration Joint Board considered a report by the Programme Manager 
which provided information on the requirement to review the Strategic Plan 2016-
19, the role of the Strategic Planning Group, an overview of the activities 
required to review the plan, and an indication of the resource requirement. The 
Board had approved its first Strategic Plan in March 2016. 
 
The Public Bodies (Joint Working) (Scotland) Act 2014 required the IJB to review 
its Strategic Plan prior to expiry. In completing the review the authority must: 
 
• have regard to the integration principles and national health and well-being 

outcomes 
• seek and have regard to the views of the Strategic Planning Group on both 

the effectiveness of the arrangements for carrying out integration and 
whether a replacement Strategic Plan should be prepared. 

 
It was proposed that a joint workshop was held with the IJB and Strategic 
Planning Group as part of the Board development session on 4 May 2018. 

 
 Decision 
 
 The Integration Joint Board:- 
 

(1)  noted the requirement to the Public Bodies (Joint Working) 
(Scotland) Act 2014 to review the Strategic Plan, a minimum of once 
every 3 years; 
 

(2) agreed to hold a workshop with the Strategic Planning Group to 
consider the review of the Strategic Plan; 

 
(3) noted the role of the Strategic Planning Group in the review of the 

Strategic Plan; 
 

(4) agreed the Strategic Planning Group would consider their terms of 
reference and membership, and provide an update to the next Board 
meeting, and  

 
(5) agreed that the partners would identify and make available the 

resources required to complete the work, including the production of 
the Annual Performance Report 2017-18. 

 
 
  



IJB200 Regional Planning 
   

The Integration Joint Board considered a paper by the Head of Planning, NHS 
Forth Valley which provided an update on progress with regional planning for the 
West of Scotland Region. The report outlined the background and context to 
regional planning in the Forth Valley area, the Scottish Government’s 
expectations as set out in the Health and Social Care Delivery Plan and progress 
made to date in the West of Scotland Region with developing a Regional Plan. 

 
 Decision 
 
 The Integration Joint Board noted:- 
 

(1)  the progress with regional planning for the West of Scotland Region, 
and  
 

(2) that the draft Regional Delivery Plan would be prepared by the West 
of Scotland Regional Planning Team and submitted to the Scottish 
Government on 31 March 2018. 

 
 
IJB201 Integration Arrangements 
 
 The Chief Executive, NHS Forth Valley gave a verbal update on progress 

towards integration. Mrs Cowan had reported in March 2018 to the NHS Forth 
Valley Board in which she re-affirmed her commitment to integration. 

 
  Mrs Cowan stated that work was progressing well towards the deadline of 

September 2018.  She noted however, there may need to be some flexibility with 
the timescales to ensure adequate staff consultation took place.   

 
 This would involve discussion and agreement with Clackmannanshire and 

Stirling IJB. 
 
 The Chief Executive, Falkirk Council, confirmed that work was progressing, 

however further work was required in particular on hosting, management 
structure and costs. 

 
 Decision 
 

The Integration Joint Board requested that a report was submitted to the 
next meeting. 

 
 

IJB202 Clinical and Care Governance 
 
 The Integration Joint Board considered a paper by the Chief Social Work Officer, 

Falkirk Council and Medical Director, NHS Forth Valley. This provided an update 
on the arrangements for Clinical and Care Governance as previously requested 
by the Board. Draft terms of reference and proposed membership for the Clinical 
Care and Governance Committee were included. 

 
 Decision 
 
 



 The Integration Joint Board:- 
 

(1) agreed the draft terms of reference and membership of the Clinical 
and Care Governance Committee as set out in appendix 1 to the 
report; 
 

(2) agreed that Mrs Julia Swan would serve as Chair and Councillor 
Fiona Collie would serve as Vice Chair of the Clinical and Care 
Governance Committee; 

 
(3) agreed nominations for the proposed membership as set out in 

section 4.3 of the report; 
 

(4) noted the Internal Audit Action Plan attached at appendix 2 to the 
report, and  

 
(5) agreed the revised draft Clinical and Governance Committee (CGC) 

framework at appendix 3 to the report and noted that this may be 
revised as the integrated operational management and locality teams 
develop. 

 
 
IJB203 National Health and Social Care Standards 
 
 The Integration Joint Board considered a paper by the Head of Social Work Adult 

Services which advised the Board of the adoption of new national standards for 
inspection, registration and quality assurance of health and social care services. 
It was expected that all care providers, Integration Joint Boards, Local 
Authorities, Community Planning Partnerships and Community Justice partners 
would use the new standards from April 2018. 

 
 The report set out the local arrangements to implement these standards. 
 
 Decision 
 
 The Integration Joint Board noted:- 
 

(1) development and the adoption of the new Standards from April 2018; 
 

(2) actions being taken as set out in paragraphs 4.10 to 4.17, in 
preparation for the introduction of the new Standards, and  

 
(3) the intention to provide further reports to the IJB following receipt of 

further guidance from the Care Inspectorate and Healthcare 
Improvement Scotland and the local experience of the 
implementation of the new Standards. 

 
 
IJB204 Carers Act: Implementation Report 
 
 The Integration Joint Board considered a paper by the Head of Social Work Adult 

Services which provided an update on progress regarding the implementation of 
the Carers Act. A multiagency Falkirk Carers Act Implementation Group was 
established to oversee the preparation required for the commencement of the 
Act by 1 April 2018. 



 Key elements of local implementation which had been completed were:- 
 

• production of a Carers Strategic Needs Assessment 
• development of a Falkirk HSCP Framework for Local Eligibility Criteria for 

Unpaid Carers. This included the Adult Carers Support Plan and Review 
documents and the Adult Carers Pathway 

• Young Carers Statement 
• Identification of priorities for implementation during 2018/19 and inclusion 

in the Carers Strategy development process. 
 
 Decision 
 
 The Integration Joint Board:- 
 

(1) noted the statutory guidance and regulations issued in relation to the 
Carers Act; 

 
(2) noted the production of the Carers Strategic Needs Assessment; 

 
(3) approved the Falkirk Health and Social Care Partnership (HSCP) 

Framework for Local Eligibility Criteria for Unpaid Carers for 
implementation from 1 April 2018; 

 
(4) noted the priorities identified from the national programme and 

stakeholder engagement process for implementation during 2018/19 
and inclusion in the Falkirk Carers Strategy 2019/2023 development 
process. 

 
 
IJB205 Eligibility Criteria and Resource Allocation Framework  
 
 The Integration Joint Board considered a paper by the Head of Social Work Adult 

Services which provided an update on progress on the implementation of the 
revised Eligibility Criteria and Resource Allocation Framework which had been 
approved in June 2017. 

 
 Decision 
 
 The Integration Joint Board noted:- 
 

(1) the ongoing work to fully implement outcomes focussed assessment 
and eligibility criteria in line with the Framework launched on 30 
October 2017; 
 

(2) that the improvement of outcomes made possible by the review of 
eligibility criteria is illustrated in a number of case examples as 
detailed in appendix 1, and  

 
(3) that the testing of the Individual Budget Calculator (IBC) is ongoing 

and the results will be reported to a future Board meeting.  



IJB206 Good Transitions – Improving Transitions Planning 
 
 The Integration Joint Board considered a paper by the Head of Social Work Adult 

Services and the Chief Social Work Officer.  This report provided an update on 
the findings of the consultation with young people and their families. This 
focussed on how improvements could be made to the way young people with 
additional support needs were supported as they moved from children’s to adult 
services. 

 
 The Closer to Home Strategy being developed by Children & Families Social 

Work would provide communities with the opportunity to participate in the 
delivery and design of services. Transition planning involved coordination within 
and across large services including education; children’s social work; adult social 
work; health; housing; employment services, and the third sector. The 2016 Joint 
Inspection of Services for Children reinforced the need for improved transitions 
between Children’s and Adult Social Work Services. 

 
 Those responsible for planning and delivering support for children and young 

people with additional support needs included:- 
 

• Women and Children’s Directorate and adult health 
• Children and families, justice and adult social work services 
• Education – secondary, further and higher 
• Housing Services 
• Employment and Training services 
• Third Sector organisations 
• Public sector services 
• Scottish Government 

 
 Decision 
 
 The Integration Joint Board:- 
 

(1) noted that a range of consultation  events have been held with young 
people who have additional support needs and their family carers; 
 

(2) adopted the framework of Principles of Good Transitions, and  
 

(3) remitted the Chief Officer and officers to identify resources to create 
a strategic role to co-ordinate transition planning, implement the 
improvement actions and to create a Transitions Steering Group. 

 
 
IJB207 Support at Home (Home Support and Supported Living) Contract   
 
 In accordance with her declaration of interest, Councillor Black left the meeting at 

this point.  
 

The Integration Joint Board considered a paper by the Head of Procurement and 
Housing Property which provided an update on the outcome of the Support at 
Home contract. 

 
 A tender was advertised via the Public Contracts Scotland Portal on 31 October 

2017. The weighting of the tender evaluation was 60% for quality and 40% for 



price. All bidders confirmed that they would pay care staff the Scottish Living 
Wage.  

 
The tenders were accepted in accordance with Falkirk Council’s Contract 
Standing Orders.   
 
The contract commenced on 1 April 2018 for two years to 31 March 2020, with 
an option to extend for up to a further 24 months. The framework would provide 
all new support at home and supported living services commissioned by 
homecare and community care teams. It was intended that all existing support 
arrangements would remain in place and would not be affected by the 
framework.  This would ensure continuity of care for service users. 

 
 Decision 
 
 The Integration Joint Board noted the outcome of the tendering process for 

the Support at Home (Home Support and Supported Living) contract and 
contract operating principles. 

 
 
IJB208 Amendment to Integration Scheme 
 
 The Integration Joint Board considered a paper by the Chief Governance Officer, 

Falkirk Council which advised the Board of amendments proposed to the 
Integration Scheme. 

 
 The Integration Scheme, which was agreed between the Council and the Health 

Board and subsequently approved by the Scottish Ministers, was the core 
document that established the IJB. It governed the range of functions that were 
delegated to the IJB by the Council and the Health Board. 

 
 The group of functions that required to be delegated to an IJB was set out in the 

Public Bodies (Joint Working) (Prescribed Local Authority Functions) (Scotland) 
Regulations 2014. The expansion of the mandatory lists to include functions 
under the Carers’ Act left only one function in relation to the Act where there was 
a decision to be made in relation to delegation. 

 
 At its December meeting, Council agreed that it was not appropriate to delegate 

the function in relation to young carers’ statements as it would not be helpful to 
isolate one strand of provision within Children and Social Work Services and 
delegate it to the IJB. Following consultation, the Council maintained this position 
at its meeting on 7 March 2018. 

 
 At its meeting on 30 January, the Health Board took a similar view in relation to 

young carers’ statements. It decided, however, that it would be appropriate to 
delegate the function in relation to the preparation of the local carers’ strategy to 
the IJB in the same way as the Council had done. At its meeting on 27 March 
2018 it maintained that position. 

 
 Decision 
 
 The Integration Joint Board noted the proposed amendments to the 

scheme. 
 
 The revised scheme will be submitted to Scottish Government as required.  



IJB209 IJB Membership  
 
 The Integration Joint Board considered a report by the Programme Manager 

which sought approval of changes to the membership of the Board. 
 
 The Board had previously agreed the process to identify and recruit carer, 

service user, Third sector and staff representatives. The Board agreed the 
process would aim to recruit a substitute for the service users and carers 
representatives. In addition one representative would be recruited from a local 
Third Sector organisation that provided health and/or social care. CVS Falkirk 
would continue to represent the local Third Sector on the Board. The staff 
representatives would be agreed by the respective staff forums. 

 
 Decision 
 
 The Integration Joint Board agreed the appointments as set out in sections 

4.5 and 4.7 of the report. 
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Introduction 

Welcome from the Integration Joint Board (IJB) Chair 
 

Welcome to the second Annual Performance Report for the Falkirk 
Health and Social Care Partnership. Our report highlights some of the 
work of the Partnership over the reporting year – 1 April 2017 to 31 
March 2018. If you’d like to know more about our work, you can find 
information on our Board reports and webpages.  
 
This has been another busy year for the Board, and I would like to acknowledge the 
contribution of all Board members, those whose terms of office ended in the year, and to 
our new members joining us. We have taken the time to reflect as a Board on our 
responsibilities to increase the pace of change required to put integration into practice as we 
remain in a transitional phase.  We will continue to take important steps together, guided by 
a Board development plan.  
 
Collectively, and individually, we are committed to making a positive difference to people 
who need our services, their carers and our communities. We will continue to make sure 
our systems deliver high quality, safe, effective and person-centered care. The work ahead 
of us this coming year is challenging. However, we have significant changes planned that will 
allow us to put the benefits and opportunities that integrated services bring into practice. 
 
In the coming year we will be reviewing the Strategic Plan. This plan will set out how the IJB 
will plan and deliver services over 3 years from 2019 – 2022, using the integrated budgets 
under our control.   We are working with the Strategic Planning Group to prepare the new 
plan. This means that the plan will reflect the views of a wide range of service users, carers 
and partner organisations that work in the Falkirk area. Working in partnership with 
members of the Strategic Planning Group helps the Integration Joint Board to understand 
the needs of communities through locally based services. 
 
I hope you find this report interesting. 
 

 
 

 
 
 
 
Julia Swan 
Falkirk IJB Chair 
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Welcome from the IJB Chief Officer  
 
Throughout the year we have continued to develop our engagement 
with service users, partners and staff to explore how we can work 
together to shape our Health and Social Care Partnership (HSCP) and 
transform how we meet local need.  
 
During the extreme weather in March, we saw how committed and responsive our 
communities, partners and staff are to maintain essential services and support our 
vulnerable service users.  Individuals, communities and businesses made tremendous efforts 
including: the school dinner ladies stepping in to cook the meals in our residential homes;   
staff walking miles in the snow to provide care; neighbours clearing paths and roads to allow 
ambulance access and; numerous small acts of kindness within our communities. Our 
challenge is to harness this community spirit and collaboration to develop more community 
based supports “to enable people to live full and positive lives within supportive 
communities.”  
 
During the year we have embarked on an ambitious change programme to reshape the way 
we support adults in our communities and developing how our integrated health and social 
care services will be delivered on a locality basis. Work has progressed to support the 
delivery of our five priority outcomes. This ranges from the implementation of the new 
commissioning contract for care at home to the recent introduction of ‘Living Well Falkirk’ a 
web based tool to improve access to information, support and advice to support health and 
wellbeing. Our work to improve supported discharges from hospital and reablement is now 
embedded in our service. 
 
While we are still working with our NHS colleagues to develop integrated teams, we are 
learning from other HSCP’s who have been able to realise the benefits of collaboration. The 
Partnership is not unique in the challenges that we face. By building on our strong track 
record of partnership working, and sharing learning through our networks, we can deliver 
innovative services that will respond to people’s needs and expectations.  
 
The IJB recognises that the pace of change needs to improve and that integrated services 
must be operational to ensure delivery of the outcomes set out in the Strategic Plan. Plans 
are underway to transfer operational management of in-scope health services to the Chief 
Officer.  This will facilitate the delivery of locality planning structures as a priority. As the 
Partnership moves through this period of transition, we are committed to continuing to 
engage with our service users, carers, communities, workforce and partners. 
 
By working together we can improve the outcomes for our communities. 
 
 
 
Patricia Cassidy 
Chief Officer  
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Our Partnership 

Strategic Plan 
 

The Falkirk Integrated Strategic Plan 2016 – 2019 describes how the Falkirk Health and 
Social Care Partnership (HSCP) will continue to make changes and improvements to health 
and social care services for all adults. The plan details how the partnership will prioritise 
services in response to the key issues for the Falkirk area and is supported by a Joint 
Strategic Needs Assessment (JSNA). Integration will focus on health and social care services 
with third and independent sectors providing a valuable contribution.  
 
The IJB approved its Strategic Plan to deliver the vision for Falkirk:  
 

“to enable people to live full and positive lives within supportive communities” 
 
The Strategic Plan identifies five specific local outcomes which align with the Scottish 
Government’s national health and wellbeing outcomes, the National Health and Social Care 
Delivery Plan and the Falkirk Community Planning Partnership Strategic Outcomes and Local 
Delivery (SOLD) Plan. 
 
The Local Outcomes were created to address the key challenges highlighted in the Joint 
Strategic Needs Assessment with the outcomes consistent with the views of service users, 
carers and local communities.  

The Five Local Outcomes are: 
 

 

 

 

 

 

 

 

 

 

 

 

 
The following section of this Annual Report will explain in more detail what these local 
outcomes mean for people and communities and what we are doing to help achieve these 
outcomes. 
 

Figure 1: Five Local Outcomes 
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The Scottish Government has set out nine national health and wellbeing outcomes to 
improve the quality and consistency of services for individuals, carers and their families, and 
those who work within health and social care.  Figure 2 below highlights these national 
outcomes. 

 

 
 

 
 
 

 
 
 
 
 
 
 
 

Figure 2:  National health and wellbeing outcomes 

To complement these outcomes, under-pinning principles for the Falkirk Health and Social 
Care Partnership were also agreed: 
 putting individuals, their carers and families at the centre of their own care by 

prioritising the provision of support which meets the personal outcomes they have 
identified as most important to them 

 recognising the importance of encouraging independence by focusing on reablement, 
rehabilitation and recovery 

 providing timely access to services, based on assessed need and best use of available 
resources 

 providing joined up services to improve quality of lives 
 reducing avoidable admissions to hospital by ensuring that priority is given to 

strengthening community based supports 
 sharing information appropriately to ensure a safe transition between all services 
 encouraging continuous improvement by supporting and developing our workforce 
 identifying and addressing inequalities 
 building on the strengths of our communities 
 planning and delivering health and social care in partnership with community planning 

partners 
 working in partnership with organisations across all sectors e.g. Third sector and 

independent sector 
 communicating in a way which is clear, accessible and understandable and ensures a 

two way conversation. 
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People are able to look after 
and improve their own health 
and wellbeing and live in good 

health for longer. 

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

a homely setting in their 
community 

People who use health and 
social care services have 

positive experiences of those 
services, and have their dignity 

respected. 

Health and social care services 
are centred on helping to 
maintain or improved the 

quality of life of service users 

Health and social care services 
contribute to reducing health 

inequalities. 
 

People who provide unpaid 
care are supported to reduce 
the potential impact of their 

caring role on their own health 
and well-being. 

 

People who use health and 
social care services are safe 

from harm. 
 

People who work in health and 
social care services are supported 

to continuously improve the 
information, support, care and 

treatment they provide and feel 
engaged with the work they do 

 

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

waste 



 

The Scottish Government has also identified 9 key national priorities areas for all IJB’s to 
address. These are to: 
 
 reduce occupied hospital bed days associated with avoidable admissions and delayed 

discharges  
 increase provision of good quality, appropriate palliative and end of life care 
 enhance primary care provision  
 reflect delivery of the new Mental Health Strategy  
 where children’s services are integrated, continue to invest in prevention and early 

intervention 
 support delivery of agreed service levels for Alcohol and Drugs Partnerships’ work  
 ensure provision of the living wage to adult care workers and plan for sustainability 

of social care provision 
 continue implementation of Self Directed Support  
 prepare for commencement of the Carers (Scotland) Act 2016 on 1 April 2018. 

 
 

Locality Planning  
 
The development of localities lies at the heart of the integration legislation – the Public 
Bodies (Joint Working) (Scotland) Act 2014. It is also reflected in the Community 
Empowerment Act.  

The Partnership has identified its locality areas for service planning purposes. There will be 
three localities within the Falkirk Council area, which are illustrated in Figure 3 and are: 

 
1 Central – Falkirk central 
2 East – Braes, Grangemouth and Bo’ness  
3 West – Denny, Bonnybridge, Larbert and Stenhousemuir 

 

 

 

 

 

 

 

 

Figure 3: Falkirk HSCP Localities 
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The following table summarises information on each of the locality areas. 
 Central 

Locality 
East 

Locality 
West 

Locality 
Falkirk 
HSCP 

Total Population 44,500 67,136 47,477 159,380 

Percentage over 65 years 18.9% 18.6% 17.3% 18.3% 

EQUALITY                                                                   (per 1,000 population) 

Ethnicity(ethnic minority population) 5.1% 3.3% 3.3% 3.6% 

Physical Disability 74.9 70 64.3 69.7 

Learning Disability 5.3 3.9 5.6 4.8 

CIRCUMSTANCES LIFESTYLE & RISK                      (per 100,000 population) 

Population Income Deprived 14.3% 10.8% 10.1% 11.6% 

Drug-related hospital stays  158.5 73.4 83 100.8 

Alcohol related hospital stays  673.3 476.1 468.2 528.1 

MENTAL HEALTH                                                       (QAF rate; per 1,000 population) 

Dementia 360 460 361 1,181 

Mental Health  11 7.7 6.2 8.1 

Psychiatric Hospitalisation  389.1 248.4 281.1 297.6 

Table 1: Locality Information, extracted from the HSCP Locality Profile produced in 2018 

Locality working provides the opportunity for the partnership to design integrated services 
and realign resources to deliver the Strategic Plan. This will also include working alongside 
our partner’s key plans including the Community Planning Partnership (CPP) SOLD Plan. In 
developing our locality structures we will align with the work being led by the CPP to: 
 
 co-produce locality plans 
 design integrated and localised services, including health improvement and 

prevention support 
 build community capacity to improve health and wellbeing outcomes, and address 

health inequalities. 
 

The Partnership will build on work that has been taken forward by front line locality based 
managers between October 2017 and March 2018. This work consisted of 12 development 
sessions across the 3 locality areas. The sessions were attended by staff from Community 
Care Teams, Community Nursing, GP locality co- coordinators, home care; CVS Falkirk, 
Carers Centre, NHS Allied Health Professional leads; Housing and Community psychiatric 
nursing (older people). 
 
The sessions focused on identifying areas of practice where there is already evidence of high 
quality integrated working and also identified opportunities for more mainstreamed 
working with less duplication. This work continues in each locality and we will identify 
resources to assure the continued momentum of this work. 
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How we are making a difference  

Our Strategic Plan sets out the Partnership’s vision, outcomes and priorities for people who 
live in the Falkirk area.  In this section of the report we set out what our 5 local outcomes 
will mean for people and communities and what we have achieved over the first year of the 
Falkirk HSCP. 
 
Local Outcome 1: Self-Management 

 
 

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

 
What will this mean for people?  
 
People, their carers and families will be at 
the centre of their own care by 
prioritising the provision of support which 
meets the personal outcomes they have 
identified as most important to them. 
Services will encourage independence by 
focusing on reablement, rehabilitation 
and recovery. 
 
People are able to access services quickly 
via a single point of contact. Information 
that enables people to manage their 
condition is accessible and presented in a 
consistent way. This will include a range 
of information on services and 
community based supports.  
 
In addition, services are responsive and 
available consistently throughout the 
year, on a 24/7 basis, if appropriate. 

 

What will this mean for our communities? 
 
Communities will feel they are involved in 
decisions that affect them. Their views are 
gathered and they are listened to. They 
know what services we are able to provide 
and have confidence in them. 

 

Examples of work progressed during 2017/2018 
 

1. Living Well Falkirk 
2. Reablement Pathway and establishment of the Reablement Project Team 
3. Discharge to Assess 
4. Intermediate Care 
5. Delayed Discharge and Unscheduled Care  
6. Enhanced Dementia Team  
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1. Living Well Falkirk 

In partnership with ADL Smartcare and the University of Newcastle, Falkirk HSCP has 
implemented Living Well Falkirk. This is an online tool for people who live in the Falkirk 
area and who want information, support or help with everyday living. The tool gives 
people choice and control by sharing a wide range of information about local and 
national health and social care services.  
 

Living Well Falkirk allows people to connect in to local groups and services and so helps 
them to live independently and do the things that they want to do. There is information 
about local fitness classes, local charities supporting a range of physical and mental 
health conditions, as well as how to access equipment privately or through the Joint Loan 
Equipment Store. People can also use it on behalf of someone they live with or who they 
help care for. If assistance is needed in using the tool, staff at local libraries are able to 
help. 
 

The Living Well Falkirk website is now live www.falkirk.gov.uk/livingwell and over 200 
employees across all agencies have been trained in its uses and are equipped to direct 
people to the online self assessment and in some cases guide them through it.  This 
initiative will support a reduction in waiting times for some interventions, for example 
assessments leading to equipment provision, as people are enabled directly to access 
simple solutions. 

 
 

2. Reablement Pathway and establishment of the Reablement Project Team 

Considerable work has been undertaken on the implementation of a reablement 
approach across the Partnership.   An integrated, Reablement Leadership Group has 
developed a high level integrated pathway for service delivery across the HSCP. The 
Reablement Leadership Group will continue to work to implement the changes required 
to deliver reablement to all service users who would benefit from this approach. This will 
not only support people to remain as independent as possible for as long as possible, but 
will potentially deliver savings by avoiding some people using formal health and social 
care services. 
 
A Reablement Project Team (RPT) was developed in Social Work Adult Services 
Assessment and Planning service in January 2017 to test out various reablement 
approaches and processes. The team consists of Occupational Therapists (with 
Community Care worker background) and Social Care Officers. Various strands of work 
have been completed over the past year including undertaking reviews from both the 
Community Care Teams and Home Care services where there is external home care 
provided. The reviews are being completed using a reablement and outcomes focussed 
perspective. Early indications suggest a significant impact of this work, with purchasing of 
care from external home care providers reducing by £200,000. 
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3. Discharge to Assess  

Discharge to Assess (D2A) is a new approach to identify people in hospital who can be 
discharged to their own home as soon as they are clinically fit. This can reduce the time 
a person may spend in hospital.  Avoiding unnecessary delays in a person’s discharge 
from hospital is imperative to avoid deterioration in an individual’s health and 
consequent loss of independence. 
 

The following diagram describes the Discharge to Assess pathway. 
 
 
 
 
 
 
 

 

 

 

 

 

 

Figure 4: Discharge to Assess pathway 

The D2A pilot started in December 2016 and continues as part of the Partnership’s 
Integrated Reablement Service.  The pilot initially worked with an external provider 
partner and is now delivered by the in house home care service. The approach identifies 
appropriate discharge pathways for people including those who can be discharged and 
assessed in their own home.  Following discharge home, support with a reablement 
focus is provided for up to six weeks.  Regular reviews are completed and an outcome 
focussed assessment involving the individual will identify any ongoing support required.  
 
Case Study 
Ethel lived at home and did not receive home care. She was admitted to hospital 
following a fall. The Ageing and Health ward placed her onto the community hospital list 
for rehabilitation and discharge planning. Following discussion with ward and family, 
Ethel was discharged direct from the acute hospital to home. The ward assessed that an 
ongoing care package of 4 daily visits would be required. Ethel was discharged within a 
day of her placement on the community hospital waiting list. 
 
Ethel was keen to regain her pre-hospital admission independence and was supported 
to do so by the D2A model. Ethel regained full independence within 6 weeks of 
discharge and achieved her personal goal. The daily care packaged of 4 visits was no 
longer required. Family were at first concerned that there was no ongoing care, but 
accepted it was not required following the 6 weeks of reablement support. 
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Service users report satisfaction in regaining their independence. The reablement 
approach also makes available a substantial number of staff support hours that can be 
allocated to people who have a need for ongoing support. 
 

The service was evaluated in late 2017 and determined to have contributed to successes 
in some key areas: 
 

Referral to discharge time: The average time between the care provider receiving a 
referral and the patient being discharged from hospital was one day. 
 
Patient experience: Although there is evidence of some areas for improvement the 
patient survey produced evidence that the patient experience was positive.  Positive 
findings include 92% of patients feeling their care plan reflected their views and 95% of 
patients received a consistent group of carers. 
 
Success of reablement approach: 67% of patients with an IoRN (Indicator of Relative 
Need) score recorded at the start and end of their D2A journey, experienced an 
improvement in their score. 33% of patients (regardless of potential for reablement) 
saw a reduction in home care hours. 
 
Reduction on package of care delays and community hospital bed days 
There has been a substantial reduction in delayed discharges due to delays in sourcing a 
package of care (see figure 5 below) and there has been a reduction in community 
hospital bed days.  It would be inaccurate to say that these improvements are solely a 
result of D2A, but it is likely to have made a significant contribution. 

 

 
Figure 5:  Bed days lost to POC delays before and after the introduction of Discharge to Assess 

 
 
4. Intermediate Care 

Bed based intermediate care where time limited episodes of care are provided in 
Summerford Care Home or Tygetshaugh Housing with Care. This care provides an 
opportunity for further assessment and reablement following discharge from hospital or 
as an alternative to hospital admission.   

 
Summerford was refurbished in 2017/2018 and capacity increased to 20 beds and 
Tygetshaugh provides 5 beds.  Both resources receive Allied Health Professional (AHP) 
support from the ReACH.  Further support is also provided by the Enhanced Care Team 
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for people who may be unwell. A specialist psychiatric nurse input provides education 
and support to staff and individuals.   

 
Summerford and Tygetshaugh both offer the opportunity for people to leave hospital as 
soon as they are clinically fit. This avoids unnecessary delays in a persons discharge from 
hospital and using a reablement approach, ensures as many people as possible move 
back to their own homes to live as independently as possible. 

 
Various strands of work to support Summerford’s expansion has occurred in 2017/2018 
including the implementation of a new referral criteria and pathway. This involves the 
multi-disciplinary team which is also involved in the Discharge to Assess pathway and 
the Reablement Project Team. 
 
 

5. Delayed Discharge and Unscheduled Care  

The partnership continues to have a focussed approach to prevent unplanned 
admissions to hospital as well as identifying the reasons for people being delayed in 
their discharge home. This work is led by the Delayed Discharge Steering Group which 
oversees the delivery of an improvement plan that ensures there is a collective 
ownership of the targets and improvement action plan. 

Throughout 2017/2018 the action plan has been reviewed and ongoing work strands 
include the Choice Policy Improvement Action Plan. This has resulted in the recent 
implementation of a standardised letter about Interim Care Home Offer and revised 
Moving to Care Home flow chart which will provide clarity on expectations in relation to 
the Choice Policy. A delayed discharge micro-management group has been introduced 
within mental health wards resulting in decreases in delayed discharges within this area. 

To address the issue of high numbers of people delayed in their discharge from hospital 
as a result of the Guardianship process a number of work strands are presently ongoing: 

 implementation of dedicated Mental Health Officer time to monitor private 
Guardianship applications, support families and improve peoples pathways 

 standardised  information regarding Adults with Incapacity (AWI) process to be 
distributed to individuals and families prior to AWI meetings 

 development of a simplified process for solicitors /applicants to obtain timeous 
medical reports from Consultants to support Guardianship applications 

 AWI flowchart with target timescales to be completed including recommendation 
about convening AWI meetings for all situations where use of AWI Act being 
considered. This flowchart to be shared with local solicitors in order to convey 
Partnership expectations. 

 standardised letter to be issued, should progress with Guardianship application not 
be demonstrated, advising of Falkirk Council’s intention to progress application 

 education for community care workers through induction, briefings, supervision and 
training opportunities will focus on supportive decision making and risk management 
and ensure least restrictive options are being used wherever possible 

 POA to be promoted more widely and consider inclusion on Living Well Falkirk 
website. 
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Following the national delayed discharge system called Edison being decommissioned, 
each health board was required to formulate their own replacement. In May 2018 EDS, 
an electronic reporting database, was successfully introduced as a replacement for 
EDISON system. Following training of staff within the Partnership the system is being 
used to provide daily, weekly and monthly census reports both locally and to ISD and 
contributes positively to performance management. 

The Unscheduled Care Programme Board oversee system wide activities, initiatives, 
actions and performance around unscheduled care. 
 
 

6. Enhanced Dementia Team 

The national Dementia Strategy underlines the importance of timely, accessible and 
person-centred care for people with dementia to enable them to achieve their personal 
goals.  The strategy estimates that by 2020 there will be approximately 20,000 new 
cases of dementia each year in Scotland.   
 
Dementia is a progressive illness which results in physical and mental changes for the 
person.  At times these changes can be sudden and this can be attributed to a range of 
factors which require careful consideration and management.  This can happen at any 
time during the illness, create a crisis and this can have an impact on carers. Services for 
people with dementia must therefore be integrated, seamless and readily accessible 
irrespective of the stage of illness. The illustration below (figure 6) highlights the 
spectrum of support that should be available.    

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Figure 6: Spectrum of Support for Dementia Patients 
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During 2017/18, work has progressed to consider how services could be developed and 
improved.  
 
 an engagement event was attended by over 60 delegates, including services users 

and carers. Key priorities and improvement actions were identified 
 an amended, multi-agency governance structure has been developed and 

implemented, providing Forth Valley wide oversight, with operational developments 
being progressed at locality level 

 partners have worked together to map current and future provision and proposals 
about future service design have been approved by the Leadership Group and IJB 

 Transformation Funds have been allocated via the Primary Care Transformation 
Funds and Partnership Funding to enhance provision and progress change 

 Post Diagnostic Support (PDS) support has been extended and revised to ensure that 
it is appropriate for people regardless of the level of their illness at the point of 
diagnosis. 

 
 

Next Steps - Future Service 

Through analysis of performance information, mapping exercises and the engagement 
process, it was recognised that whilst current support for dementia is effective, service 
demand outweighs current provision and there is a need for improved joint working 
between agencies.  
 
During the course of 2018/2019, it has been agreed that an enhanced, multi-agency 
dementia team, incorporating current Post Diagnostic Support, Dementia Outreach Team 
(DOT) (which currently provides short term crisis support) and dedicated Social Work 
capacity, be developed. 
 
The co-located team will ensure that a resource is available to support the shared 
assessment, information sharing and therefore improved support for people with dementia 
and their carers.  This team will have nursing staff from the DOT, with supervision from a 
Consultant Psychiatrist, Alzheimer’s PDS Link Workers and Social Workers who have strong 
links with the localities.  The already improved governance structure will enable greater 
operational and delegated authority within the locality structures as well as strategic 
oversight.   
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Local Outcome 2: Autonomy and Decision-making 
 

 
Where formal support is needed people should be able to exercise as much control 

and choice as possible over what is provided 
 

What will this mean for people?  
 
Health education and information is 
accessible and readily available to people, 
their carers and families, which allows 
them to make informed choices and 
manage their own health and wellbeing. 
Person-centred care is reinforced, 
acknowledging family/carer views. Care 
and support is underpinned by informed 
choices and decision making throughout 
life. 

 

What will this mean for our communities? 
 

Communities are enabled to continue to 
develop and manage a variety of good 
quality local services to meet community 
need. 

 
 

Examples of work progressed during 2017/2018 
 
1. Redesign of day services for younger adults 
2. Anticipatory Care Plans 
3. Palliative and End of Life Care 

 
 

1. Redesign of day services for younger adults 

The IJB agreed to a programme of redesign of day services for younger adults. This is in 
line with the outcome of consultation and engagement work with people who use 
services, their carers and staff. The redesign work reflects Self-Directed Support 
principles to empower and enable service users to have choice and control over the 
design of their own support and develop alternative community based services. 

 
Case Study 1 
Miss L has attended the day service three days a week for a number of years. She was 
picked up and dropped off by centre transport.  
 
Some of her friends had left the day service and were part of a group that met up one 
afternoon a week for a coffee, chat and a game of bowling. She was keen to maintain 
her friendships, so joined the group.  
 
With her support worker, she checked what was available in the same area that would 
fill her morning. She was interested in an art group at the local adult education centre, 
and was welcomed by the tutor and group. This has given her confidence to take part in 
the group and look at other options and hopes to build on her interests over the coming 
months. 
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Her support worker helped her to write letters to various charity shops, offering to do 
some voluntary work. Miss L now volunteers one day a week within a charity shop and is 
enjoying giving something back to her community. 
 
With the encouragement from her mum, sister and brother, and assistance from the 
support worker, Miss L is trying out other interests. She is now travelling using public 
transport with minimal support.  
 
 
Case Study 2 
Mr P lives in his own flat with support from his family, and attended the day 
service three days a week. He left in May to pursue other activities that he wished to do.  
 
He is part of a group of friends who meet up one morning a week to play pool as this is a 
shared interest for them all. They have lunch together and make plans for the following 
week. In the afternoon they go to the bowling where other friends join them. 
 
Mr P travels to a local community centre by bus independently to play five aside 
football. This group was initially set up with the aid of a support worker, who still comes 
along to introduce others to join in. 
 
Through trying different activities, he found he really likes to keep fit to music. He now 
attends a Zumba class and a line dancing group without any support. Mr P attended a 
Dates and Mates ceilidh event in Glasgow along with others, which he absolutely loved 
and is looking forward to the next one. 
 
This now fills the three days that he previously attended a day service, doing a range of 
different activities within his community. Mr P is so proud at how far he has come.  

 
 
2. Anticipatory Care Plans 

The Partnership is working with people, particularly those at risk of hospital admission, 
to have an Anticipatory Care Plan (ACP) in place. These plans have a focus on 
prevention, anticipation and supported self management with the person at the centre 
of all decisions regarding their care.  
 
When a patient has particular health care needs that may make them more vulnerable 
to readmission, the ACP forms an important part of the delivery of consistent care. This 
will support clear communication between hospital and community teams. Through 
work carried out by ACP nursing teams, the service aims to: 
 
 prevent patients being readmitted to hospital, and if 
 in the case of a hospital stay, the length of time spent there is shorter. This is 

because home care needs are addressed on an ongoing basis and are not a reason 
for delays in discharge.   
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From September 2017 the ACP Team have been working with the Advice Line for You 
(ALFY).  The combined service now proactively contacts patients within a few days of 
discharge. This is to check how patients and their carers are coping at home with the 
services arranged for them.  If further support is required, a referral for an ACP 
assessment is made. On assessment, necessary interventions are determined and 
initiated to ensure the best care plan can be delivered outwith the hospital setting 
where appropriate.   
 
The multi professional Forth Valley Anticipatory Care Planning Group promotes a whole 
system model for anticipatory care planning built on existing good practice and 
improvement work locally and nationally.    The group have developed robust evaluation 
and reporting arrangements. 

 
 
3. Palliative and End of Life Care 

Palliative care is the care given to a person who has an advanced life threatening illness 
that can’t be cured. It helps to improve a person’s quality of life as much as possible by 
managing social, physical and psychological symptoms. End of life care (EOLC) is the care 
given to people who are in the last few months, weeks or days of their life to allow 
dignity until they die. 
 
When people are asked, about 70% wish to die at home. However it is thought the 
actual numbers who achieve this is nearer 25%. This means that people are dying in 
places such as hospitals, which may not be what a person or family wants or appropriate 
for the needs of a person. Much of palliative and EOLC can be delivered within the 
community with the support of trained health and social care professionals. 
 
Anticipatory Care Planning (ACP) is a “thinking ahead” approach which allows an 
individual to think about their future care, wishes and needs. By encouraging social and 
health care professionals to have conversations around these issues, it is hoped that 
people will receive the right care for them in the right place when this care is needed. 
 
The Partnership is working to deliver a model of care for people with palliative and end-
of life care needs. This will provide high quality, effective, integrated and person centred 
care. The model can be achieved by a skilled workforce with an increasing focus on 
providing care in community settings as close to home as possible.   
 
This work is being led by the Forth Valley Palliative and End-of-life Care Network and a 
Forth Valley Strategic Group. The main areas of progress over the year have included: 
 
 the Forth Valley Planning Ahead Anticipatory Care Planning Project are working to 

ensure people have an ACP, and that Key Information Summaries (a summary that 
can be accessed centrally) are updated. This will enable the person to be at the 
centre of their care and that the team supporting them are aware of their needs. The 
ability for professionals, both in and out of hours, to access important information 
regarding an individual is vital to ensure the correct decision about their care is 
made. 
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 improving communications and encouraging earlier conversations. Conversations 
about palliative and end of life care can be difficult for families, patients and 
professionals. By having a trained team, these issues can be discussed in a timely, 
efficient and sensitive way. 

 staff education: the Network runs with an education sub-group. There are numerous 
and varied education opportunities within Forth Valley aimed at those with different 
roles and responsibilities. Highly skilled staff will be able to deliver quality care. 

 care homes:  A new education facilitator is working closely with care homes. The 
facilitator is working on areas such as better communication with primary care, 
recognising dying and documentation about EOLC.  Care home staff are vital in 
enabling quality palliative and EOLC for their residents and training in these areas 
ensures their competence.  

 EOL care planning education to support changes in practice. New documents and 
processes are developed all the time for this area of health care. (eg My ACP, 
ReSPECT). By supporting practices through education events and visits, they are 
encouraged to use the most up-to-date and relevant resources. 

 EOL care planning: Staff education is being supported by a nurse to provide peer 
support in Community Hospitals. This nurse supports staff to undertake the most up 
to date processes for EOLC and collating data around what is actually occurring. This 
allows identification of further training needs for staff. 

 developing Advanced Nurse Practitioner (ANP) role to support teams in the provision 
of care for people with cancer and/or palliative or end of life care needs. Over recent 
years there have been increasing challenges around recruitment in primary care. This 
has resulted in the need to develop new ways of working with a different skill mix of 
health care professionals. The ANP role is one way NHS Forth Valley has responded 
to this challenge. The uniqueness of this particular role is that the person involved is 
an ANP for 2 days and the Cancer and Palliative Care Facilitator for 3 days – what is 
evolving is a new blended model which is proving to be very beneficial for patients 
and the organisation. 

 the Quality Improvement Team are supporting measurement of this work so we may 
evidence the value of the ANP role.  

 one of the key performance indicators will be in reducing the risk of admission to 
hospital inappropriately in the last 6 months of life therefore reducing the number of 
hospital bed days. This ensures that this area is kept as a priority for NHS Forth Valley 
and encourages regular analysis. 

 EoLC in the community. All these initiatives have resulted in an improvement in care 
for people at the end of their lives within their local community. This is 
demonstrated through individual patient stories along with ongoing larger scale 
audits or quality improvement work. However, this is an ongoing development and 
requires an ongoing commitment. 
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To date the emerging priorities from the work are as follows: 
 
 develop a revised future model to meet the national goal to ensure that everyone in 

NHS Forth Valley area who needs palliative care and/or end of life care will have 
access to it by 2021 

 improve communication, coordination and care planning for those with palliative 
and end of life care needs 

 develop a balanced workforce with the right capacity, knowledge and skills. 

 
Some of the key themes within these emerging priorities are outline in the diagram below 

 

 

 

Figure 7: Key themes 

After some further scoping work, it is envisaged that these broad areas will see significant 
levels of improvement activity over the next 3 years. 
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New models &  improved 
access 

• Universal cccess 
• Reduce time in hospital / 

deaths in hospital 
• Increase time at home / 

deaths at home 
• Signposting of services 
• Rapid access to MDT 

 

Communication, care 
planning & coordination 
• Seamless care 
• Identified early 
• individualised plans 
• Openness about death, 

dying & bereavement 
• Anticipation of needs 
• Resilience & Support 

Staff & skills 
• Knowledge & core skills 
• Confident & well 

prepared 
• Dignity & respect 
• Warm & compassionate 
• Consistency & equity 
• Joint Learning 
• Carers 



 

Local Outcome 3: Safe 
 

 
Health and social care support systems are in place, to help keep people safe 

and live well for longer 
 

What will this mean for people?  
 

People will be supported to live safely in 
their homes and communities. People will 
be involved and consulted on decisions 
about their care, treatment and support.  

 
People will have timely access to services, 
based on assessed need. Services will 
improve quality of lives and be joined up to 
make best use of available resources. 
 

What will this mean for our communities? 
 

Communities are confident that systems are 
in place for the identification, reporting, and 
prevention of harm. 

Examples of work progressed during 2017/2018 
 
1. Closer to Home: Enhanced Community Team 
2. Uninjured faller pathway with the Scottish Ambulance Services 
3. Pharmacy Support 

 
 
 

1. Closer to Home: Enhanced Community Team 

The Closer to Home model is part of a broader portfolio of health and social care 
services. The Enhanced Community Team (ECT) is a dedicated nursing team with GP 
Fellows and Allied Health Professional (AHP) input. The team aim to support people to 
remain more resilient at home at a time of escalating need or ‘crisis’ due to acute illness.  
 
This can help avoid hospital admission by providing immediate and urgent advice and 
/or treatment. It can also provide an enhanced supported discharge ‘step-down’ model.  
 
The service operates 24 hours a day, 7 days a week. Since the service started in 
December 2015 there have been 586 admissions to the service from Falkirk.  When a 
patient is admitted to the team a Medical Anticipatory Care Plan is carried out, so should 
the person’s condition decline, there is a clear plan to indicate whether they wish to be 
admitted to hospital or remain at home. Approximately 25% of patients are either 
admitted or die fully supported by the team at home.  Of the remaining people who 
were cared for by the service, all patients were given the choice to give feedback. We 
collect feedback in a number of ways;  patient stories, NHS FV feedback cards, thank you 
cards and video interview feedback.  There have been no complaints received about this 
service.  All feedback has been positive. 
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2. Uninjured faller pathway with the Scottish Ambulance Service (SAS) 

A Forth Valley multi-agency group, including SAS, is taking forward work to develop 
pathways and local services. This will avoid unnecessary transportation to hospital for 
fallers who are uninjured or uninjured and medically unwell. They will refer this latter 
group to the Enhanced Community Team for services.  The group also receive support 
from the Improvement Adviser from the national Active and Independent Living 
Programme to facilitate learning and sharing of good practice. 
 
The following diagram describes the new uninjured faller pathway being used. 
 

 
Figure 8: Uninjured faller pathway 
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3. Pharmacy Support 

Practitioners within Community Pharmacy, Care at Home and GP practices worked 
together to develop a 2 year pilot service to provide additional pharmacy support within 
Community Hospitals, Care at Home and Care Homes. The pilot will test the impact of 
having Pharmacist Prescribers and Technicians working across these three community 
settings. The intended outcomes are that there will be a reduced demand on the GP 
workforce, reduce medicines related hospital admissions and improved patient safety 
through polypharmacy review and liaison with the health and social care teams.   
 
The new service is intended to provide polypharmacy support within 2 Community 
Hospitals and 23 Care Homes. Support will also be provided across Care at Home 
Services, which provide care for approximately 4,000 services users across the Falkirk 
area. Care at home visits typically include over 5,000 medication prompts per week. 
 
Pharmacy Technicians will review people’s ability to manage their medicines 
independently or with home care support. This will enable prompt discharge from 
hospital settings and encourage self management, thereby enabling people to remain at 
home longer. Home Care staff will also be trained and supported to administer some 
medicines, where appropriate. This follows recommendations made by the Care 
Inspectorate that resulted in changes in local policy to allow staff to administer some 
medications.  
 
Expected benefits include: 
 
 updated education and training of care staff and carers in medicines management 
 service users will receive an improved service where they have been identified as 

requiring medication support and it is anticipated that this will reduce delays in 
sourcing care packages for hospital discharge 

 savings on medical resource by releasing GP workforce capacity as part of Primary 
Care Transformation 

 improving patient safety during transition between services e.g discharge from 
Community Hospital to Home 

 reduction in readmission rates 
 improving medicines optimisation by providing poly pharmacy review (estimated at 

£140 each year for every care home resident) 
 efficiency savings in medicine expenditure (Estimated at 8% saving) 
 reduction in medicines wastage, particularly in the community. 
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Local Outcome 4: Service User Experience 
 

 
People have a fair and positive experience of health and social care 

 
What will this mean for people?  

 
People feel services are responsive to their 
needs and are available to them before 
reaching a point of crisis. These services are 
joined up and improve quality of lives.  

 
People are engaged and involved across the 
HSCI Partnership. People will receive 
feedback and understand what their 
contribution has influenced. 

 

What will this mean for our communities? 
 

Communities will have the opportunity to be 
engaged and involved in service redesign 
and delivery within their local areas. This will 
be based on a clear understanding of local 
needs and available resources. 

 
 

Examples of work progressed during 2017/2018 
 

1. Carer’s Act Implementation 
2. Frailty at the Front Door Collaborative 
3. National Health and Social Care Standards 
4. Duty of Candour 
5. Eligibility Criteria 
 

 
1. Carer’s Act Implementation 

From 1 April 2018, the Carer’s (Scotland) Act 2016 extends and enhances the rights of 
unpaid carers.  The Act aims to ensure that carers are supported more consistently, so 
they can continue to care if they wish, and are able to do so in good health and with a 
life alongside their caring responsibilities. 
 
The IJB and Partnership, has over the course of 2017/2018 overseen and directed the 
preparations for the implementation of the Carers Act. A Carers Act Implementation 
Group was established. This has membership from across the HSCP, Falkirk Council and 
importantly carers and carers’ representative groups. Through effective engagement and 
co-production the group ensured that the requirements of the Act and its introduction 
have been realised. A work programme to meet the additional ongoing requirements of 
the Act for 2018/2019 has been developed. 
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2. Frailty at the Front Door Collaborative 

The Partnership and NHS Forth Valley are one of five partnerships participating in the 
national Frailty at the Front Door Collaborative, facilitated by the iHub Acute Care Team.  
 
The aims of the project are to improve outcomes and experience for older people and 
their carers living with frailty and presenting to acute services by: 
 
 rapidly and reliably identifying frailty at the front door  
 delivering early Comprehensive Geriatric Assessment (CGA)  
 ensuring the person experiences well coordinated care and support attuned to their 

needs with the focus on support at home or a homely setting where possible 
 improving interface and collaborative working between health and social care. 

 
This work is being taken forward by an integrated Frailty at the Front Door Project Team 
with representation from acute, health and social care staff. 
 
 

3. National Health and Social Care Standards 

Work has taken place in the Partnership to implement new human rights based National 
Health and Social Care Standards from 1 April 2018. The objectives of the new standards 
are to drive improvement, promote flexibility and encourage innovation in how people 
are supported and cared for. Each Standard is underpinned by five principles: dignity and 
respect, compassion, be included, responsive care and support and wellbeing. These 
principles are not standards or outcomes but rather reflect the way that everyone 
should expect to be treated. All services and support organisations, whether registered 
or not, should use the Standards as a guideline for how to achieve high quality care.  
 
 

4. Duty of Candour 

The Partnership has prepared for the implementation of the Duty of Candour, which 
came into effect on 1 April 2018. 
 
The overall purpose of the new duty is to ensure that organisations are open, honest 
and supportive when there has been an unexpected event or incident that has resulted 
in death or harm that is not related to the course of the condition for which the person 
is receiving care.  This requires organisations to follow a procedure which will include 
notifying the person affected, apologising and offering a meeting to give an account of 
what happened.  The procedure will also require the organisation to review each 
incident and offer support to those affected (people who deliver and receive care).   

The IJB Clinical and Care Governance Committee will be the lead for implementation 
planning, monitoring and review. 
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5. Eligibility Criteria 

The Adult Eligibility Criteria for social care was revised with a new version being 
approved by the IJB for implementation from October 2017. The new Criteria seeks to: 
 
 identify the skills and abilities of individuals in managing their own support 
 the informal support networks available to them (family, friends, neighbours, 

community) and  
 consequently to outline the role of formal services, if required,  in supporting 

individuals with care and support needs.  
 
In this way support can be designed around identified personal outcomes with support 
plans being agreed, including how formal support will be delivered alongside informal 
support arrangements, using self-directed support values and principles. 
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Local Outcome 5: Community Based Support 
 

 
Informal supports are in place, which enable people, where possible, to live well for 

longer at home or in homely settings within their community 
 

What will this mean for people?  
 

People are more confident, reliant and able 
to access local services and support to 
improve and maintain their health and well-
being and be more independent. There will 
be a focus on early intervention and 
prevention. 

 

What will this mean for our communities? 
 
Communities are informed, involved and 
supported to work cohesively to develop 
and manage community based supports. 

 
 

Examples of work progressed during 2017/2018 
 
1. Primary Care Transformation Programme 
2. Hope House: Specialist Low Secure Female Unit 
3. Home Care Review 
4. Falkirk HSCP Community Grants Scheme 
5. FUSE Group 
6. Community Capacity Building in Falkirk 
7. Changing Places Toilet Facilities 

 
 
 

1. Primary Care Transformation Programme 

Primary Care Transformation is set within the context of the new GP contract and a 
background of general practice sustainability challenges. These challenges include an 
aging General Practitioner workforce, rising workload and a lack of doctors training to be 
GPs.  Moving forward Primary Care Transformation will be driven by a Primary Care 
Improvement Plan which is currently under development. This will outline the 
implementation of the six priority areas for implementing the new GP contract.  These 
largely focus on augmenting primary care capacity and capability through 
multidisciplinary supports such as pharmacists, Advanced Nurse Practitioners, mental 
health practitioners and physiotherapists, supporting GPs to focus on complex and 
undifferentiated care. 
 
There are 3 strands to the Transformation Programme in place in Forth Valley focusing 
on the following: 
 
Urgent Primary Care (GP) Out of Hours Transformation: A plan has been developed to 
deliver on the aim of creating a safe and sustainable multidisciplinary approach to 
Urgent Out of Hours Care in Forth Valley.   
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This new model will be delivered by significantly increasing the capacity for Advance 
Nurse Practitioners to work safely with fewer GPs, supported by Mental Health Nurses, 
Paramedic Specialists and improved integration with other over night supports. Five 
advanced nurse practitioner training posts have been filled to support the new model. 
 
Primary Care Transformation: Aims to encourage GP practices to work together in 
clusters, taking a multi-disciplinary approach to care within practice and the community. 
This involves developing the role of health professionals such as pharmacists, 
physiotherapists, mental health professionals and advanced nurse practitioners in 
delivering aspects of patient care – freeing up GPs to focus on more complex cases and 
provide clinical leadership.  
 
The key focus, to date, has been on improving access to GP services for mild to 
moderate mental health issues within the Falkirk West Locality. Four mental health 
primary care nurses and additional pharmacy sessions each week will provide an 
additional 300 triage and face to face mental health appointments within 8 GP practices. 
Baseline data has been collected with 10% of GP appointments found to be for mental 
health support alone. A further 10% of consultations include a mental health component 
presented alongside other complaints.   
 
Mental Health in Primary Care: The investment for mental health services aims to 
improve access for people with mental health needs to the most appropriate support as 
quickly as possible, in the most appropriate setting.  This aligns with the new Mental 
Health Strategy for Scotland 2017-2027.   
The Primary Care Transformation Fund (PCTF) is supporting the development of a more 
efficient and integrated model which will bring Alzheimer Support Workers, the 
Dementia Outreach Team and a PCTF funded social care dementia resource together to 
improve the matching of support to the needs of users. 
 

Aligning with the Autism Strategy recommendations, we are also developing an area 
wide resource to support the diagnostic pathway and post diagnostic support for people 
with autism spectrum disorders and their families.   
 
 

2. Hope House: Specialist Low Secure Female Unit 

The IJB approved a proposal in 2017 to establish a six bedded low secure female unit on 
the Bellsdyke site.  The unit has been open since August 2017.   
 
Hope House is a specially designed resource for women of adult age who have complex 
needs requiring treatment in a low secure care setting.  In the design of Hope House 
there was significant consideration given to the therapeutic setting of the environment 
and staff training was designed to support a homely model of care which is trauma-
informed and highly risk-managed.   
 
Hope House has allowed us to repatriate women who were cared for in private 
resources out-with the Forth Valley area, reducing the travel burden for families and 
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providing care closer to home with the opportunity for appropriate community 
engagement and integration making discharge planning much smoother.   
The remaining beds have been utilised for NHS Forth Valley patients who were either in 
medium secure inpatient facilities or in the local mental health service.  This prevented 
expenditure on out of sector treatment and care and embraced the principles of a least 
restrictive alternative without compromising on risk management.  
 
Since opening the Mental Welfare Commission have visited the unit and reviewed the 
care and treatment.  The findings of the Commission were very positive and in particular 
the model of care and therapeutic alliance with patients was identified as a real strength 
in the service.   

 
 

3. Home Care Review 

The Home Care Service is undergoing a review to ensure the service continues to meet 
the outcomes of people who use the services. At the same time there is redesign work 
ongoing towards a whole service reablement focus and ensuring availability of services 
to support people with complex and challenging care needs.  
 
In reviewing the service, the use of data from the real time monitoring system (CM2000) 
is providing robust information about the needs of service users.  This information 
enables demand and capacity to be mapped in real time, providing evidence to design 
how staff are deployed to deliver care at the right time and in the right place. The roll-
out of the CM2000 system across all of in-house provision was completed in November 
2017. 
 
The in-house home care service has focused on service review and improvements 
informed by findings from the CM2000 scheduling system and through engagement 
events targeted at the home care workforce. The objective in 2018 is to improve the 
service and make sure it can respond in the future when the service user base is likely to 
be older, frailer and have multiple disabilities. Initiatives currently being progressed 
include: 
 
 achieving efficiencies in scheduling 
 embedding reablement and outcomes based approaches 
 upskilling and mobilising the workforce 
 steering the service towards delivery based on a locality model.  

 
 
4. Falkirk HSCP Community Grants Scheme 

Falkirk HSCP Community Grants Scheme was launched in April 2017. It offers small 
grants of up to £2,000, to groups and organisations operating across the Falkirk Council 
area. The scheme will fund groups to start up or extend activities within communities 
that help people stay well or improve their health and wellbeing. During 2017/2018, 14 
grants were made during 2017/2018. Applications are welcomed from both new and 
existing groups. 
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The main criteria for award are that the activities of the group have a positive impact on 
the health or wellbeing of local adults. This may be an additional benefit rather than the 
main aim of the group. Groups must be open to new people to join in with their 
activities.  
 
The HSCP would like to support a broad range of activities, however key areas of work 
will be: 
 
 support the reablement of people following an episode of ill health, to allow them to 

live for as long as possible back in their own homes and communities with accessible 
social interaction and activities.  

 advocate and support preventative activity with people who have not yet entered 
the health and care system to help minimise or postpone the need for formal health 
or care services.  

 develop the role that local organisations play in health and social care, including 
participation in the design of future services.  
 

Examples of grants that have been awarded: 
 
Grangemouth Stroke Club: Support was provided towards their annual programme of 
weekly meetings and activities, including local outings and Otago exercises. The 
organisations members have varying disabilities and this offers them a day out and a 
social opportunity for both them and their carers.   
 
The Tuesday Club: grant awarded towards the running costs of the group, which 
supports people with dementia and their carers. The group provides hot food and 
company to help tackle the disadvantages of poor nutrition and isolation that older, 
vulnerable people sometimes experience. Members pay a small fee which contributes 
towards their lunch and running costs. The organisation receives referrals from 
Alzheimer’s Scotland, GPs, Social Work and directly from older people and their families.  
 
Make it Happen Falkirk District Forum: The organisation is open to anyone over the age 
of 50 and/or those that are interested in the well-being of those over 50. The grant 
supports the running costs of the group.  
 
TocH Denny: The group is for adults with a disability. Members are supported by carers 
and volunteers to participate in a range of activities safely, and without restriction.  
Funds were awarded to the group to support a range of activities throughout the year. 
 
 

5. FUSE Group  

Staff within Bellsdyke and Community Mental Health services have worked in 
collaboration with Stenhousemuir Football Club to establish the F.U.S.E. Group. This is 
an integrated football team who have participated in the mental health and wellbeing 
events, organised through the Scottish Football Association.   The team’s hard work paid 
off when they won the national Championship League in November 2017. This service 
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demonstrates that through collaborative approaches and working in partnership, 
innovative services can be developed. 
 
 

6. Community Capacity Building in Falkirk 

The aim of the project is to work with individuals and communities to help build capacity 
within their community and empower them to continue initiatives when the project 
funding comes to an end. This will enable communities to create solutions that are 
desired to address the needs of individuals living there.   

 
All activities undertaken will focus on facilitation and sustainability, enabling the 
community to flourish in the future.  Outcomes are to:  
 
 create co-produced community action plans  
 reduce inequalities 
 support community champions 
 facilitate engagement with Community Planning partners and the HSCP via third 

sector forums. 
 
The Health and Wellbeing Officer will work with community groups and individuals to 
facilitate their plans for development and expansion, which will include a range of 
activity based groups as well as sports clubs and community sports hubs, however it is 
recognised that not all health and well being activities are sports related. 
 
CVS Falkirk staff work jointly with the Community Learning and Development team and 
Falkirk Community Trust. This work is also integrated with the SOLD delivery groups and 
HSCP locality planning groups.  To date we have worked with communities to: 
 
 map community assets and existing groups 
 jointly with service providers identify gaps in provision 
 identify possible opportunities for Community Asset transfer. 

 
 

7. Changing Places Toilet Facilities  

Within the Falkirk Partnership area we are making progress towards having on Changing 
Places Toilets [CPT] available at a range of locations. A stakeholder group, chaired by 
the Head of Social Work Adult Services, has brought together family carers, 
Occupational Therapy, Falkirk Delivers and the Community Trust to take this forward.  
 
The provision of CPT facilities has been identified as a gap, which leads to denial of 
dignity.  People are feeling compelled to abandon planned time away from their homes, 
having no choice but to return there to attend to their personal care needs.  
Alternatively they and their carers are required to deal with personal care needs in non 
adapted facilities.   
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The group has made good progress over the year, including: 
 

 the Community Trust has completed work on installation of a facility at the Mariner 
Centre  

 a facility at Grangemouth Sports Complex is nearing completion 
 Forth Valley College have agreed to open their facilities for use by the wider 

community   
 the Social Work Service is taking steps to open some facilities, for example at Oswald 

Avenue Day Service, for use by the wider public 
 the Council’s Locality Hubs are being designed with the need for CPT included as 

standard    
 engaging with the private retail sector to make available CPT facilities. 

 
By empowering people who have higher levels of personal care need to be involved in 
their communities, new provision will support the Partnership outcomes of self 
management, fair and positive experience, and access to community support. The 
proposal supports the objectives of the Review of Day Services for Younger People 
which can only deliver the shift towards more community based support if the 
necessary physical infrastructure is in place.   
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How we are enabling change 

Understanding our local needs  
 

The Partnership’s Joint Strategic Need Assessment (JSNA) has helped us to understand and 
demonstrate the needs which exist and to inform the development of the Strategic Plan.  
 
The JSNA brings together available data that allows us to understand the current supply of 
services and gaps between need and supply. Understanding need and service provision 
across the Partnership will be key to future success. 
 
Over 2017-2018 the Partnership has published locality profiles and a Carers Needs 
Assessment. Further work will be done in 2018/2019 to develop more detailed needs 
assessment and these will support the preparation of a new Strategic Plan for 2019 -2022. 

 
 

Health Inequalities 

The National Health and Wellbeing Outcomes describe what health and social care 
partnerships must achieve through integration. These are set out in the Our Partnership 
section of this report. Outcome 5 states that health and social care partners will work with 
local communities to “…contribute to reducing health inequalities.” 
 
Life expectancy is one of the key indicators of health inequalities and the charts below show 
the difference in life expectancy at birth for the 15% most deprived areas of Falkirk (and 
Scotland) against the remaining 85%. 
 
Addressing health inequalities is not just about providing quality health and social care 
services.  It involves working with local partners such as Housing, Employment and the 
Falkirk Community Planning Partnership to create a better physical, social and economic 
environment for all.  
 
It also involves delivering services to those who have the greatest need. The evaluation of 
the Discharge to assess service highlighted that 55% of the recipients of the service were 
from the most deprived areas in Falkirk, while only 19% of service users were from the least 
deprived areas. 
 
 
 
 
 
 
 
 
 
 
 
Figure 9: Expectation of Life at Birth for Falkirk & Scotland, by Sex, split by level of deprivation for the period 2011-2015 
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Source - National Records of Scotland (NRS) 
 
Note on Input data - Small Area Population Estimates for 2011-2015 and death counts at the data zone level 
(obtained from NRS Vital Events) were used as input data. The population and death data was aggregated over 
a five year period (as opposed to the three year period used for other life expectancy statistics published by 
NRS) to ensure a higher level of statistical robustness. 
Error bars signify 95% confidence intervals. Please note that the ‘Years’ axis does not begin at zero. 
 
Key points on the charts above: 

1 Male and female life expectancy at birth is broadly similar for Falkirk and Scotland. 
2 The difference between male life expectancy at birth for the most deprived 15% and the least 

deprived 85% is much greater than for females. 
3 Estimates suggest that males born in one of Falkirk’s least deprived 85% areas will live on average 6.4 

years more than males born in the least deprived 15%. 
4 For females in Falkirk, there is only 2.3 years difference in life expectancy at birth between the 15% 

most deprived and 85% least deprived. 
 
 
Palliative and end-of-life care 
In Forth Valley there are approximately 3,000 deaths each year, of which approximately 75% 
could be anticipated or planned for (estimated by Information Service Division (ISD)). This 
number is projected to increase by 22% from 2013 to 2035. Our current models of health 
and social care delivery need to develop to meet this demographic challenge.   
 
We also know that in Forth Valley:    
 
 when asked up to 70% express a desire to die in their own home if possible 
 26% of deaths occur at home 
 42% of deaths occur in an acute hospital 
 8% of deaths in a community hospital 
 17% in a care home   
 7% in a hospice 
 30% of acute bed days are used by people in their last year of life 
 24% of people who are dying do not have access to the palliative care that they 

need. 
 
 
Use of Data and Intelligence 

The Partnership has been working collaboratively with the Local Intelligence Support Team 
(LIST) to promote and further the use of data and intelligence.   
 
A visual and interactive dashboard has been developed that aims to assist managers 
understand performance and variation.  The dashboard is updated on a weekly basis and 
provides managers with a near real-time picture of the current number of delays with an 
added emphasis on identifying patterns in numbers of delays. 
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The dashboard has been used by managers to monitor the drive to reduce delays due to 
sourcing packages of care. The snapshot below (Figure 10) shows how numbers of package 
of care delays have improved considerably since the inception of the dashboard:  

Figure 10: Delayed Discharge Dashboard 

 
How we are collaborating to improve 

The Partnership is working with organisations such as Healthcare Improvement Scotland 
and Improvement Hub (iHub) to ensure that health and care services continue to improve 
and evolve so that they meet the changing needs of people that use them. The “How we are 
making a difference” section of this report provided some examples of the range of work 
being completed. In addition, we are working with Glasgow Caledonian University to 
develop a Priority Setting Framework for the Falkirk Partnership. 
 
Funding was secured the Chief Scientist Office1 for a three year research project to develop, 
implement and evaluate a framework for priority setting based on principles and processes 
from economics, decision science, ethics and law.  Falkirk is the main site working closely 
with the lead researcher.  
 
The framework is being applied to Homecare Services in Falkirk.  There is an established 
Home Care Review Group looking at the provision of Home Care services. This is supported 
by a recently established Home Care Performance Reporting Group.  The framework is 
building on this existing work.  
 

 

1 The project team includes: Professor Cam Donaldson, Professor Rachel Baker, Marissa Collins, and Dr Micaela Mazzei 
Glasgow Caledonian University; Dr Lucy Frith, University of Liverpool; Professor Alec Morton, University of Strathclyde; 
Keith Syrett, University of Bristol; Paul Leak, Scottish Government 
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The process will focus on the balance of the delivery of Homecare services and is looking to 
answer the question 
 

“what balance of internal and external provision would deliver a responsive, efficient 
and sustainable Home Care provision that addresses quality, personal outcomes and 
reablement?” 

 
Using this area as the focus for priority setting will allow for a short, medium and long term 
analysis for the service. 
 
Workshops have been held with the IJB, the Homecare Review and Performance groups 
alongside Home Care managers and the Strategic Planning Group to outline and clarify how 
this is being applied to the Home Care service and to begin to develop criteria to aid 
decision making.  Data on the current resource use for both internal and external Home 
Care services is being collated.  A research team has been set up to lead and facilitate the 
process.   

 
How we involve people 

Falkirk HSCP Participation and Engagement Strategy sets out our commitment to effective 
and meaningful engagement with service users, carers, communities, staff and partners. 
Importantly, it also provides information about how people can participate and why 
participation is important. 
 
The table below shows some activity undertaken by the Partnership during 2017-2018. 

 Who was involved? 

Activity Service 
Users 

Carers Comm-
unity 

Staff Partner
s 

Representation on the IJB and Strategic Planning 
Group      

Recruitment process completed for the service user, 
carer and Third sector  positions on the IJB      

Held 6 staff engagement sessions for a range of staff 
across the HSCP, including Third and Independent 
Sector. The emerging themes and opportunities for 
better integrated working were developed. 

     

Held 8 Homecare engagement sessions for frontline 
workers and support staff at the end of 2017 and 
January 2018. The events were attended by 42% of 
frontline staff. The staff feedback provided has 
helped inform a number of key priorities for the 
service being progressed during the course of 2018. 

    

 

Implemented Living Well Falkirk. The website was 
demonstrated to MECS users, the local Scottish 
Health Council rep,  CVS Falkirk, Action on Hearing 
Loss at the Sensory Centre and the Public 
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 Who was involved? 

Activity Service 
Users 

Carers Comm-
unity 

Staff Partner
s 

Partnership Forum. Feedback is very positive and 
any areas for improvement have been fedback to 
the Steering Group and ADL Smartcare.   

Redesign of day services  for younger adults      
Conducted a public consultation on local Eligibility 
Criteria for the Carers Act. This consisted of 2 public 
events, an online and paper survey, information in 
the local press, Facebook and Twitter. 

     

Worked collaboratively to develop  the Support at 
Home (Home Support and Supported Living) 
contract 

     

Involved in work with service users, the three 
Councils and NHS Forth Valley to put in place a Forth 
Valley contract for Advocacy Services. This was led 
by Stirling Council.  

     

Local networks in place e.g. Carers Forum,  Public 
Partnership Forum, Joint Staff Forum, Providers 
Forum and Community Care and Health Forum 

     

Held a Third sector commissioning event to help co-
design how Falkirk HSCP take forward strategic 
commissioning  

     

Participation in Forth Valley wide Third Sector 
Conference, facilitation support within 2 workshops 
about Strategic Commissioning 

     

Completed integrated locality development work 
with health and social care teams and the Third 
sector 

     

Celebrated Older People’s Day - CVS Falkirk led  the 
organisation of an Older People’s Day 2017 drop-in 
event for the Partnership   

     

Held a multi-agency Forth Valley planning event to 
raise awareness of the new national Mental Health 
Strategy. Fifty one participants from across a range 
of statutory agencies and third sector organisations 
working with adults, children, educational and 
criminal justice services attended this event 

     

Held a multi-agency event following the launch of 
the Dementia Strategy. Delegates were engaged in 
determining the current position in achievement of 
each of these commitments, where the gaps were, 
who should lead on closing the gaps and how we 
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 Who was involved? 

Activity Service 
Users 

Carers Comm-
unity 

Staff Partner
s 

could measure success.  This was followed up by 
engagement with the Carers’ Centres to ensure wide 
stakeholder participation.  These outputs have 
informed the redesign of specialist dementia 
services detailed below and started the conversation 
of how communities and organisations can work 
together to achieve the commitments in the strategy   

Published articles in the local press, Falkirk Council 
newsletter, and delivered presentations to local 
groups 

    
 

Consultation with young people and their families in 
the Partnership area about how we can improve the 
way we support young people with additional 
support needs as they move from children’s to adult 
services 

    

 

Held a FV wide stakeholder workshop to review the 
future priorities for palliative and end-of-life care 
and to help shape the key actions required to deliver 
transformational change. The outputs were used to 
refine the priorities and P&EOLC action plan 

 
 

 
 

 
 

  

Reviewed the Social Work Adult Services Transport 
Policy - a questionnaire, the draft policy and a 
covering letter and were sent in hard copy to all 150 
service users currently receiving assistance with 
transport in early December 2017.  This group 
includes users of the buses for day services as well as 
those for whom taxis or volunteer drivers provide 
transport. Three drop in sessions were held in 
January 2018.  83 people completed the 
questionnaire and approximately 30 people 
attended the drop in sessions. Most respondents 
were people or the carers of people who currently 
use day services.  

     

Table 2: Partnership engagement activity 2017-18 

 
How we support our workforce 
 
The Partnership remain committed to ensure our workforce, and that of partners, is 
responsive and skilled and is able to provide care and support that is local, and of a high 
quality, consistent with our ambitions. Our workforce is the single most important resource 
in delivering high quality services and the transformation required to ensure the delivery of 
health and social care integration.  
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We ensure our workforce has a voice in the work of the partnership through the Joint Staff 
Forum which involves senior officers and staff side/Trade Union representatives.  We aim to 
work in partnership with our workforce through this Forum to ensure the local knowledge 
of our workforce is considered when improving our services.  We have always contributed 
to the Forth Valley Forum but have now set up a Falkirk specific Joint Staff Forum to ensure 
we are focused on important local issues. 
 
We are working with Forth Valley College and the independent sector to ensure the 
availability of a flexible responsive workforce with the right skills, in the right place and at 
the right time to ensure that our service users get the right level of support early enough.  
A development workshop was held in Spring 2017 with care providers and stakeholders 
from Falkirk Council and Third sector to consider working together to improve the quality of 
vocational training in Falkirk. The overall aim of the workshop was to ‘ensure that potential 
partners and stakeholders consider and help draft the design and initial function of a 
potential Training Consortium in Falkirk’. 
  
During the workshop several exercises and discussions were completed to identify the key 
areas for the consortium to consider and develop. The overall aim for the proposed training 
consortium is to ‘enhance the quality and cost effectiveness of health and social care 
vocational training in Falkirk.’ Following the workshop work discussions have continued with 
the aim of establishing a collaborative approach to training and workforce development as 
reflected in Part 2 of the National Health and Social Care Workforce Plan.  
 
The section above (How we involve people) also describes some of the work that involved 
and engaged our workforce.  

 
 

How we are working with Falkirk Community Planning Partnership 
 
The Health and Social Care Partnership is a strategic partner within the Falkirk Community 
Planning Partnership and makes a significant contribution to the CPP’s Strategic Outcomes 
and Local Delivery (SOLD) Plan in a leading capacity, as follows:  

 
 People live full and positive lives within supportive communities  
 Improving mental health and wellbeing. 

 
The Partnership also makes a distinct contribution to a number of other priorities and 
outcomes within the SOLD plan.  
 
In relation to mental health and wellbeing, the Chief Officer chairs a multi-agency Mental 
Health and Wellbeing group, who have developed an area wide action plan, which all 
partners are accountable for delivering. This is currently being reviewed following the 
publication of the national Mental Health Strategy. 
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How we are working with Children’s Services  
 
Good Transitions – Improving Transitions Planning:  

Young people with additional support needs and their families told us how we can improve 
the way we support them as they move from children’s to adult services. The work found 
optimism about the future and enthusiasm around how good transitions can be achieved 
and a realistic appraisal of the work that will be required. 
For young people with additional support to do this successfully they need the right support 
to make the transition into young adulthood. Good transition planning is of central 
importance to the achievement of their personal outcomes. This involves coordination 
within and across services including education, children’s social work, the Health and Social 
Care Partnership, health, housing, employment services and the third sector.   
The Partnership has adopted the Principles for Good Transitions to guide service delivery 
and practice and signal our commitment to excellence in transition planning. The 
Partnership has agreed to identify resources to create a strategic role to co-ordinate 
transition planning, implement the improvement actions and to create a Transitions 
Steering Group, including the terms of reference for this group.  
 
 
Safe and Together  

November 2017 saw the launch of the Safe and Together approach in Falkirk. This initiative 
is jointly supported by the Partnership and Falkirk Child Protection Committee and is 
focussed on addressing the harmful impact of domestic abuse on children, young people 
and families and communities.  
 
The approach provides a means of assessing and describing the impact of domestic abuse 
on family functioning and children’s wellbeing and development. It supports a move away 
from a broad recognition of how domestic abuse tends to impact on individuals and children 
as a group, to an understanding of how the specific abuse within that particular family has 
impacted on the individual child’s wellbeing. 
 
Safe and Together is an approach to intervene successfully with domestic abuse victims 
(survivors) to: 
 
 create non-blaming partnership  
 recognise the victim’s strengths and parenting capacity  
 strengthen the relationship between the non-abusing parent and child. 

 
An approach to intervene successfully with perpetrators of domestic abuse to: 
 
 assess risk  
 assess impact on children’s wellbeing  
 assess capacity to change  
 hold them to a high standard of parenting  
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 ensure they are visible within Child Protection processes and the Child’s Plan, 
including safety planning.  
 

The approach supports the need to change the way we view domestic abuse; to think 
differently about how we currently respond and what we do in practice. As the approach is 
being embedded across services in Falkirk this is helping to inform and achieve culture, 
systems and practice change. 
 
Partnership Funding was used to bring and launch the Safe and Together approach to Falkirk 
and this includes evaluation of the impact of using the approach on practitioners, managers 
and families. Practitioners who attended 4 days multi-agency core training in the approach 
act in the role of mentor to support wider awareness raising, use of shared language and 
embedding practice based on key principles. There is already a growing body of evidence in 
relation to culture, systems and practice change across services. 
 
 
How we are working with Housing  
 
The Falkirk Housing Contribution Statement provides an essential link between the Falkirk 
HSCP Strategic Plan and the Local Housing Strategy (LHS) with the key priority linking both 
plans being “providing housing and support to vulnerable groups”.  
 
The SCP Housing Contribution Group continues to progress actions from the LHS and the 
Housing Contribution Statement and has representation from Falkirk Council Housing 
Services, Falkirk HSCP and Registered Social Landlords(RSL). Three sub groups have been set 
up to move these actions forward. 
 
A report written for the group highlighted that there is an uneven geographic spread of 
older people’s housing with less high end care/support and specialist housing in East 
locality. There are also numerically greater numbers of older people in the East Locality. The 
group have discussed using affordable housing grant to build specialist housing for older 
people in the East Locality and looked at incorporating dementia friendly design features 
into Council new build properties.  
 
The group are reviewing the existing model of older people’s housing in order to assess if it 
is fit for purpose. They are exploring if it could be used for Extra Care Housing or if it can be 
reconfigured to address the current difficulties with the stock. 
 
Visits have taken place with officers from Falkirk Council Housing Services, Falkirk HSCP and 
Registered Social Landlord Managers to RSL developments for older people.  These visits 
considered communal facilities, housing support and social activities and how they can 
increase their usage and involve members of the local community. Over 2018/2019 we will 
continue to work with RSLs to explore opportunities to use of their facilities to develop 
community based supports.   
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How we are working with Falkirk Alcohol and Drugs Partnership 
 
The Falkirk Alcohol and Drug Partnership is a multi-agency partnership that aims to reduce 
the harm caused by the use and misuse of substances within our communities. The ADP 
oversees a broad range of activity to support individuals and communities, including: 

 
 adopt a Whole Population Approach - the team has widely distributed resources 

which are designed to increase awareness of local services available to support 
individuals and families affected by alcohol and/or drug use.  This ranges from 
leaflets to radio and plasma screen campaigns.  The topics covered range from safe 
drinking advice through to the dangers and legalities associated with buying alcohol 
for those under the age of 18.  It is thought that such work contributes, in part, to 
self-referral being one of the most common referral routes locally.  Future plans 
include an alcohol campaign targeted at older adults.   

 
 Forth Valley Recovery Community (FVRC) – this is a geographically based community 

of people who are committed to making recovery from substance misuse a reality. It 
is a community that hosts weekly events and regular activities that support people in 
various stages of recovery from substance misuse. FVRC is open to anyone who is 
affected by substance misuse with recovery activity now available 7 days of the 
week.  The FVRC is establishing strong links with other community groups across 
Falkirk and is critical to making recovery visible within the area and to delivering a 
clear message of hope and support to those contemplating or beginning their 
recovery journey. 

 
 continue to build a Recovery Oriented System of Care (ROSC), where treatment and 

aftercare are integrated and priority is given to empowering people to sustain their 
recovery. Features of a ROSC also link and contribute to the work of the IJB. 

 
 continue to operate a Critical Incident group which reviews all local drug related 

deaths for learning points and relevant service developments.  Wider Council 
services are invited to reviews including Social Work services and Housing.  Drug 
related deaths continue to be a cause of significant concern across Scotland, with 
2017 seeing the largest ever number recorded (934). 

 
 Adult addiction services working across Falkirk continue to exceed the Scottish 

Government LDP Standard in relation to waiting times.  At the end of the last 
published quarter (October – December 2017), Forth Valley exceeded the national 
target.  During this quarter, 100% of people referred for drug and/or alcohol 
treatment, were seen within 3 weeks.    This includes those in prison within Forth 
Valley.  More rapid access to treatment reduces risk not only to individuals but also 
to families and communities. 
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How we are working with Community Justice Partnership 
 
The IJB is a Community Justice partner, and as such is required to engage in the planning 
and delivery of services. The Chief Officer represents the IJB on the Falkirk Community 
Justice Partnership (CJP), which sits within the Community Planning Partnership structure.  
People with lived experience of Community Justice Services often have a range of needs. 
These will require partnership working between the IJB and CJP to ensure people access and 
make use of relevant services to address areas of need such as physical and mental health, 
housing, social welfare, education and employment. 
 
In 2017/2018, the Falkirk Community Justice Partnership was successful in funding bids for: 
 
Aspiring Communities Fund: Led by Cyrenians, in partnership with CVS Falkirk, the Prepare, 
Support and Sustain (PSS) project aims to scope out what the needs, skills, assets and 
deficits are across Falkirk for people coming to the end of their involvement with the 
criminal justice system who wish to access volunteering or work opportunities.  
 
Employability, Innovation and Integration Fund:  The Tackling Inequalities and Improving 
Outcomes project aims to reduce health inequalities and improve the health and wellbeing 
of people in the criminal justice system in order to improve their ability to engage in 
employment and training. The project aims to work with people to improve their mental 
health, deliver anticipatory care through keep well assessments, liaise with other health 
professionals over compliance and changes to medication, liaise with psychiatry and 
psychology and work with criminal justice and employability services to jointly plan 
supported pathways to employment.  
 

 
How we are working with the Third Sector 
  
In August 2017, the partnership hosted a Third sector commissioning event. This provided 
around 60 Third Sector Partners with information and the opportunity to help co-design 
how Falkirk HSCP take forward strategic commissioning in a way that develops a robust and 
sustainable partnership with Third Sector organisations, in order to deliver local services. 
The event was jointly facilitated by ALLIANCE Scotland, CVS Falkirk and HSCP 
representatives. 
 
In February 2018, at a Forth Valley wide Third Sector Conference, 2 workshops were jointly 
facilitated by representatives from Procurement and Commissioning Units within Falkirk and 
Stirling Councils. The workshops focussed on strategic commissioning with a particular focus 
on health and social care. A representative from the HSCP supported the facilitation of both 
workshops. 
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How we are working with providers  
 

Meetings Approach 
 

Care Homes 
for Older 
People 
 
 

During 2017 Care Home Managers meetings were held in January, March and 
October.  So far in 2018 meetings have been held in January and April 
(meetings now held quarterly).  These meetings provide the opportunity to 
discuss prudent information with the managers as a group. To build greater 
collaboration, the Care Home Managers are encouraged to set the agenda to 
ensure discussion points that are important to them are raised.   There are 
often guest speakers e.g. Care Home Education Facilitator, the Care 
Inspectorate and ASP Lead Officer. 
 

Care Homes 
for Adults 
 (LD, MH, PD & 
Complex Care) 
 

The first Care Home Managers meeting (for 2017) was held in June and then 
a further meeting in November.  For 2018 there has been one meeting which 
was held in March 2018.  It is the providers meetings and managers are asked 
to add items to the agenda. It is a meeting aimed at partnership working 
whereby the providers share good practice, engage in reflective practice and 
discuss lessons learned.  
 
Guest speakers are also invited to the meetings and also staff from Social 
Work Adult Services. To date we have had the Care Inspectorate attend, ASP 
lead from Adults services and Service Manager from Adult Services. OTs have 
been invited along to discuss the provision of equipment in Care Homes.   

 
Information is shared with the group in terms of forthcoming changes i.e. 
Care Inspectorate (CI) reorganisation, Duty of Candour, GDPR and new care 
standards. Adult services and CI shared good practice guidance with group 
such as SSSC guidance on supervision, etc. 
 
The feedback from participants has been very positive and the group are 
working really well together.  It has been a good demonstration of joint 
working with providers and other organisations to deliver better outcomes. 

Support at 
Home 
 

The engagement that we have had with Providers and others throughout 
17/18 in relation to Support at Home: 
 
On 23 March 2017 and 20 October 2017 we held provider consultation 
events.  These were a continuation of a series of provider workshops that 
commenced in Dec 2016. The whole process was aimed at ensuring that we 
consulted with and involved providers in the development of the new 
Support at Home framework which commenced in April 2018.  
 
A total of 35 contract mobilisation meetings were held with providers by 
Procurement and Commissioning staff and colleagues from Falkirk HSCP. 
Meetings were held to give an opportunity for providers and colleagues to 
share information around the work of the HSCP and operation of the 
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framework. The meetings also gave an opportunity to understand the work 
of organisations within the framework and what they can offer those in need 
of support living within the Falkirk area.  
 
In September 2017 a survey of carers was undertaken in partnership with 
Falkirk Carers Centre. The aim of the survey was to engage with carers and 
gain their views on what elements of home support were of importance to 
them when receiving this service.  
 
Now that the Support at Home Framework has been established, we intend 
to work alongside colleagues in the HSCP to develop Provider Forums and 
aiming for the first one to be later in the year.  
 
The purpose of these forums is to give an opportunity for providers and staff 
from HSCP and Procurement and Commissioning to meet and share practice, 
talk about innovation within the sector, any challenges and how these may 
be overcome and also any changes to legislation within the sector.  
 
We expect these meetings will develop organically and that, through time, 
providers will take much more of a role in leading on the agenda rather than 
these being led by Procurement & Commissioning staff and the HSCP. 

 
 

How we are enabling information and data sharing 
 

There has been a significant level of work undertaken by the Data Sharing Partnership (DSP) 
and IT colleagues across councils and health. This work supports a number of integration 
strategic strands with a focus on enabling information sharing and access across the care 
settings. 
 
This has resulted in established infrastructure links now being in place between the main 
health and council settings. In practice this means that access to both key health and social 
care core systems (MIDIS, SWIFT, SWISS, Care Partners and TOPAS) can be undertaken at 
the main health and council settings across the area. 
 
There has also been work around developing a Health and Social Care Information Sharing 
Portal to support clinical services.  

 
 

How Partnership Funding is supporting transformational change and redesign 
 
During 2015-2018, the Scottish Government has provided funding in the form of Integrated 
Care Funding (ICF) and Delayed Discharge (DD) Funds.  These two resources are collectively 
known as Partnership Funding. A single governance and monitoring process has been 
implemented in relation to Partnership Funding. This ensures that the collective resource 
has the potential to enable transformational change and improvement to health and social 
care provision, across the whole system. 
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Percentage of Resource by Priority / 
Theme 2017-18 

The four local investment priorities are: 
 
 Avoiding unplanned admissions 
 Health and wellbeing in communities 
 Support for unpaid carers 
 Infrastructure. 

 
2017/2018 was the final year of the current Partnership Funding Investment Programme. 
The Scottish Government have confirmed that Partnership Funding will continue to be 
allocated to Integration Authorities, however funds will be issued via the NHS baseline 
budget as opposed to a centrally monitored, ring-fenced allocation. The Scottish 
Government are keen that partnerships continue to use ICF and DD Funds to support the 
progression of local health and social care outcomes.  
 
 
Activity and Progress during 2017/2018 

This information provides an overview of how Partnership Funding has been used during the 
period 2017/2018. 
 
 
 
 
 
 
 
 
 

Table 3 

 
 

 
 

 
 
 
 
 

 
 

 

 
 
 
Figure 11: Overview of Partnership Funding 
 

Partnership Funding Spend 2017-18 

Total Spend £3,059,000 

ICF Spend £2,661,000 

Delayed Discharge Spend £398,000 

Projects Supported 40 
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Programme Learning, Challenges and Changes 

Areas of learning and proposed improvement actions were provided within the 2016/2017 
Annual Report. The table below (table 3) provides an update on progress against 
programme improvement actions during 2017/2018. Further improvement actions are also 
highlighted. 
 

Learning Point Proposed Improvement Actions Progress during 2017/2018 
Initiative 
Sustainability 

Moving forward a proactive approach to 
commissioning will be adopted with the 
Partnership working with partners to clearly 
define what services are required, based on 
evidence of local need and linkage with the 
whole system. 
Evaluation process will also continue, with 
consideration being given to sustainability and 
service redesign.  This work should sit within the 
context of longer-term local strategies and 
planning processes across the Partnership. 
 

Three year Partnership Funding 
Investment Plan approved by IJB in 
March 2018. The plan sets direction for 
investment in key areas for the period 
2018 – 2021. Investment is subject to 
governance process. 
Evaluation continues to inform 
continuous improvement and 
development within initiatives and also 
between initiatives. Programme links 
with Primary Care Transformation 
Programme, Unscheduled Care Board 
and Frailty Collaborative. 

Performance 
Management 

Continue to work with project leads to embed 
performance frameworks and encourage the use 
of this information to drive service development 
and improvement.  
Ensure that performance information is 
established at the point of initiative design. 
 

Performance management has 
improved, however leads continue to 
require some support. 
Action: 
Maintain support and assert escalation 
process consistently for non-
compliance.  

Commission-
ing Approach 

A more pro-active commissioning approach 
should be adopted to enable service 
development in line with evidence based need. 
This model of commissioning should link with 
work being undertaken regarding strategic 
commissioning. 
 
In relation to current initiatives, work will 
continue to evaluate and streamline provision. 
This will include on-going discussion via the 
Reablement Leadership Group and 
commissioning sessions for Third sector 
providers, focussing on Partnership priorities and 
collaborative service development. 

Three year investment plan approved. 
Wider commissioning work has 
progressed, with focus on: 
• Mental Health 
• Support for Carers 
• Care and Support at Home 
• Reablement 
Action: 
Develop single contract between 
Partnership and organisation 
incorporating all funding strands to 
enable effective service planning, 
collective oversight of impact and 
sustainability. 

Financial 
Management 

Principles regarding financial governance have 
been developed. These principles have been 
applied to all initiatives to help inform how 
variance in actual expenditure to approved 
allocation is treated. The implementation of the 
principles will ensure consistency of practice and 
clear accountability. 

Financial principles and an initiative 
‘Change Request’ process are in place 
and provide consistent and effective 
approach to programme management. 

Table 4 
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Strategic Commissioning 
 
Falkirk Council and NHS Forth Valley support a wide range of services delivered through 
external providers. The transfer of budgetary authority to the IJB, has provided an 
opportunity to consider how existing funding arrangements support the delivery of the 
HSCP Strategic Plan and achieve best value, whilst also adequately supporting local 
providers to develop and improve services in line with need and demand within localities.  
 
In March 2017, the IJB requested that the Leadership Group progress with work to develop 
a robust approach to the way that services across Falkirk HSCP are put in place, particularly 
within the Third Sector. Strategic commissioning is the term used for all the activities 
involved in assessing and forecasting needs, linking investment to agreed desired outcomes, 
considering options, planning the nature, range and quality of future services and working in 
partnership to put these in place. Central to the implementation of effective strategic 
commissioning process is outcomes for people. Therefore, partner, services user and carer 
involvement is critical.  The commissioning cycle is shown within figure 12, below. 
 
 
 
 
 
 
 
 

 
 
 
 
 
 

 
 
 
 
 
Figure 12: Commissioning Cycle 

 
The IJB agreed that a whole-scale review should consider: 
 
 clear alignment of investment with HSCP priorities and potential de-commissioning 

of some services which no longer meet with HSCP priorities 
 how best to engage with Partners, Services Users and Carers in the evaluation and 

design of services 
 development of contracts which enable sustainability for organisation, including the 

ability to plan ahead and better develop and retain their workforce 
 development of collaborative approaches to service delivery, encouraging providers 

to work together to support provision 

Outcomes 
For 

People 
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 maintenance of services supported through short-term funding, in line with service 
specific commissioning strategy and priority e.g. development of the Mental Health 
and Wellbeing priority of the SOLD Plan 

 the introduction of new legislation, which may change current statutory 
responsibility. 

 
In order to progress the implementation of a Partnership approach to strategic 
commissioning, it was agreed that a phased approach should be taken. On this basis, due to 
high level of need identified, the complex nature of funding, new legislation and priority 
status within the Community Planning Partnership’s SOLD plan, initial work has focussed on 
the following services: 

 
 support for unpaid carers 
 community based Mental Health 
 reablement 
 Home Care provision. 

 
A multi-agency group has oversight of the strategic commissioning work, with sub-groups of 
thematic experts taking forward activity. 

 
 

Mental Health 

Strategic Commissioning work in relation to community based mental health services, is 
intended to ensure appropriate pathways are in place to enable people experiencing mental 
health related illness to be supported within communities.  In August 2017, an initial 
Strategic Commissioning Event was held for Third Sector agencies. The feedback and key 
learning from the event has informed the work of the Mental Health Strategic 
Commissioning Working Group. This group was tasked with progressing a plan for 
commissioning mental health services that have traditionally been delivered within the third 
sector.   
 
Several Third Sector organisations are commissioned to provide services for improving, 
promoting or supporting the mental health and well being of the Falkirk population; 
however the process of commissioning these services has been fragmented with numerous 
funding streams created separately by Health and from Social Work.  Fragmenting the 
funding and commissioning process has created challenges for planning and service delivery 
in both the statutory and third sector organisations across the HSCP.   
 
The publication of the Scottish Government’s Mental Health Strategy (2017-2027) in March 
2017, the priority status allocated to Mental Health within local strategy such as the 
Community Planning Partnership’s Strategic Outcomes and Local Delivery Plan (SOLD) and 
the requirement for Integration Authorities to discharge duties in line with local, regularly 
reviewed Strategic Plans, mean that the development of a commissioning plan specific to 
community based Mental Health Services is timely and critical. 
 
The team agreed that in order to meet the needs of the population it would be important to 
commission services based on need.  This would include adult and older adult services with 
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no distinction made, wherever possible, on the age group the intended intervention is 
for.  Child and Adolescent specific services were excluded as these services are not within 
the scope of integration, however consideration was given to transition points.  In addition, 
specialist alcohol and drugs services are commissioned through a separate process, which is 
led via the Alcohol and Drug Partnership and therefore specific alcohol and drugs services 
were not directly a remit of this group.  However, owing to the incidence of co-morbid 
substance misuse within the group being considered it is essential that addictions services 
are considered within the overall context of need and provision.   
 
Early meetings of the group focussed on learning how the current commissioning 
arrangements were working and what could be improved on in terms of process. An 
exercise was also undertaken to gather information about existing service provision, 
including internal provision, service funded by the NHS Forth Valley and/or Falkirk Council 
and independent provision. The group has also reviewed interventions employed, the 
consistency of performance information and data available from services and also 
communication across services as a network.   
 
Following this initial work, the group has now established opportunities to engage with GPs 
and other colleagues within Primary Care and with providers, potential providers and 
partners working with Mental Health Services. 

 
 

Support for Carers 

Similar to the process undertaken by the Mental Health group, the Carers Strategic 
Commissioning Group initially gathered information about existing provision for carers as 
well as national and local data. This information formed a baseline for the group to then 
progress the identification of needs gaps between existing service and future service 
delivery. 
 
The Carers Act (Scotland) became operational on 1 April 2018. A considerable amount of 
work has been undertaken to understand the current and projected need for provision 
within the Falkirk Council area. The pace and complexity of the implementation 
requirements from the Act, for example, eligibility criteria and the waving of charges  have 
been significant. 
 
Support for Carers is currently in place, consistent with previous years. To date, additional 
commissioning has related to supporting the implementation of the Act and undertaking 
Carers Support Plans. Performance information is being gathered to enable the group to 
establish and identify emerging service need. This will then inform ongoing commissioning.  
 
 

  

50      Falkirk Health and Social Care Partnership 



 

Our Performance 

IJB Governance and Decision Making 
 
Falkirk Integration Joint Board (IJB) has had responsibility for the health and social care 
functions that were formally delegated to the Board since 1 April 2016.  This means the IJB 
takes responsibility for the strategic planning and commissioning of delegated functions. 
They are also responsible for ensuring the delivery of its functions, through the locally 
agreed operational arrangements of:  
 
 Social Work Adult Services 
 Community and Family Health Services relating to in-scope functions 
 Large hospital services planning, with partners who will continue to manage and 

deliver the services as part of the pan Forth Valley structures.  
 
NHS Forth Valley and Falkirk Council delegate budgets to the IJB, which decides how 
resources are used to achieve the objectives of their Strategic Plan. The IJB then directs the 
partners, through the Health and Social Care Partnership, to deliver services in line with this 
plan. The IJB controls an annual budget of approximately £213m, and is responsible for 
providing health and social services for the Falkirk area population. 
 
A governance framework is in place which covers areas including the Integration Scheme, 
IJB Standing Orders, Risk Management and Clinical and Care Governance. This framework 
covers the rules and practices by which the IJB ensures that decision making is accountable, 
transparent and carried out with integrity. The IJB has legal responsibilities and obligations 
to its stakeholders, staff and residents of the Falkirk Council area. 
 
Membership of the Integration Joint Board is set out in legislation and is made up of 19 
members. The Board has 6 voting members – 3 Falkirk Council Elected Members and 3 NHS 
Forth Valley non-executive Board members. The membership must also include senior 
officer representation from health, social work and wider stakeholders including service 
users, carers, Third Sector and staff representatives.  
 
The range of Board members has enabled insightful contributions from different 
perspectives, and informed decisions. The voice of service users and carers in particular, has 
been of importance and value to the Board.  
 
The diagram (figure 13) provides an overview of the key activities of Falkirk IJB during 
2017/2018. 
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Financial Performance  
 
The IJB Annual Accounts 2017-2018 report the financial performance of the IJB. Their main 
purpose is to demonstrate the stewardship of the public funds which have been entrusted 
to the IJB for the delivery of the IJB’s vision and its core outcomes as expressed within the 
Strategic Plan. This section summarises the information contained in the Annual Accounts 
2017 – 18. 
 
The funding available to the Integration Joint Board to support the delivery of the Strategic 
Plan comes from contributions from the constituent authorities (Falkirk Council and NHS 
Forth Valley) and funding allocated from Scottish Government. This funding includes the 
Integrated Care Fund, Delayed Discharge Funds and the Primary Care and Mental Health 
Transformation Funds. The combined funding is used by the IJB to support the delivery of 
the Strategic Plan.  
 
The IJB issues directions to the constituent authorities to utilise the funding available to 
deliver and/or commission services across the partnership on its behalf to deliver the 
priorities of the Strategic Plan. 
 
A financial report to the June 2017 meeting of the IJB highlighted that in 2017/2018 the 
Partnership faced a financial risk in respect of in scope NHS budgets of c£1.490m.  This was 
due to a number of factors including recurring pressures carried forward from the 

Figure 13: Key Activities of the Falkirk IJB 2017/18 
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2016/2017 budget and a number of savings options included in the 2017/2018 budget 
which were rated as high risk for deliverability. 
 
Despite efforts to address the financial risk, including the creation of a financial recovery 
group which met regularly, the risk did not reduce, albeit some of the pressures on the 
Partnership changed during the year.  The most significant pressure facing the Partnership 
in 2017/2018 was prescribing costs, due in part to higher drug costs for a number of 
reasons, including short supply of some medications.  This pressure was reflected nationally. 
 
A risk sharing agreement was reached between the IJB, Falkirk Council and NHS Forth Valley 
for 2017/2018.  The agreement sets out that each Partner will take responsibility for their 
overspend if applicable. It was also agreed that general reserves carried forward from 
2016/2017 of £0.213m would be applied to the overspend. 
 
The impact of the risk sharing agreement was as follows at Table 5: 
 

 £m 
Overspend on budget delegated to NHS Forth Valley 1.593 
Transfer from General Reserves (0.213) 
Net Position 1.380 
Additional funding received from NHS Forth Valley (1.380) 
Final Net Position - 
  
Underspend on budgets delegated to Falkirk Council (0.297) 
Transfer to General Reserves 0.297 

Table 5 

A summary of the 2017/2018 financial position for the IJB is shown below at Table 6: 
 

 £m 
Total Resources Available 212.847 
Total Expenditure (211.198) 
Total Comprehensive Income & Expenditure 1.649 

Table 6 

The £1.649m shown in the table above represents an underspend against funds earmarked 
for specific funding.  This unused funding has therefore been carried forward for use in 
2018-2019. 
 
The IJB adopted a reserves policy and strategy in March 2017.  The reserves of the IJB have 
increased from £4.841m as at 31 March 2017 to £6.490m as at 31 March 2018.  Of the 
£6.490m, £0.297m is a general reserve (effectively a contingency fund) and £6.193m is 
made up of a number of earmarked reserves, where funds have been ring fenced for a 
specific purpose.   
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The Set Aside budget covers the in-scope integration functions of the NHS that are carried 
out in a large hospital setting – in the case of the Falkirk Partnership, this is Forth Valley 
Royal Hospital - and this covers areas such as geriatric medicine, palliative care and mental 
health inpatient services.  The distinction is that such settings will usually provide services to 
the population of more than one local authority.   
  
NHS Forth Valley meets the pressures associated with the set aside budget and therefore 
the financial risk does not currently lie with the IJB. In 2017-2018, expenditure on Set Aside 
services was £26.300m against a budget of £25.207m.  NHS Forth Valley met the additional 
£1.093m of costs. 
 
To help address financial challenges, the IJB is committed to developing a medium term 
financial plan.  Work will progress on this during the summer 2018 with a report back to the 
IJB in the autumn.  Part of this work will include identifying sustainable budget savings 
through service change and efficiency. 
 
 
Financial Reporting on Localities 

The 2017/2018 financial information is not split into localities.  Work is underway to allow 
the Partnership to report financial information at locality level.  This work forms part of the 
overall locality planning arrangements. 
 
 
Best Value  

The governance framework is the rules, policies and procedures by which the IJB ensures 
that decision making is accountable, transparent and carried out with integrity. The Board 
has legal responsibilities and obligations to its stakeholders, staff and residents of the Falkirk 
area. 
Falkirk IJB ensures proper administration of its financial affairs by having a Chief Finance 
Officer (section 95 of the Local Government (Scotland) Act 1973).  
 
As part of the governance arrangements the Chief Officer chairs the HSCP Leadership Team.  
The partnership considers that key performance indicators, measureable progress in 
delivering the priorities of the Strategic Plan and financial performance form the basis of 
demonstrating Best Value. Therefore the evidence of Best Value can be observed through: 
 
 The Performance Management Framework and Performance Reports 
 Financial Reporting; and 
 Reporting on Strategic Plan delivery through both the Chief Officer’s reports to the 

IJB and topic specific reports. 
 
This approach is visually demonstrated in Figure 14 Best Value diagram below  
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Figure 14:  

 
Audit Arrangements  
 
The IJB Audit Committee is responsible for the promotion of best practice in the areas of risk 
management, financial procedures, internal controls, development of continuous 
improvement and review of both Internal and External Audit recommendations. The 
Committee approved the Internal Audit plan for 2017/2018 in September 2017, which was 
based on an assessment of the risks facing the IJB. Their review will cover Corporate, Staff, 
Care, Financial and Information Governance.  
 
The Audit Committee will consider an Internal Audit progress report and the Annual Internal 
Audit Report for 2017/2018 which will provide the Chief Internal Auditor’s opinion on the 
IJB’s internal control framework.  
 
Ernst & Young is the external auditor of the IJB for the five year period from 2016/2017 to 
2020/2021. They prepare an Annual Audit Plan, for the benefit of IJB management and the 
Audit Committee that sets out their proposed audit approach for the audit of the financial 
year ahead.  
 
These reports will be available from September 2018 and can be found through the link.  

 
 
Performance Management  
 
The IJB fulfils its ongoing responsibility to ensure effective monitoring and reporting on the 
delivery of services, relevant targets, and measures which are set out in the Strategic Plan 
and integration functions. 
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The Partnership reports progress against the suite of national integration indicators. This 
enables us to understand how well our services are meeting the needs of people who use 
our services and communities. 
 
Our performance for 2017/2018 is set out in the following table: 

National Indicators 

  
NI Title 

Falkirk Partnership 
Comparator 

Average  Scotland 
  2015/16 2017/18 2017/18 2017/18 

O
ut

co
m

e 
In

di
ca

to
rs

 

NI - 1 Percentage of adults able to look after their 
health very well or quite well 93% 92% 93% 93% 

NI - 2 
Percentage of adults supported at home 
who agreed that they are supported to live 
as independently as possible 85% 83% 81% 81% 

NI - 3 
Percentage of adults supported at home 
who agreed that they had a say in how their 
help, care, or support was provided 80%  76% 75% 76% 

NI - 4 
Percentage of adults supported at home 
who agreed that their health and social care 
services seemed to be well co-ordinated 79% 72% 77% 74% 

NI - 5 Total % of adults receiving any care or 
support who rated it as excellent or good 81% 81% 81% 80% 

NI - 6 
Percentage of people with positive 
experience of the care provided by their GP 
practice 84% 81% 83% 83% 

NI - 7 

Percentage of adults supported at home 
who agree that their services and support 
had an impact on improving or maintaining 
their quality of life 84% 78% 82% 80% 

NI - 8 Total combined % carers who feel 
supported to continue in their caring role 43% 37% 37% 37% 

NI - 9 Percentage of adults supported at home 
who agreed they felt safe 85% 84% 84% 83% 

NI - 10 
Percentage of staff who say they would 
recommend their workplace as a good 
place to work NA NA NA NA 

Note: Figures are not available for 2016/17 for indicators 1-10 as the Health and Care Experience Survey (HACE)  
is completed every two years. Additionally for these indicators, a different weighting methodology was used in 
the most recent Scottish Government publication in May, and the previous years were recalculated. As a 
consequence, figures in this year’s annual report may not align with last year’s annual report. 
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NI Title 

Falkirk Partnership 
Comparator 

Average Scotland 
  2015/16 2016/17 2017/18 2017/18 2017/18 

Da
ta

 In
di

ca
to

rs
 

NI - 11 Premature mortality rate per 
100,000 persons 440 466 427 416 425 

NI - 12 Emergency admission rate (per 
100,000 population) 11,524 11,768 12,362 13,067 11,959 

NI - 13 Emergency bed day rate (per 
100,000 population) 136,656 144,727 133,709 123,786 115,518 

NI - 14 Readmission to hospital within 28 
days (per 1,000 population) 112 121 117 100 97 

NI - 15 
Proportion of last 6 months of life 
spent at home or in a community 
setting 86% 86% 87% 88% 88% 

NI - 16 Falls rate per 1,000 population 
aged 65+ 20 

 
20 

 
22 

 
21 

 
22 

NI - 17 
Proportion of care services graded 
'good' (4) or better in Care 
Inspectorate inspections 84% 86% 88% 88% 85% 

NI - 18 
Percentage of adults with 
intensive care needs receiving care 
at home 64% 63% NA 63% 61% 

NI - 19 
Number of days people spend in 
hospital when they are ready to be 
discharged (per 1,000 population) 864 1,023 921 724 772 

NI - 20 

Percentage of health and care 
resource spent on hospital stays 
where the patient was admitted in 
an emergency 25% 26% 25% 23% 23% 

NI - 21 

Percentage of people admitted to 
hospital from home during the 
year, who are discharged to a care 
home NA NA NA NA NA 

NI - 22 
Percentage of people who are 
discharged from hospital within 72 
hours of being ready NA NA NA NA NA 

NI - 23 Expenditure on end of life care, 
cost in last 6 months per death NA NA NA NA NA 

Source: ISD Scotland 
Note: NA indicates where data is not available yet.  
Comparators: Include members of Family Group 3: Dumfries and Galloway; Fife; South Ayrshire; West Lothian; 
South Lanarkshire; Renfrewshire and Clackmannanshire. 
http://www.improvementservice.org.uk/benchmarking/how-do-we-compare-councils.html  
Table 7: National Indicators 
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Local Indicators 
 
The following section provides an ‘at a glance performance summary of local indicators’ 
for 2017/2018 where this data is available. The tables also provide “a direction of travel” 
compared to 2016/2017 performance, where this can be compared.  
 
The Partnership has produced a Strategy Map which details the Partnership’s vision, 
local outcomes, and maps these against the national Health and Wellbeing Outcomes, 
National Core Indicators, MSG integration indicators and local Partnership indicators.  
 

1. Local Outcome: Self-management 

 2016/2017 2017/2018 * 
25 Emergency department 4 hour wait Falkirk 92.9% 87.3%  

 
2. Local Outcome: Autonomy and Decision Making 

 2016/2017 2017/2018 * 
29 Emergency admission rate per 100,000 Falkirk population 1,036 985.82  
31 Acute emergency bed days per 1000 Falkirk population 592 861.08  
33 Number of patients with an Anticipatory Care Plan in Falkirk n/a 6,685 ▬ 
35 Key Information Summary as a percentage of the Board area list size 

Falkirk n/a 4.2% ▬ 
 

 
Self Directed Support (SDS) options selected:  People choosing 

March  
2017 

March 
2018 * 

37 SDS Option 1: Direct payments (data only) 32 (1.2%) 26 (0.9%)  
38 SDS Option 2: Directing the available resource (data only) 83 (3.1%) 99 (3.6%)  
39 SDS Option 3: Local Authority arranged (data only) 1,749 

(66.3%) 
1,980 

(71.3%)  
40 SDS Option 4: Mix of options, 1,2 (data only) 45 (1.7%) 56 (2.0%)  
41 No recorded SDS Option (data only) 730 (27.7%) 617 

(22.2%)  
 
3. Local Outcome: Safe 

 2016/2017 2017/2018 * 

43 Readmission rate within 28 days per 1000 Falkirk population 1.37 0.73  

44 Readmission rate within 28 days per 1000 Falkirk population 75+ 1.26 1.28  

45 Number of Adult Protection Referrals (data only) 540 706  

46 Number of Adult Protection Investigations (data only) 47 81  
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47 Number of Adult Protection Support Plans (data only) 10 24 * 

48 The total number of people with community alarms at end of the period 4,481 4,469  

49 Percentage of community care service users feeling safe 91% 90%  
 

4. Local Outcome: Service User Experience 

 2016/2017 2017/2018 * 
54 Standard delayed discharges 29 23  
55 Delayed discharges over 2 weeks 14 19  
56 Bed days occupied by delayed discharges 631 786  
57 Number of code 9 delays 9 25  
58 Number of code 100 delays 5 4  
59 Delays - including Code 9 and Guardianship 38 48  

60 Percentage of service users satisfied with their involvement in the design 
of their care package 98% 98% ◄► 

61 Percentage of service users satisfied with opportunities for social 
interaction 93% 93% ◄► 

62 Percentage of carers satisfied with their involvement in the design of care 
package 93% 91%  

63 Percentage of carers who feel supported and capable to continue in their 
role as a carer OR feel able to continue with additional support 90% 91%  

 
 

2016/2017 
2017/2018 

Stage 1 Stage 2 
64 The number of Social Work Adult Services (Stage 1 & 2) complaints 

completed within timescales. 62 70 7 

The proportion of Social Work Adult Services (Stage 1 & 2) complaints 
completed within timescales. 57.4% 63.6% 58.3% 

 
 2016/2017 20172018 

S1  S2 S1 S2 

65 Proportion of Social Work Adult Services 
complaints upheld 
 

% upheld 

n/a 

36.4 33.3 

% partially upheld 26.4 41.7 

% not upheld 37.2 25.0 
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5. Local Outcome: Community Based Support 

 2016/2017 
Annual 

Indicator 
2017/2018 

67 The total respite weeks provided to older people aged 65+ 1,527 Annual 
indicator data 
not available 

68 The total respite weeks provided to older people aged 18-64 
 578 

 
 2016/2017 2017/2018 * 
69 Number of people aged 65+ receiving homecare * 1,807 1,642 (Q3)  
70 Number of homecare hours for people aged 65+ * 13,949 13,938 (Q3)  
71 Rate of homecare hours per 1000 population aged 65+ * 489 478 (Q3)  
72 Number receiving 10+ hrs of home care * 401 458 (Q3)  
73 The proportion of Home Care service users aged 65+ receiving personal 

care * 92.4% 90.7% (Q3)  
76 Percentage of Rehab At Home service users who attained independence 

after 6 weeks (target – 80%) 92.3% 66.7%  
77 Percentage of Crisis Care service users who are retained in the community 

when service ends (target - 70%) 75.2% 74.4%  

78 Number of new Telecare service users 65+ (data only) 75 132  
79 The number of people who had a community care assessment or review 

completed 8,932 9,213  
80 The number of  Carers’ Assessments carried out 1,624 1,656  
81 The number of overdue 'OT' pending assessments at end of the period 316 285  

 
 2016/2017 2017/2018  
82 Proportion of last six months of life spent at home 86%   
83 Number of days by setting during the last six months of life: Community 241,236   

 
 
 
 
 
 
 

* Direction of travel relates to previously reported position 
 Improvement in period 
◄► Position maintained 
 Deterioration in period 
▬ No comparative data 
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Inspection of Falkirk HSCP Registered Services 
 
The Care Inspectorate is responsible for the regulation of care standards and assess quality 
under 4 themes: 
 
 care and support 
 environment 
 staffing and management  
 leadership. 

 
Throughout 2018/2019 we will continue to work with providers to strengthen relationships 
and develop systems to effectively monitor all registered and commissioned services being 
delivered across the Falkirk Council area. 
 
 
Residential Care Homes (Older People) 

Falkirk HSCP area has 941 care home beds between 21 residential and nursing care 
homes.  Five of these residential care homes are owned by Falkirk Council and 16 care 
homes owned by the independent sector care homes. 
 
At the end of the 2017/2018 financial year the percentage scores from all homes in the 
Falkirk Council area were as follows: 

 
Over 2017/2018, Care Inspectorate grades for Care Homes improved. The general position 
continues to be held across the sector with 85% of providers scoring excellent, very good or 
good across all 4 Care Inspectorate themes.  By comparison last year, 70% of providers 
scored excellent, very good or good.  The area of focus in 2018/2019 will be to eliminate any 
weak and unsatisfactory grades, particularly in the theme of Care and Support.    
 
 
Residential Care Homes (Adults) 

Falkirk HSCP area has 11 adults residential care homes in the area with a capacity of 141 
beds.  Ten of the care homes are owned by the independent sector and one is owned by 
NHS Forth Valley.  
 
At the end of the 2017/2018 financial year the percentage scores from all Adult Care homes 
in the Falkirk Council area were as follows: - 
 

 Good 
Very  Good Excellent 

Unsatisfactory Weak 
Adequate 

Care & Support 87% 13% 
Environment 83% 17% 
Staffing 91% 9% 
Leadership & Management 78% 22% 
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Over 2017/2018, Care Inspectorate grades for Adult Care Homes improved. The general 
position continues to be held across the sector with 69% of providers scoring excellent, very 
good or good across all 4 Care Inspectorate themes.  By comparison to last year, 64% of 
providers scored excellent, very good or good.  The area of focus in 2018/2019 will be to 
eliminate any weak and unsatisfactory grades, particularly in the theme of Care and 
Support.  As at 31 March 2018, none of the adult care homes scored a weak Care 
Inspectorate grade.   
  
 
Care at Home and Housing Support Services 

Falkirk HSCP area has 38 organisations engaged in the delivery of Care at Home and Housing 
Support Services, supporting in excess of 1000 people to remain living in their own homes in 
their local communities.  
  
The Care Inspectorate is responsible for the registration, regulation and inspection of all 
care at home and housing support providers carrying out inspections under 3 themes: 
 

 care and support 
 staffing  
 management and leadership.   

  
At the end of the 2017/2018 financial year the percentage scores from all Care at Home and 
Housing Support providers engaged in service delivery in the Falkirk Council area were as 
follows:  

 
Due to changes to the way in which services are inspected not all organisations are 
inspected under all themes at each inspection which accounts for the lower percentage of 
providers graded under the themes of Staffing and Management and Leadership.  
 
The following key themes emerged during the financial year 2017/2018: 
  
 97.4% of providers attained grades of excellent, very good or good in the theme of 

Care and Support an increase of 5.9% from the previous year 

 Good 
Very  Good Excellent 

Unsatisfactory Weak 
Adequate 

Care & Support 64% 36% 
Environment 73% 27% 
Staffing 73% 27% 
Leadership & Management 64% 36% 

 Good 
Very  Good Excellent 

Unsatisfactory Weak 
Adequate 

Care & Support 97.4% 2.6% 
Staffing 55.3% 2.6% 
Leadership & Management 60.5% 5.3% 
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 annual spend increased by over £2.5M due to increased demand for services and 
due to the continuing financial investment to support the payment of the Scottish 
Living Wage throughout the social care sector 

 providers were engaged in a number of workshop sessions seeking their input to the 
development of a new framework agreement. Following a successful tender exercise 
carried out in late 2017 a framework agreement was established for a period of 2 
years from 1 April 2018.  

 
 

Inpatient Mental Health and Learning Disability Services 

The Mental Welfare Commission (MWC) undertakes a rolling programme of visits to mental 
health and learning disability inpatient services.  Some are planned visits (announced) and 
others are unannounced or are part of a national themed approach by the Commission. 
 
Reports from all visits are published on the MWC website and services are asked to provide 
an action plan within 3 months of a Report being published.  Reports cover areas of good 
practice as well as areas where the Commission would like to see improvements.   
 
There have been seven reports published in Forth Valley in recent months covering 
inpatient facilities at FVRH, Bellsdyke and Lochview (Learning Disability). 
 
A detailed report is being prepared for discussion at the next meetings of both the Health 
Board Clinical Governance and IJB Clinical and Care Governance Committee.  Some of the 
highlighted by the Commission include: 
 
 the need to ensure, through audit, that care plans are person centered and outcome 

focused 
 the need to review and improve provision of meaningful activity within inpatient 

settings 
 more priority needs to be given to providing a more comfortable therapeutic 

environment, particularly in acute admission wards. 
 
Good practice examples were also highlighted in reports including the improved focus on 
physical care in the acute admissions wards with the establishment of the National Early 
Warning Score (NEWS) system; positive feedback on the innovative and positive ethos 
developed in Hope House and the quality of leadership and care observed in Trystview, 
Russell Park and Lochview in particular. 
 
Action Plans to address the recommendations arising from visits have now been submitted 
to the Mental Welfare Commission and will be discussed at the Forth Valley MWC End of 
Year Review meeting to be held November 2018.   There are some consistent themes and 
there is ongoing action in the following areas: 

 Person Centred Care Planning:  Ongoing work is required to ensure there is 
consistency in the quantity of care plans across all inpatient areas with clear 
evidence of person specific interventions and patient involvement.  This is being 
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achieved through a process of audit with additional teaching and training of staff as 
required, and re-inforcement through staff supervision. 
 

 Meaningful Activity:  Plans are in place to introduce 3 Activity Co-ordinators into the 
Mental Health Unit who will have protected time to ensure activity programmes are 
available consistently.  These posts will be introduced over the summer as part of a 
wider review of the nursing workforce across the Unit. 
 

 Ward Environment:  Ward staff continue to take action to improve the ward 
environment and there has been recent investment in more comfortable furniture in 
the Inpatient Units.  Artlink resources are also being prioritised to support work in 
the Inpatient Unit.  Upgrading of showers in Trystview have been approved together 
with other improvements to the infrastructure of the ward. 
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Looking forward  

The Annual Performance Report highlights our work in the past year, some of which will 
continue into the year ahead.  
 
Further areas of work that will take place in 2018/2019 include: 
 

 develop our Strategic Plan 2019 – 2022, working with the Strategic Planning Group 
 
 continue work to further delegate services from NHS Forth Valley into an integrated 

health and social care structure 
 
 work with Primary Care to implement the Primary Care Improvement Plan  
 
 work with the West of Scotland Regional Planning Group to prepare a regional 

delivery plan to implement the Health and Social Care Delivery Plan. The 
development and delivery of the regional plan requires ongoing engagement with 
partners across the region with the aim of continuous improvement in wellbeing and 
care of the population. 

 
 continue to implement the Carer’s Act, including the production of the Short Breaks 

Services Statement; monitor the uptake of Adult Carer Support Plans and the 
outcomes to carers and implement our commissioning approach for carer support 

 
 develop our approach to the national Digital Health and Care Strategy, including 

replacement of technology from analogue to digital platforms 
 
 deliver a comprehensive workforce development programme that is responsive to 

the needs of the workforce now and in the future. This will make best use of all 
available learning platforms, including modern and digital technology. We will 
continue to actively promote Health and Social Care as a positive career destination. 
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List of terms used in the Annual Performance Report 

A&E Accident and Emergency Department (casualty) 

Activities of daily living Tasks that people carry out to look after their home, 
themselves and when taking part in work, social and 
leisure activities 

Admitted (to hospital) Being taken into hospital 

Adult support and protection Things we can do to identify, support and protect 
adults who may be at risk of harm or neglect and 
who may not be able to protect themselves 

Alcohol and Drug Partnership ADPs are multi agency partnerships established to 
implement and respond to the national strategies on 
alcohol, drugs, tobacco and volatile substances 
across the whole population.  ADPs also have a 
responsibility to develop a local substance strategy 
which addresses prevention.  This must ensure that 
the range of treatment options that are required to 
promote recovery from substance use problems are 
provided for and available at point of need.   
 
 
 
 
 

Anticipatory Care Plans (ACPs) A plan prepared by a person with health/care needs 
along with a professional. The plan lays out what the 
person would prefer if/when their condition 
changes. 

Assessment Process used to identify the needs of a person so 
that appropriate services can be planned for them 

Balance of care How much care is given in the community compared 
to how much is given in hospitals etc 

Bed based services Those services such as inpatient wards in a hospital 
where people are cared for overnight 

Bed days The number of days that beds in hospital are 
occupied by someone 

Carer A carer is a person, of any age, who looks after 
family, partners or friends in need of help, because 
they are ill, frail or have a disability and need 
support to live independently. This care is unpaid 
however the carer may be in receipt of carers 
allowance but this is not considered to be payment. 

Adult Carers Support Plan An assessment to find out what a carer (unpaid, 
informal carer) needs (such as respite, short breaks 
etc) and how services can support them better 
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Clinical and Care Governance Clinical and care governance is a systematic 
approach to maintain and improve  care in a health 
and social care system. This will provide assurance 
to the IJB on the systems for delivery of safe, 
effective, person-centred care in line with the IJB’s 
statutory duty for the quality of health and care 
services.  
 
 Commission (a service) Buying a service from another to meet the needs of 
a population 

Community assets The building and other resources owned by a 
community 

Community Planning Partnership Where public agencies work together with the 
community to plan and deliver better services which 
make a difference to people’s lives 

Delayed discharge Where someone is unable to leave hospital because 
the appropriate care and/or support is not yet 
available for them at home 

Delegated function A service that the new partnership will be 
responsible for 

Delivering (a service) Carrying out a service 

Demographic challenges Changes in population (e.g. more older people) that 
mean we have to change how we provide our 
services 
 
 

Direct payments Means-tested payments made to service users in 
place of services they have been assessed as 
needing. This allows people to have greater choice in 
their care 

Early intervention Giving support, care and/or treatment as early as 
possible 

End of Life Care Addresses the medical, social, emotional, spiritual 
and accommodation needs of people thought to 
have less than one year to live. It includes a range of 
health and social services and disease specific 
interventions as well as palliative and hospice car for 
those with advanced conditions who are nearing the 
end of life. 

Engagement Having meaningful contact with communities e.g. 
involving them in decisions that affect them 
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Facilitate/facilitator/facilitation Making a process easy or easier 

Front line staff Staff who work directly with users of a service 

Governance The way that an organisation is run 

Health inequalities The gap that exists between the health of different 
population groups such as the well-off compared to 
poorer communities or people with different ethnic 
backgrounds 

Independent sector This includes voluntary, not for profit, and private 
profit making organisations. It also includes housing 
associations 

Integrated care The aim is to enable better co-ordinated, joined-up 
and more continuous care, resulting in improved 
patient experience while achieving greater efficiency 
and value from health and social care systems 

Integration The term used to describe the partnership working 
between health and social care services as outlined 
in the Public Bodies (Joint Working) (Scotland) Act 
2014 

Integration Joint Board (IJB) The IJB is responsible for running the partnership 
and has members from Falkirk Council and NHS 
Forth Valley, staff representatives, the Third Sector 
and the public 

Integration Scheme The detail of our model of integration is laid out 
within our Integration Scheme. This scheme sets out 
a robust and transparent framework for the 
governance and operation of the Falkirk Health and 
Social Care Partnership. This includes detail such a 
financial arrangements, governance arrangements, 
data sharing, liability and dispute resolution. 

Joint working Different teams and organisations working together 

Locality One of the three areas Falkirk will be divided into for 
planning purposes 

Locality-based Situated in a locality 

Long term conditions (LTC) Conditions that last for a year or longer and may 
need ongoing care and support (such as epilepsy, 
diabetes etc) 

Multi-agency Where several different organisations work together 
in the interests of service users and carers 

Multidisciplinary Where several different professionals work together 
in the interests of service users and carers 
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Multi-professional Where several different professionals work together 
in the interests of service users and carers 

National Health and Social Care 
Standards 

Scottish Ministers developed the National Health 
and Social Care Standards to ensure everyone in 
Scotland receives the same high quality of care no 
matter where they live 

Outcomes See “Personal outcomes” 

Palliative care Is an approach that improves the quality of patients 
and their families facing the problem associated 
with life-threatening illness, through the prevention 
and relief of suffering by means of early 
identification and impeccable assessment and 
treatment of pain and other problems, physical, 
psychosocial and spiritual. 

Partnership see Falkirk Health and Social Care Partnership 

Personal outcomes The changes or improvements that have taken place 
during the time someone has been receiving support 

Person centred Putting the needs and aspirations of the individual 
service user at the centre of our work 

Priorities Things we think are important to do 

Proactive Creating or controlling a situation rather than just 
responding once it’s happened 

Readmission Being taken back into hospital shortly after having 
been discharged 

Recruitment and retention Being able to recruit and keep staff 

Reablement service  Reablement service will begin at the point of 
assessment and have a focus on independence 
through the delivery of a short-term person centred 
approach by a multidisciplinary team of well-trained 
staff working with patients, carers and their families                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                  
 

Resilience Being able to cope with and recover from difficult 
situations 

Risk management The process of identifying, quantifying, and 
managing the risks that an organisation faces 

Self management Where people take responsibility for and manage 
their own care. Encouraging people with health and 
social care needs to stay well, learn about their 
condition and remain in control of their own health 
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Self directed support When the person who needs services directs their 
own care and has choice when it comes to their 
support 

Social Care Any form of support or help given to someone to 
help them take their place in society 

Strategic Plan The plan that describes what the partnership aims to 
do and the local and national outcomes used to 
measure our progress 

Sustainable Can be maintained at a certain level or rate 

Third sector Voluntary and community groups, social enterprises, 
charities 

Transformational change A complete change in an organisation, designed to 
bring big improvements 

Unplanned admissions Being taken into hospital as an emergency 
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If you would like this information in another language, Braille, large print or audio tape 

please call 01324 504021 or email integration@falkirk.gov.uk 
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Our Second Year 
……………………………............................................................. 
Message from the Chair 
 
Welcome to our second Annual 
Performance Report which reflects on our 
progress together as a Partnership since it 
was established on 1 April 2016.  
 
We are the only Health and Social Care 
Partnership in Scotland incorporating two 
Local Authorities and one Health Board – 
and this provides us with some unique 
opportunities to work together to develop 
our services to improve the outcomes for 
the people of Clackmannanshire and 
Stirling. 
 
As an Integration Joint Board we 
recognise the considerable contribution of 
the Clinicians and the workforce of 
Clackmannanshire Council, NHS Forth 
Valley, Stirling Council, providers of 
services in the independent and voluntary 
sectors and wider partners to the delivery 
of high quality, effective care and support. 
Their knowledge, skills and experience 
along with the feedback from the people 
who use services and their communities 
has been invaluable in shaping the 
ambitious change agenda. 
 
I would also like to thank the members of 
the Integration Joint Board for their 
contributions during the year and in 
particular Councillor Scott Farmer for his 
chairmanship of the Board over the last 
year. 
 
I am pleased that we are able to provide 
so many examples of effective joint 
working in this report. There is much to be 
proud of but we know that we still have 
work to do to continue to meet the 
challenge of the growing and changing 
level of need in our population, against a 
backdrop of financial challenge. I hope 
that this report will give you a welcome 
insight into the wide range of excellent 
work already taking place across our 
services and communities.   

 
 
 
 

 
 

John Ford, IJB Chair 

 
 

 
 
 

 
 
 
 
 

 
 
 
 
 
 
 
 
 
 

Special thanks must go to the service users 
and carers who have been willing to share 

their story with us throughout this report and 
online. 
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Introduction 
 
Our vision is 
‘to enable people in the 
Clackmannanshire and Stirling 
Health and Social Care Partnership 
area to live full and positive lives 
within supportive communities.’ 
 
Our Strategic Plan sets out how we work 
together to achieve this vision.  Some of 
our key achievements over this year 
include:   
 

 Delivering a range of intermediate care 
bed based and care at home health 
and social care services   

 Engaging our workforce, stakeholders 
and communities in service 
transformation and redesign, including 
preparation for the opening of the 
Stirling Health and Care Village 

 Continuing to reduce delays in 
discharge from hospital   

 Supporting primary care services to 
develop their services in local clusters  

 Achieving our Technology Enabled 
Care Programme objectives with 
1,226 new users of telecare over a 2 
year period 

 Working with communities to develop 
a model of neighbourhood care based 
upon the Buurtzorg principles.  

 Working to change the way we  
support unpaid carers in line with the 
new carers legislation 

 

 
 
We have been working in partnership with 
organisations such as Healthcare 
Improvement Scotland’s Improvement 

Hub [iHub], the Scottish Health Council 
and Glasgow Caledonian University to 
explore and develop how we work 
together to prioritise our resources and to 
improve the experiences of people who 
are in receipt of services.    
 

 
 
We have continued to work closely with 
the Alliance in Clackmannanshire and the 
Community Planning Partnership in 
Stirling, clinicians, staff groups, providers 
of services, volunteers, local communities 
and not least patient, service user and 
unpaid carer groups to help us develop 
our services to deliver safe, effective care 
and support to people and to begin to 
address some of the issues for our wider 
communities. 
 
At a wider Partnership level we are 
involved with the emerging regional 
planning for health and social care 
services.   
 
This report tells us that we have 
maintained an overall good performance 
against the national Health and Wellbeing 
Outcomes, with the Partnership 
performing above or in line with the 
national average in most of the core 
indicators. This performance is set against 
a backdrop of increasingly complex needs 
of the people who require care and 
support and a challenging financial 
environment.   
 
Towards the end of 17/18 the Partnership 
engaged in a Strategic Inspection which 
looked at how well we are planning and 
delivering our services.  This inspection 
was carried out by the Care Inspectorate 
and Healthcare Improvement Scotland.  
We await the report from the Inspection 
which is due in early Autumn 2018.  
 

To help drive improvement and change, the 
Joint Management Team is reviewing its  

performance reporting and data to achieve a 
more consistent approach to the gathering 

and reporting of performance.  

We are undertaking a range of reviews of 
services to ensure they offer best value 
in terms of both effectiveness and are 

efficient to help us live within the 
available resources. 

https://nhsforthvalley.com/wp-content/uploads/2015/11/Strategic-Plan.pdf
https://www.buurtzorg.com/about-us/buurtzorgmodel/
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Finally, I would also like to take the 
opportunity to thank the Chair of the 
Integration Joint Board during 2017/2018, 
Councillor Scott Farmer, the Vice Chair 
John Ford and the members of the 
Integration Joint Board for their work and 
support over this year.   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Further thanks also go to the members of 
the Strategic Planning Group and to our 
partners and their staff, clinicians, and not 
least to the many people who use our 
services and local communities for their 
willing engagement, ideas and energy.  
 
We look forward to 2018/19 and the next 
year of our journey towards greater 
integration of services. 

 

 
 

Shiona Strachan, Chief Officer 

 

 

  

Models of Neighbourhood Care approach in 
Stirling has taken a ground up approach to 

developing a community based service, with the 
development work supported by a community 

reference group.   
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1. About Us  
………………………………………………………………………… 
Background 
 
The Clackmannanshire and Stirling 
Integration Authority and its governing 
Integration Joint Board is a separate legal 
body which became responsible for the 
strategic planning and delivery of 
community based health and social care 
services to adults and older people from 
April 2016.  
 
The Integration Joint Board, often referred 
to as the IJB, has 12 voting members: 6 
are NHS Forth Valley Board and 6 are 
Elected Members from the two Councils [3 
from Clackmannanshire Council and 3 
from Stirling Council]. There are also 7 
non voting members, including 
representatives from service user, patient 
and unpaid carer groups and from the 
third sector.  The Board is supported in its 
work by the Strategic Planning Group 
which has membership drawn from across 
the Partnership area.  Importantly, it 
includes the third and independent sector, 
carers’ organisations, the local Hospice 
and palliative care services, service 
users/patients and carers. 

 

 
 
Our Strategic Plan and Partnership 
Priorities  
 
The Strategic Plan [2016-2019] 
established the Partnership vision and 
outlined the local and national outcomes 
[the basis for the performance framework], 
a high level approach to locality planning 
and the eight local priorities. Work is 
ongoing through 18/19 to review and  

 
 
update the Strategic Plan. 
 
The high level priorities, expressed as a 
series of ‘we will’ statements, in the 
Strategic Plan are –  

 
 Further develop systems to enable 

front line staff to access and share 
information 

 Support more co location of staff from 
across professions and organisations 

 Develop single care pathways 
 Further develop anticipatory and 

planned care services 
 Provide more single points of entry to 

services 
 Deliver the Stirling Health & Care 

Village 
 Develop seven day access to 

appropriate services 
 Take further steps to reduce the 

number of unplanned admissions to 
hospital and acute services 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

The Partnership Annual Audit 
Report (Audit Scotland), 

published in September 2017, 
highlighted: 

 
 IJB open and transparent 

in the way it conducts 
business – public can 
attend meetings and 
access agendas and 
meeting papers 

 

 The IJB has appropriate 
governance arrangements 
in place that support 
scrutiny of the Board. 

https://nhsforthvalley.com/about-us/health-and-social-care-integration/clackmannanshire-and-stirling/clacks-and-stirling-integration-board/
https://nhsforthvalley.com/about-us/health-and-social-care-integration/clackmannanshire-and-stirling/clacks-and-stirling-integration-board/
https://nhsforthvalley.com/about-us/health-and-social-care-integration/clackmannanshire-and-stirling/clacks-and-stirling-integration-board/
https://nhsforthvalley.com/about-us/health-and-social-care-integration/clackmannanshire-and-stirling/clacks-and-stirling-integration-board/
https://nhsforthvalley.com/wp-content/uploads/2015/11/Strategic-Plan.pdf
https://nhsforthvalley.com/wp-content/uploads/2015/11/Strategic-Plan.pdf
https://nhsforthvalley.com/wp-content/uploads/2015/11/Strategic-Plan.pdf
https://nhsforthvalley.com/wp-content/uploads/2015/11/Strategic-Plan.pdf


 

 
 

Annual Performance Report 2018                  5   
 

The following diagrams represent the core 
Partnership delivery priorities for 2017-
2019 and the underpinning enablers, 
which also involve redesign activity.  
Together they make up the content of the 
Partnership’s Transforming Care 
Programme and focus on the actions the 
Partnership can take together to 
strengthen and develop the building 
blocks for community based services. 
 

 
 

 
 
 

 

78% think care 
or support 

they receive is 
excellent or 

good 

The enablers are a set of 
activities which support the 
development and delivery of 
the priorities. 
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Planning Localities 
The Strategic Plan identified the planning 
localities for the Health and Social Care 
Partnership.   
 
The population of the Partnership area is 
estimated at 142,770, with 64% of the 
population residing in Stirling and 36% in 
Clackmannanshire.  The age profile of the 
population is similar to that of Scotland as 
a whole - with growing numbers of older 
people.  
 

 
 
Locality profiles were established in 2016 
and work is ongoing at a local level to 
develop the data for the 3 designated 
localities within the Partnership.   
 
As part of the over arching programme we 
have work-streams which are specific to 
each of the Localities and reflect their 
priorities. A considerable amount of work 
has been carried out with our 
communities, building on the work already 
taking place through the Community 
Justice Partnerships, Community Planning 
Partnership for Stirling and 
Clackmannanshire Alliance.   
 
The Strategic Planning Group oversees 
locality performance and planning and this 
will develop over 18/19. 
 

 
Clackmannanshire Locality 
 
 The rate of unplanned admission and 

readmission to hospital are highest in 
the Partnership, and attendance at ED 
is forecast to rise. 

 Satisfaction around coordination of 
services and support to Carers. 

 Clackmannanshire has some of the 
most deprived areas in Scotland with 
associated health challenges. Life 
expectancy is lower for a wide range 
of the population, especially females. 

 Locality Workstream - as a Partnership 
we have strong investment in the 
development and delivery of bed 
based and care at home (reablement) 
services, which support people in their 
recovery from ill health, and are key to 
the Partnership’s approach to 
supporting effective discharge from 
hospital and preventing readmission.   

 
Stirling City, Eastern Villages, 
Bridge of Allan and Dunblane 
Locality 
 
 Rising trend of attendances at ED and 

hospital admissions, with highest rate 
of reported falls.   

 Locality with the highest density and 
number of individuals in Partnership.  

 Lowest for those who felt they had a 
say in how their help, care or support 
was provided. 

https://nhsforthvalley.com/wp-content/uploads/2015/11/Strategic-Plan.pdf
https://nhsforthvalley.com/wp-content/uploads/2015/11/Locality-Profiles.pdf
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 Stirling has areas of marked contrast 
in terms of inequalities with some of 
the least deprived areas in Scotland 
sitting alongside some of the most 
deprived.  

 In more deprived areas of the City and 
eastern villages, levels of heart 
disease, cancer, stroke, emergency 
admissions and other conditions are 
much higher than other areas in 
Stirling. 

 Locality Workstream - we are currently 
working with iHub to further develop 
our integrated model of care to support 
people accessing the Stirling Health 
and Care Village and in particular the 
services which will be provided from 
the Bellfield Centre for older people.   

 
Rural Stirling Locality 
 
 Least populated area in the 

Partnership. With the lowest rate of 
Emergency Department attendance. 

 Most of the northern part of Stirling’s 
rural area lies within the most deprived 
5% nationally for accessibility. This is 
calculated using drive times and public 
transport travel times to facilities such 
as GPs, shops, post offices and 
schools. 

 Fewer people feel safe. 
 Health in the rural area is generally 

better than the Stirling and Scotland 
averages. Where deprivation and older 
populations are more prevalent rurally, 
there are greater incidences and early 
deaths from coronary heart disease 
and cancer. 

 Locality Workstream - the work on the 
Models of Neighbourhood Care within 

the Stirling Rural locality will see the 
operational development of place 
based services through a Locality 
planning agenda. Changing the way 
services are delivered to suit the 
needs identified within a locality and 
ensure a better fit. 

 
Inequalities 
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Female Life Expectancy at Birth (Most Deprived 
and Least Deprived), 2011-2015 

least deprived 85% most deprived 15%

 

NHS Forth Valley Keepwell Service 

Aims to increase the rate of health improvement, particularly those identified as being most at risk of preventable ill health and 
least likely to access services early. This is achieved by providing effective therapeutic engagement, goal setting and individual 

support which deliver on improved outcomes. 

Over the 17/18 period 1,674 full assessments were completed and 2000 follow up appointments were delivered within the 
Partnership.  Most of the people who attended for health assessments and support, live in areas of relative poverty or were 

identified as being at risk of preventable ill-health due to social or cultural inequalities e.g. 1 in 9 were carers, 10 were 
homeless and 15 were attending addiction services.  
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2. Transforming Care: Core Delivery Priorities 2017/19 
………………………………………………………………………….. 

 
Visual representation of the Partnership strategic vision developed during a Tranformational Change workshop. 
 
This section highlights some of the work taking place across the Partnership to deliver our 
Transformating Care Programme.  
 

 
The community of the rural south west of 
Stirling have identified the care of older 
people as a priority.  We have been 
working together to develop a new and 
innovative model of neighbourhood care 
based on the Buurtzorg principles (person 
centred, staff autonomy and admission 
avoidance).  This will change the way 
health & social care services are 
provided in the locality.  The multi 
disciplinary, place based services are 
scheduled to commence during 2018.  
 

 

The pilot team will consist of staff currently 
delivering reablement, adult social care 
and nursing.   
 
The success and impact of the pilot will be 
measured using an approach that focuses 
on the following outcomes: 
 
 Peoples’ needs are met by the right 

person, first time, every time.  
 

 People have improved health and 
wellbeing.  

 
 People live at home independently for 

as long as possible with the right level 
of support.  

 
 Staff are valued, motivated and 

empowered.  
 
 

Models of Neighbourhood Care 

Staff engagements sessions have been taking 
place with key staff and have been facilitated by 

Scottish Social Services Council & 
Organisational Development.  

https://www.buurtzorg.com/about-us/buurtzorgmodel/
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The Learning Disability Service and 
community adult Mental Health Services 
offer a range of assessment, support and 
intervention services. 
 
Work is ongoing to redesign the 
community services provided across 
Clackmannanshire and Stirling to ensure 
Best Value and consistency of service 
across the Partnership.  This includes the 
re design of day services and the wider 
use of Self-directed Support to support 
service users and their unpaid carers to 
exercise choice and control over their 
care. 
 
In addition there are other enabling 
activities ongoing, including development 
of an information resource to improve post 
diagnostic support for Autistic Spectrum 
Disorders. 
 
We will also continue to work with a wide 
range of partners to develop our services 
in line with the national Mental Health 
Strategy 2017-2027 
 

 
 

Our redesign of dementia services is in 
line with Scotland’s national Dementia 
Strategy [2017-20].  We are working 
together to ensure more effective 
pathways across Forth Valley for people 
with dementia supporting access to the 
right support at the right time.   
 
This is part of a wider requirement to look 
at appropriate supports for people with 
dementia and reflects the success of local 
dementia friendly communities work 
across the Partnership, offering a range of 
community based approaches with clear 
links to unpaid carers. 
 

 
 
 

 
 
 

 

Learning Disability & Mental Health 

We have carried out positive work in 
areas such as mental health and 
dementia services, including the 

development of post diagnostic support 
and supporting communities to become 

Dementia friendly.   

Post-diagnostic dementia 
training was delivered in 

partnership by Carer 
Centre,NHS FV, and Alzheimer 

Scotland 

82% agree they 
are supported 

to live 
independently 

http://www.gov.scot/Resource/0051/00516047.pdf
http://www.gov.scot/Resource/0051/00516047.pdf
http://www.gov.scot/Resource/0052/00521773.pdf
http://www.gov.scot/Resource/0052/00521773.pdf
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The Partnership has developed a range of intermediate care services for older people all 
operating within the national framework. 

 
 
Work is currently taking place [supported 
by iHub] to develop our approach to 
intermediate care both in terms of our bed 
based models and our reablement care at 
home models. This work is linked to the 
Health & Care Village and other services.  
It will also feed into the Commissioning 
Strategy development for older peoples 
services. 
 

 
 
This provides people with rapid access 
to assessment, rehabilitation and 
support at home in order to promote 
independence and prevent crisis 
situations.  It is usually provided by a mix 
of health and social care professionals.   
 
This model is often referred to as 
reablement. These services help the 
Partnership to support reduction of bed 
days lost. 

 
 

Intermediate Care 

Intermediate Care at Home 

The rising trend of the number of 
care at home hours provided is 

similar to national trends, and the 
number of clients is similar to other 
partnerships.  However the number 
of actual hours is much higher than 

other similar partnerships.  This 
may be reflecting in some part the 

‘balance of care’ within the 
Partnership which is above average 
for the % of the population living in 

the community with support.   

An average of 484 
hours of 

reablement 
support per week 
was provided for 

people living in the 
community. 
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Similar to Intermediate Care at Home, this 
is a time limited episode of care 
currently provided in dedicated care 
homes across the Partnership localities.  
It often provides an alternative to 
admission to hospital [step-up] or to 
provide further assessment and 
rehabilitation, following discharge from 
hospital [step-down]. 

 

 

Approval was granted April 2017 to review 
the model of service delivery in 
preparation for the:  

 Move into the Bellfield Centre on the 
Stirling Health and Care Village site by 
November 2018 with an integrated 
model of care and support  
 

 Ongoing re-design activity to align 
teams and services appropriately to 
maximise outcomes and efficiency 

 
This work will support the integration of 
skilled multi-disciplinary teams across 
the Partnership, and will support the 
development of a more integrated 
community front door to services.  This will 
also align with Models of Neighbourhood 
Care, Enhanced Care Team services and 
models of support for Overnight Care. 
 
Over the coming year further work will 
take place in Clackmannanshire to further 
develop our bed based integrated care 
and support services. 
  

Jean's Story   - Step Up/Step Down 

Jean was referred for a short stay assessment to step down from acute hospital  
after a period of ill health.  Her daughter had expressed that her mother may  
require long term care. 

The Intermediate Care Team: 

*  Developed an exercise programme 

*  Supported Jean's personal care 

*  Provided Jean with confidence building on stairs 

*  Increased confidence and independence in managing medication 

Jean was able to return to her home in the community with a package  
of homecare, three times daily 

 

The service 

*  Worked collaboratively with Jean and her daughter, involving them 
in all aspects of care and support 

*  Used the skills of all professionals to maximise Jean's potential  

Bed Based Intermediate Care 

Clackmannanshire Bed Based 
Care services celebrated 21 years 

of gold standard quality 
management ISO 9001 this year. 

A total of 158 
people used the 

Intermediate 
Care service, a 

rise on last year. 
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The Clackmannanshire 
locality reduced those 

service users who were 
readmitted to hospital 

from Intermediate 
Care.  From 23% in 

16/17 to 8% in 17/18. 
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Stirling Health and Care Village is a £37m 
health and social care development on the 
Stirling Community Hospital site which has 
been taken forward through an innovative 
partnership between NHS Forth Valley, 
Stirling Council, the Scottish Ambulance 
Service, Forth Valley College and the 
Health and Social Care Partnership.  
 
The focus for the services which will be 
delivered from the site is to support 
people to live full and positive lives 
within supportive communities.  For 
many older people this will mean having 
appropriate services built around a model 
of rehabilitation and reablement.    
 

 
 
 
 

 

The site consists of three main purpose-
built new facilities – the Bellfield Centre 
which will provide intermediate bed based 
care; GP/primary care, with two Practices 
moving onto the site from older premises 
within Stirling; the Scottish Ambulance 
facility, which will replace the existing 
facility in Riverside; X-ray and Minor 
Injuries.  The existing outpatient facilities 
will be retained within their current 
buildings on the wider Stirling Community 
Hospital site. 
 

 
 
Considerable work has been carried out in 
preparation for moving services into the 
Bellfield Centre to ensure the integration 
of the workforce for the maximum benefit 
of service users and their carers.  Care 
will be delivered in a comfortable, 
homely environment for older adults to 
help them recover, regain their 
independence and, where possible, 
return to their own homes. 
 

 
 
 
Over the past 12 months, a series of 
workforce engagement events have taken 
place with a focus on the development of 
the identity of the Bellfield Centre in 
delivery of the strategic priorities of the 
Partnership.  

Stirling Health & Care Village 

Work is well underway, with the iHub 
supporting conversations on the service 

and staffing models required for this 
new provision, while providing ‘critical 

friend’ support on areas including, 
capacity modelling data collection and 

third sector involvement.  

133 people were 
discharged from 

Intermediate 
Care in 17/18 
across Stirling 

localities. 

A community engagement event was held  
February 2018, to bring together the local 

community, third sector and staff across both 
NHS Forth Valley and the Health and Social 

Care Partnership and consult on the ways in 
which the public spaces can be used, the 
activities they might like to see, and the 

activities that local organisations might be 
able to offer.  

A work force group has been 
established for the Health & Care 

Village to focus on the development 
and implementation of the model of 

care.  
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The growing older population, along with 
the drive for people to be supported to live 
in their own homes means that there is a 
requirement for services to be able to 
respond in different ways.  It is also 
acknowledged that there is an inconsistent 
and potentially inequitable access to day 
supports across the Partnership.   
 
A short life working group was established 
during 2017, to scope out existing service 
models and the outcomes being achieved 
within these services.  It identified that 
there was an on-going need for 4 different 
types of service provision: 
 
 Specialist Support 

 
 Short Term service based upon 

rehabilitation and recovery 
 

 Long-term day respite for users and 
unpaid carers 

 

 Maintenance programmes to support 
benefits of rehabilitation programmes 
or to continue with long-term outcomes 

 
Work commenced in February 2018 with 
Clackmannanshire Third Sector Interface 
to consider the range and types of 
services which could support place based, 
community supports, and a public 
engagement event took place in May 
2018, to further identify how people wish 
to be supported in their communities.  The 
consultation will carry on throughout 
summer 2018, to identify the most 
appropriate supports to reduce isolation 
and loneliness across 
Clackmannanshire’s older population. 
 

 
 
 
 

                   

Day Support 

67% are 
supported at 
home with 

intensive care 
needs 
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We are one of 8 Partnerships across 
Scotland who are currently engaged with 
the Care Inspectorate’s improvement 
initiative, Care About Physical Activity.  
10 care homes have been very active in 
adopting the improvement tools and 
resources promoted. 

 
It is hoped that the programme will also 
improve outcomes for people living in 
care homes who may otherwise be 
excluded from community based 
opportunities. 
 
The impacts noted by local care homes 
have been significant and incredibly 
positive.  Locally, this has included:- 
 
 Outdoor mobility & exercise groups 
 Improved personal care skills  
 Greater links with local community 

groups 
 Inter-generational projects with local 

schools 
 Improved communication and self-

esteem of residents 
 Improved sleeping patterns 
 Improved mental health of residents 

who may have otherwise felt excluded 
 Secondary impacts have also been 

noted such as improved physical 
activity within staff groups, and 
communication between care homes 
and their communities 

 Links with Care at Home services 
 
As part of Care About Physical Activity we 
are working together to develop services. 
For instance, the Partnership were able to 
resource Playlist for Life training for all 
local care homes over 2 learning events.  
This is an important initiative which 

supports the therapeutic care of people 
living with dementia through the use of 
music which is meaningful to them.  There 
has been a commitment to develop a 
networking group for those services who 
wish to pursue this further.  The 
Partnership has also sourced end of life 
care training via MacMillan for all local 
care homes. 
 
It is hoped that this programme will 
become sustainable, with the Partnership 
committing to continuing to work closely 
with our care homes to build opportunities 
with groups and communities.  This 
approach will also be rolled out to Care at 
Home services at a greater scale.  
 

 
 

 

 
 

 

Care Homes 

It was anticipated that participation in 
this programme would be a positive 

opportunity to promote transformational 
change in the way services are delivered 
to enable people to live successful lives 

in a care setting.   

The community nursing support to 
care homes for two GP practices has 

already demonstrated significant 
benefits.  This model will be scaled up 
over this year to provide support over 

the full week for all of the 
Clackmannanshire care homes and 

practices. 

87% spend their 
last 6 months at 

home or 
community 

setting 
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It is notable that a small percentage of 
people, with complex and intensive needs, 
account for half the total health 
expenditure in the local area.   
 

 
 
It is therefore important that the 
Partnership focusses on this group to 
ensure that services are as efficient and 
effective as they can be and that people’s 
experience of services is positive, with 
their outcomes met as far as possible. 
 
The focus over the last year was our 
innovation work “Supporting full and 
independent lives through innovative 
technology approaches”.  We have 
worked with people to get access to 
equipment that meets their needs. 
 
 

 
 
 

 

Exploring New Models for General Practice 
 
We have three strands to our Primary 
Care Transformation Programme:  
 
 Urgent Care GP Out of Hours 

Transformation.  Introduction of 5 
Advanced Nurse Practitioner training 
posts, Paramedic Specialists and 
improved integration with other over 
night supports.  

 
 Primary Care Transformation:  

GPs in practices are working together 
in clusters, taking a multi-disciplinary 
approach to care within practice and 
the community.  

 
 Mental Health in Primary Care:  The 

investment for mental health services 
includes Mental Health Nurse 
Practitioner posts and aims to improve 
access for people with mental health 

needs to the most appropriate support 
as quickly as possible, in the most 
appropriate setting.  

 
We are now working on a comprehensive 
Primary Care Implementation Plan to 
support services to deliver within local 
communities. 
 
 
 

 

High Health Gains 

There was a reduction in the  number of 
individuals  in the Partnership who 

accounted for 50% of health 
expenditure. [ 1,077 Clackmannanshire 

and 1,783 in Stirling - 16/17]. 

Within Clackmannanshire Locality, working with the 
GP practices, 4 new mental health primary care 

nurses have been recruited, as well as community 
nursing support to care homes and additional 
pharmacy sessions.  [Baseline data has been 

collected with 10% of GP appointments found to be 
for mental health support alone. A further 10% of 
consultations include a mental health component 

presented alongside other complaints].  

87% have a 
positive 

experience of 
care from GP 
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The Enhanced Community Team covers 
‘Closer To Home’ (C2H) and GP Fellows.  
It aims to support people at home, 
avoiding preventable hospital attendance 
and/or admission. The Team provides an 
urgent response 24 hours a day, 7 days a 
week, using a dedicated enhanced 
nursing, Allied Health Professional and 
carer workforce support people to remain 
at home during the day and overnight.  
 
At the moment, the team’s work falls 
mainly into these categories:  
 
 Assessment of unwell patient 

(diagnosis has been made but the 
patient has additional needs or is 
deteriorating and is at risk of hospital 
admission)  

 Rapid assessment of an uninjured 
faller  

 Discharge facilitation 
 Working on “acutely unwell adult” 

pathway where there is no diagnosis, 
using the GP fellows to provide the 
medical input. 

 
Since February 2018, phone referrals to 
the team have been picked up by Advice 
Line For You (ALFY). It is very early days 
but initial improvements are that a 
broader range of options are available 
to the referrer.  

Work with night nursing is ongoing to 
ensure a more equitable response both in 
and out of hours.   
 
Social Care within the Partnership have 
facilitated direct access to bed based 
intermediate care 24/7 and Closer To 
Home have continued to support some 
patients in this service.  
 
The Closer to Home Team continue to 
take referrals from Scottish Ambulance 
Service for unwell, uninjured falls patients 
as part of a national initiative to reduce 
the number of falls patients being 
conveyed to hospital following a fall. 
This is being rolled out further across the 
Partnership. 
 

 
 
 
 
 

 

Enhanced Community Team 

76% supported 
at home agree 

services are 
well 

coordinated 

Margaret's Story - Closer To Home 

Margaret had recently been in hospital following treatment for an infection.  She had a number 
of other conditions which left her vulnerable to further admission, but had expressed a wish to 
avoid a return to hospital.  When she developed a cough and further signs of infection, she was 
visited by the Closer To Home Team who were able to provide her with appropriate medication 
as well as an oxygen concentrator. 

 

Heath Care Support Workers visited Margaret for a short 
period and a Telecare [MECS] alarm was installed.  
Margaret was discharged from the Closer to Home  
service after 7 days. 
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We continue to work together to minimise 
any delays to discharge and redesign 
services to support avoidance of 
unnecessary admission.  
 
This work is supported by the 
Unscheduled Care Programme Board and 
Delayed Discharge Steering Group, 
regular performance management reports, 
and a discharge improvement plan. 
 

 
 
 

 
Source: FV NHS 17/18 

 
At the end of 2017/18 our performance for 
all delayed discharges continues to be in 
the second highest quartile nationally. Our 
performance in the graph shows some 
peaks and troughs but there continues to 
be a positive general downward trend for 
17/18.  
 

 
 
 
 
The Partnership is well below comparators 
and national average when looking at all 
delays in the table below. 
 

Source: ISD 17/18 
 
Trends are also improving for: 
 
 Patients are spending less time in 

hospital waiting to move back to 
community.   
 

 The number of days is reducing for 
patients who are admitted to hospital 
as an emergency.  Especially for those 
who are older or frail.  
 
These indicators form part of the key 
targets agreed with Ministerial 
Strategic Group (MSG) for Health and 
Community Care. 

 

 
 

In 17/18 people 
aged 75+ spent 

less days in 
hospital waiting 

to be 
discharged 

In 17/18 we 
spent 22% of 

our budget on 
emergency 

hospital stays 

Delayed Discharge 

'Daily Dynamic Discharge' is a 'Test of Change' 
ongoing within Stirling Community Hospital 
where there are daily and weekly meetings  

between Health and Social Care staff.  It is early 
days but staff feel that patient flow and 

discharge appears to have been quicker since 
implementation.   
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Delayed Discharges Over 2 Weeks 

As at  
March 18 

Number of all delayed discharges 

Partnership 
16/17 17/18 

 
Benchmark 

 
23 24 

Comparators 34 33 

Scotland 41 43 
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3. Transforming Care: The Enablers 
………………………………………………………………………… 
This section of the Annual Performance Report outlines the supporting activities (the 
underpinning Enablers) which involves re design activity, but is also about information, 
research, or planning work that help us to understand our population and services.     
 

 
The existing strategic needs assessment 
informed our Strategic Plan, and we are 
currently refreshing this information 
focussing on key priority areas.  

 
 We know that the Partnership has an 

ageing population.  
 

 
 

We need to continue to work together to 
redesign our services to meet the needs of 
our population. 

 
 We know that there are inequalities.  

There is a difference in life expectancy of 
men and women in the most and least 
deprived areas.    

 Life expectancy in Stirling is higher than in 
Scotland in both the most and least 
deprived areas. 

 There are a high proportion of women who 
face additional inequalities through 
disability and/or caring responsibilities in 
Clackmannanshire. 

 

 
The Partnership secured grant funding 
from the Scottish Government’s 
Technology Enabled Care (TEC) 
programme, and focussed on increasing 
users of telecare. The target of 500 more 
users over 16/17 and 17/18 was exceeded 
with a total of 1,226 new users by March 
2018. 

 
Increasing the use of technology has played a 
key role in supporting people with more complex 
needs to remain safely at home: 
 
 Technology such as Just Checking is now 

used regularly to support reablement and 
home care assessment.   

 Technology supports have also been central 
to reshaping overnight care and enabling 
independence. 

 Improved relationships with other partners 
such as Scottish Fire and Rescue Service and 
Scottish Ambulance Service have been 
developed 

 

 
  

Strategic Needs Assessment 

The number, and proportion, of older 
adults across Clackmannanshire and 

Stirling is projected to double, and our 
area will have growing numbers of 

individuals living with long term 
conditions, multiple conditions and 

complex needs.   

Technology Enabled Care 

Frank's Story - Technology Enabled Care TEC 

Fraser lives with a significant brain injury following a 
serious fall, and had previously used our Reablement 
and TEC services when he was discharged from 
hospital to stay with his parents.  However, Fraser had 
expressed a wish to return to his own home, and so 
the service worked with him and his family to identify 
the appropriate personal outcomes to make this 
happen. 

 

The TEC service installed Just Checking as an 
environmental monitoring tool, following assessment 
and input from the Reablement team.  This helped to 
build a picture of Fraser's daily routine, and reduced 
concerns raised by his family. 

 

By working together, the service was able 
to support Fraser to improve his 
confidence, reduce his risks and build  
his self esteem and relationships 
with care providers.  This also  
supported his family to  
make this transition for 
his future. 

 

 

   

An average of 548 
hours of reablement 
support per week was 
arranged in 16/17 by 
Social Care for 
people living in the 
community in 
Clackmannanshire 
and Stirling.  

https://nhsforthvalley.com/wp-content/uploads/2015/11/Clackmannanshire-Stirling-IJB-Strategic-Needs-Assessment.pdf
https://nhsforthvalley.com/wp-content/uploads/2015/11/Strategic-Plan.pdf
https://justchecking.co.uk/product/just-checking
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The population projections raise questions about 
current local housing provision and the capacity 
of housing support services to ensure effective 
delivery for older people and other vulnerable 
groups. The multi-agency Housing and Social 
Care Group ensures joint working around key 
areas such as housing with care. 
 

 
 

 
 
The Alcohol and Drug Partnership has widened 
services involved in reviews of all local drug 
related deaths, including Social Care and 
Housing.  Recent reviews have resulted in 
changes to Housing Policy in relation to 
identifying vulnerable people at an earlier stage 
and linking them with support as appropriate. 
 

 
 
 
 

 

 
 
We work within the Forth Valley Data Sharing 
Partnership to take forward the following 
priorities: 

 

 Single Shared Assessment 
 Information Sharing Portal 
 File Sharing 

 
Data sharing and shared assessment processes 
have the potential to reduce duplication and 
improve service user and carer experience. 

 
 

 
We recognise that commissioning, 
procurement and contract monitoring can act 
as drivers for transformational change, and 
challenge existing models of service delivery. 
 
Our Market Position Statement sets out key 
pressures, and messages about future priorities. 
The Statement and Market Facilitation Plan 
describes how we will work with providers to 
deliver high quality, person-centred and cost 
effective services and supports. 
 

 
 
Commissioning plans are now in place for 
Learning Disability and Mental Health Services. 
Joint Provider Forums are also in place to ensure 
dialogue and information sharing.   
 
 
 
 
 
 
 

Housing and Social Care Contribution   

Older people living in the 
community who are vulnerable, 

often with complex medical 
conditions are a priority area for 

Local Housing Strategies. 

Adult addiction 
services continue to 
exceed the Scottish 

Government LDP 
standard in relation 

to waiting times 

Data Sharing & Shared Assessments 

Key integration staff are now able to 
work in a range of venues across 
the Partnership using host wifi on 

mobile devices. 

Commissioning:  
Market Postion & Providers 

We used the Action Learning Set method facilitated by the 
Improvement Hub. Working with a range of staff and a 

local provider, to provide  a shared understanding, greater 
ownership, and more joined up processes around 

overnight care. 

https://nhsforthvalley.com/about-us/health-and-social-care-integration/clackmannanshire-and-stirling/housing-contribution-statements/
https://nhsforthvalley.com/about-us/health-and-social-care-integration/clackmannanshire-and-stirling/housing-contribution-statements/
https://nhsforthvalley.com/wp-content/uploads/2018/02/Market-Position-Statement.pdf
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Our workforce plays a key role in the delivery of 
our priorities.  We have agreed and developed:  
 
 Integrated Workforce Plan (2016-19) 

 
 Partnership Development and Training  

 
 Communication and Engagement Protocol & 

Engagement Strategy 
 

Our Workforce Plan shapes the approach to 
planning for capacity and skills and is key to the 
delivery and re design of services. Work is 
ongoing to refresh the Workforce Plan to reflect 
the changing patterns, needs, and skills. 
 

 
 
During 17/18 staff engagement events have 
begun to focus more on the detail of the 
operational delivery of some of the key elements 
of the Transforming Care Programme reflecting 
the current stage of our journey – this has 
included sessions relating to: 
 
 Clackmannanshire Locality Service Planning 

 
 Neighbourhood Care Team 

 
 Health & Care Village – Bellfield Centre 

 
 Innovation events. 
 
 

 
 
 
 
 
 
 

 
 
 

 
 

 
 
 
 
 

 
 
 
 
 
 
 

Workforce 

A Transforming Nursing Group has been 
established to future proof community 

nursing in the Partnership. 

We carried out a survey of social care staff using 
an adapted form of iMatter with a view to full roll 

out of iMatter across health and social care 
services next year. The response to the survey 

was encouraging with most responses indicating a 
positive level of commitment from the workforce.    

Over 60% of 
Social Care staff 

was very or 
fairly satisfied 
with their job. 
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Unpaid Carers are a key group within the 
community who care for many of the most frail 
and vulnerable residents in our Partnership.  The 
impact on their health and wellbeing can be 
considerable.  Health and Social Care 
Partnerships have been identified as having the 
lead role in the effective implementation of new 
legislation to support this group which came into 
effect on 1st April 2018. Leading up to this date 
we worked together with Carers Centres to 
prepare for implementation of the Act, and will 
continue this work over the next year. 
 
The Clackmannanshire and Stirling Carers 
Centres play an essential role in implementing the 
Act.  Over the next year we will commission a 
review of the services within the Partnership. 
 
 Identification of carers and awareness of 

supports remains a challenge particularly with 
some groups of carers. 

 Further work is required to scope the 
elements required in acute NHS services 
including the duty to involve carers in 
discharge planning. 
 

 
 
 
 
 

 
 

 
 

 

 

Unpaid Carers 

 

 

Carer Centres working in partnership: 

The Care with Confidence programme was developed 
in partnership with carers and local health and social 

care professionals (ICF funding) 

 Carer Support Workers now attend multi-disciplinary 
team meetings at CCHC 

Welfare Benefits Clinics developed for carers in 
partnership with local CAB 

 

 

 

  

184 unpaid carers 
were supported 

with health 
assessments 

through the NHS 
Keepwell Service  

Kevin's Story - Carer Support 

 Kevin cares for his adult son who has learning difficulties and is on the autism spectrum. The 
transition to adulthood increased pressures on Kevin and he was referred to a Carers Centre for 
support and was seen by an ICF funded Carer Support Worker.  He was supported to: 

Access funds to improve quality time spent with his son, and to take driving lessons 

Access financial advice and support to address benefit issues  

Be accompained at transition planning meetings and help understand what is 
discussed  

Attend activities where he could meet other carers  

Benefit from  Care with Confidence sessions (funded by the ICF) including:  
Handling Anxiety and Agitation, Understanding Stress, and Planning for 
the Future 

 

Kevin’s carer journey continues with constant challenges and hurdles 
to overcome and carer stress is a ongoing issue.  The support  
provided by the Carers Centre will reduce the negative impact 
on Kevin’s own health affecting the sustainability of his caring 
relationship with his son. 

  

http://www.gov.scot/Topics/Health/Support-Social-Care/Unpaid-Carers/Implementation/Carers-scotland-act-2016
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We will continue to utilise current 
Partnership funding plans, including the 
Integrated Care Fund (ICF), Delayed 
Discharge Funds, Technology Enabled 
Care, Out of Hours and the Primary Care 
and Mental Health Transformation Funds 
to support our Transforming Care 
Programme, aligned to the Strategic Plan 
priorities. 
 

 

Financial Performance 

The funding available to the Integration 
Joint Board to support the delivery of the 
Strategic Plan comes from payments from 
the constituent authorities 
(Clackmannanshire and Stirling Councils 
and NHS Forth Valley), the Set Aside 
budget for Large Hospital Services and 
partnership funding allocated from 
Scottish Government. 
 
 

The Integration Joint Board then issues 
directions to the constituent authorities to 
utilise the funding available to deliver 
and/or commission services across the 
partnership on it’s behalf to deliver the 
priorities of the Strategic Plan. 
 
For the financial year ended 31 March 
2018 a balanced financial position is 
reported. However, it is important to 
understand that this position has been 
achieved through a combination of budget 
recovery actions, utilisation of £1.145m of 
reserves of the Integration Joint Board 
and additional non-recurrent contributions 
for 2017/18 only from the constituent 
authorities on an agreed risk share basis. 
The Partnership’s underlying financial 
position is a net deficit of £2.746m which 
requires to be addressed, along with other 
pressures in 2018/19 to achieve financial 
balance.  
 
The expenditure of the Integration Joint 
Board for year ended 31 March 2018 is 
detailed in the table below. These figures 
are subject to statutory audit. 
 

 
 

Service Area £'000 

Set Aside Budget for Large Hospital Services (Note 1) 19,985 
Adult Social Care: Clackmannanshire Locality 16,539 
Adult Social Care: Urban and Rural Stirling Localities 32,383 
Health Services under Operational Responsibility of Integration 
Joint Board 33,543 
Universal Family Health Services including Primary Care 
Prescribing 67,034 
Integration (Social) Care Fund 8,860 
Shared Partnership Posts 262 
Transformation 3,086 
TOTAL EXPENDITURE 181,692 

Note 1. Relates to Large Hospital Services Delivered in the Acute Sector for which the IJB is responsible for Strategic Planning but not Operational Delivery. 

Financial Plan 

The Partnership has been working with a Glasgow 
Caledonian University research programme funded 

by the Chief Scientists Office of the Scottish 
Government Health and Social Care Directorate to 

develop the first framework for making difficult social 
and healthcare decisions which integrates 

economics, decision-analysis, ethics and law to be 
applied in this new context of shifting the balance of 

care.  

https://nhsforthvalley.com/about-us/health-and-social-care-integration/clackmannanshire-and-stirling/financial-information/
https://nhsforthvalley.com/wp-content/uploads/2015/11/Strategic-Plan.pdf
https://nhsforthvalley.com/wp-content/uploads/2015/11/Strategic-Plan.pdf
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Best Value  
 

Clackmannanshire Council and Stirling 
Council and NHS Forth Valley (the 
constituent authorities) delegate budgets, 
referred to as payments, to the Integration 
Joint Board which decides how to use 
these resources to achieve the objectives 
of the Strategic Plan. The Board then 
directs the partnership through the 
constituent authorities to deliver services 
in line with this plan. 
 

 
 
The governance framework is the rules, 
policies and procedures by which the 
Integration Joint Board ensures that 
decision making is accountable, 
transparent and carried out with integrity. 
The Integration Joint Board has legal 
responsibilities and obligations to its 
stakeholders, staff and residents of 
Clackmannanshire and Stirling Council 
areas. 
 
Clackmannanshire and Stirling Integration 
Joint Board ensures proper administration 
of its financial affairs by having a Chief 
Financial Officer (section 95 of the Local 
Government (Scotland) Act 1973). 
 
The Integration Joint Board has also 
reviewed its committee structure in 
2017/18. It has an established Audit 
Committee and has approved the 
establishment of a Finance Committee to 
improve scrutiny and financial 
governance. 
 
As part of governance arrangements to 
oversee the change programme the Chief 
Officer chairs both a Senior Leadership 
Group and Joint Management Team to 
oversee the change programme. 

 
The Partnership views the triangulation of 
key performance indicators, measureable 
progress in delivering the priorities of the 
strategic plan, and financial performance 
as forming the cornerstone of 
demonstrating best value. Therefore the 
evidence of best value can be observed 
through: 
 

 The Performance Management 
Framework and Performance 
Reports 
 

 Financial Reporting 
 

 Reporting on Strategic Plan 
through both the Chief Officer’s 
reports to the Integration Joint 
Board and topic specific reports. 

 
This approach is visually represented in 
the Best Value Diagram above. 
 

 
 
 
 

We are working to improve our evidence based 
approach to decision making in relation to 

investment and disinvestment priorities and 
have been working alongside the Scottish 

Government lead on commissioning as part of a 
national research programme led by Glasgow 

Caledonian University on the impact of a 
decision making framework in health and social 

care services.  

Strategic Plan 
Delivery and 

Transformational 
Change 

Effective Utilisation 
of Resources & 

Financial 
Sustainability 

Better Outcomes 
for People & Best 

Value 

Progress Against 
Key Performance 

Indicators 

"All performance reports clearly state that, in 
order to ensure a sound basis for decision 

making and prioritisation, performance 
information should be read alongside financial 

reports to give a rounded view of the overall 
performance, best value and financial 

sustainability of the Partnership." 

Internal Audit Review - Performance 
Management and Reporting 

https://nhsforthvalley.com/wp-content/uploads/2015/11/Strategic-Plan.pdf
https://nhsforthvalley.com/wp-content/uploads/2015/11/Strategic-Plan.pdf
https://nhsforthvalley.com/wp-content/uploads/2015/11/Strategic-Plan.pdf
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Financial Reporting on Localities 
 
The 2017/18 financial information is not 
yet split into localities.  Locality level 
financial reporting will be a focus for 
development in 2018/19. 
 
Integrated Care Fund 
 
The Partnership received £2,480,000 from 
the Integrated Care Fund (ICF) from 
Scottish Government during 2017/18.  The 
spending priority was to support our 
strategic priorities. 
 
Funding was allocated under the following 
areas: 
 
 Test and Deliver action to ensure a 

responsive 24/7 Health & Social Care 
Model 

 Develop and Extend intermediate 
care model to all adults – particularly 
implement a dementia intermediate 
care pathway 

 Embedding a range of person 
centred anticipatory and prevention 
planning – across areas of poverty 
and high multi morbidity 

 Extending Community Based 
Supports 

 Direct Support to Carers 
 Communications, Navigation/Way 

Finding 
 Targeted Resource to Support 

Lifestyle Change 
 Enablers for Transformational 

Change 
 Bridging to Stirling Care Village 
 
To ensure Partnership investment is 
providing good value, and that projects are 
sustainable, further reviews have been 
carried out and will continue to be revisited 
regularly throughout the duration of the 
programme.  Work is ongoing to identify 
linkages and collaborative working in order 
to improve service delivery and ensure 
financial efficiencies.  
 
 
 
 

We are working with Glasgow Caledonian 
University as part of a national programme 
to develop ways funded projects and 
services are monitored and reviewed.  We 
will continue to develop this approach 
during 18/19. 
 
This change funding compliments the 
developing plans for Primary Care and 
Adult Mental Health, which also have 
change fund support. 
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4.  Outcomes: Our Performance 
………………………………………………………………………… 

 

 
 
Integration Joint Boards are responsible 
for effective monitoring and reporting on 
the delivery of services and relevant 
targets and measures, included in the 
Integration Functions and as set out in 
Strategic Plans.  
 
The Scottish Government has developed 
National Health and Wellbeing Outcomes, 
supported by a Core Suite of Integration 
Indicators to provide a framework for 
Partnerships to develop their performance 
management arrangements to help them 
understand how well services are meeting 
the individual outcomes of people using 
services and for communities.   
 
The national outcomes are- 
 
 Outcome 1:People are able to look 

after and improve their own health and 
wellbeing and live in good health for 
longer 
 

 Outcome 2: People, including those 
with disabilities or long term 
conditions, or who are frail, are able to 
live, as far as reasonably practicable, 
independently and at home or in a 
homely setting 

 
 Outcome 3: People who use health 

and social care services have positive 
experiences of those services, and 
have their dignity respected 

 
 Outcome 4: Health and social care 

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

 

 Outcome 5: Health and social care 
services contribute to reducing 
inequalities 
 

 Outcome 6: People who provide 
unpaid care are supported to look after 
their own health and wellbeing, 
including to reduce any negative 
impact of their caring role on their own 
health and well-being 

 
 Outcome 7: People using health and 

social care services are safe from 
harm 

 
 Outcome 8: People who work in 

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

 
 Outcome 9: Resources are used 

effectively and efficiently in the 
provision of health and social care 
services 

 

National Outcomes & Our Local Framework  
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To support the delivery of the national priorities Partnerships were invited to set out local 
improvement objectives and agree targets for the following supporting key areas:   
 

 
 

The progress around these measures is 
overseen by the Forth Valley Unscheduled 
Care Programme Board.  Partnership and 
some locality data is being provided by 
national sources.   
 
We have developed a Strategy Map which 
helps us to clearly link the outcomes to the 
Strategic Plan, and will review this map 
over the 18/19 period. 

 
The Outcomes are supported by a Core 
Suite of Integration Indicators. This data is 
provided nationally by the Information 
Services Division of the Scottish 
Government to each Partnership.  The 
unique nature of our Partnership means 
that sometimes our data may be provided 
at local authority level only. However there 
has been progress over the last year in 
receiving national data at a Partnership 
level, and performance reporting to the 
Integration Joint Board is now provided 
from this perspective.   
 
We will continue to refer to historical data 
at local authority level where appropriate 
because historical trend information for 
the two areas is very useful to help inform 
locality planning.   
 
 

Some local data is now being extracted at 
locality level and this will increase over the 
18/19 period, to inform the work of the 
Strategic Planning Group (who oversee 
Locality Planning within the Partnership).  
 
We will continue to benchmark against 
similar Partnerships to give a context 
around progress. 
 

 
 

 

 
 

Performance Measures & Improvement 
Objectives 

Accident & Emergency 

Performance 

Bed Days 
Unscheduled Care 

Delayed Discharges 

Unplanned 
Admissions 

Care In Community 
For Age 75+ 

The Local Outcomes come directly from the 
Strategic Plan and were created to address the 

key challenges highlighted in the Strategic 
Needs Assessment to ensure that the 

outcomes are consistent with the views of 
people who use services, their unpaid carers 

and communities. 

https://nhsforthvalley.com/wp-content/uploads/2015/11/Strategic-Plan.pdf
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Indicators 1-9 of the core indicators draw on questions from the Health & Care Experience Survey. The 
Partnership set baseline data in the first annual report, due to publication timescales this was the most current 
data available at the time of production. 

 
Core Suite of Integration Indicators - Annual Performance (as at June 18) 

 

 

Indicator Title Partnership 
Comparator 

Average Scotland 

O
u

tc
o

m
e 

in
d

ic
at

o
rs

 

NI - 1 Percentage of adults able to look after their health very 
 well or quite well

94% 94% 93% 

NI - 2 Percentage of adults supported at home who agreed 
that they are supported to live as independently as 

 possible
82% 80% 81% 

NI - 3 Percentage of adults supported at home who agreed 
that they had a say in how their help, care, or support 

 was provided
74% 74% 76% 

NI - 4 Percentage of adults supported at home who agreed 
that their health and social care services seemed to be 

 well co-ordinated
76% 74% 74% 

NI - 5 Total % of adults receiving any care or support who 
 rated it as excellent or good

78% 80% 80% 

NI - 6 Percentage of people with positive experience of the 
 care provided by their GP practice

87% 82% 83% 

NI - 7 Percentage of adults supported at home who agree that 
their services and support had an impact on improving 

 or maintaining their quality of life
79% 79% 80% 

NI - 8 Total combined % carers who feel supported to 
 continue in their caring role

38% 37% 37% 

NI - 9 Percentage of adults supported at home who agreed 
 they felt safe

86% 83% 83% 

NI - 10 Percentage of staff who say they would recommend 
 their workplace as a good place to work

NA NA NA 

Our Performance: A Summary 
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Core Suite of Integration Indicators - Annual Performance (as at June 18) 

 
 

 
  

 

Indicator  Title 

Partnership 

Comparator 
Average Scotland 

Baseline 
15/16 

Current 

16/17 17/18 

D
at

a 
in

d
ic

at
o

rs
 

NI - 11 Premature mortality rate per 100,000 
 persons aged under 75 years 425 389 NA 401 440 

NI - 12 Emergency admission rate (per 
 100,000 adult population) 10,367 10,010 10,699 11,762 11,959 

NI - 13 Emergency bed day rate (per 100,000 
 population) 118,775 111,969 109,934 118,993 115,518 

NI - 14 Readmission to hospital within 28 
 days (per 1,000 population) 103 105 104 103 97 

NI - 15 Proportion of last 6 months of life 
spent at home or in a community 

 setting 86% 87% 87% 88% 88% 
NI - 16 Falls rate per 1,000 population aged 

 65+ 18 16 20 20 22 
NI - 17 Proportion of care services graded 

'good' (4) or better in Care 
 Inspectorate inspections 82% 86% 94% 86% 83% 

NI - 18 Percentage of adults with intensive 
 care needs receiving care at home 69% 67% NA 62% 62% 

NI - 19 Number of days people aged 75+ 
spend in hospital when they are ready 
to be discharged (per 1,000 

 population)

640 723 516 793 772 

NI - 20 Percentage of health and care 
resource spent on hospital stays 
where the patient was admitted in an 

 emergency

23% 22% 22% 25% 23% 

NI - 21 Percentage of people admitted to 
hospital from home during the year, 
who are discharged to a care home NA NA NA NA NA 

NI - 22 Percentage of people who are 
discharged from hospital within 72 
hours of being ready 

NA NA NA NA 

NA 
NI - 23 Expenditure on end of life care, cost 

in last 6 months per death NA NA NA NA NA 

Source: ISD are still developing these indicators and NA defines where no data is available yet.  Comparators: South Ayrshire, East Lothian, Angus, Moray, 
Perth & Kinross, Falkirk. Figures as at May 2018 
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This section outlines the Partnership’s performance 
in each of the national Health and Wellbeing 
Outcomes where national data is available.  
 

 
 

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

 

The percentage reflects a positive position 
and is similar to national and comparator 
average.  The vast majority of those 
surveyed reporting that they are able to 
look after their own health and 
wellbeing and did not have any limiting 
illness or disability. 
 

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

 

Outcome 2 cont’d 
 
This is an area prioritised through the 
Integrated Care Fund to support the 
development of services such as bed 
based intermediate care and reablement 
care at home. Other improvements 
being made are through outcome 
focussed assessments within Social 
Care. 

 
The figure for the Partnership is a positive 
position. This indicator reflects the work 
to shift care from hospitals and care 
homes to the community. 
 
The rising trend of care at home hours is 
similar to national trends, and the number 
of clients is similar to our peers.  However 
the number of actual hours is much higher 
than similar Partnerships.  This may be 
reflecting in some part the above average 
for the % of the population living in the 
community with support. 
 

 

Our Performance : In Detail 

Outcome 1 

Outcome 2 

Table Symbols 

 
Benchmark 

 
Survey 

 
Achieved 

 
More work required 

NI 1 % of adults able to look after their 
health very well or quite well 

 15/16 17/18  

 

 

 

Partnership 94% 94% 

Comparators 95% 94% 

Scotland 94% 93% 

Source ISD 17/18 

NI 2 % of adults supported at home who 
agree that they are supported to 
live as independently as possible 

 15/16 17/18  

 

 

 

Partnership 82% 82% 

Comparators 82% 80% 

Scotland 83% 81% 

Source ISD 17/18 

 
This indicator reflects whether people 
who need support feel that it helps 
them maintain their independence as 
much as possible.  This is a positive 
reflection of the support provided by 
the Partnership to those living in the 
community.   

NI 18 % of adults aged 18+ with intensive 
care needs receiving care at home 

 15/16 16/17  

 

 

 

Partnership 69% 67% 

Comparators 62% 62% 

Scotland 62% 62% 

Source ISD 16/17 
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The 17/18 figure for the Partnership 
reflects a positive position, overall this is a 
rising trend and the Partnership is aiming 
to achieve 90% by the end of 2019. 
 
We are doing this through core funded 
Out of Hours Palliative Care and Cancer 
Helplines, and initiatives include the 
Hospice at Home Project, night time 
MECS and nurse wound support.  
 
The End of Life and Palliative Care 
Transformation Group is exploring the 
need for redesign of this patient pathway, 
workforce and communication. 
 
The development of the Health & Care 
Village may impact this figure when it 
moves to a full community based model. 
This will better support the delivery of 
more effective, person centred end of 
life care for residents of the Partnership. 
 

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

 
 

The figure has reduced since the last 
survey reflecting national trends.  Work is  

 
Outcome 3 cont’d  
being done at a local level to develop our 
own Partnership service user and unpaid 
carer surveys for 18/19. 
 
We have further work to do to more fully 
embed choice and control through the 
range of Self-directed Support options 
for individual service users and unpaid 
carers. 
 

 
The figure for the Partnership reflects a 
positive position. GP services are central 
to the delivery of community based 
health and social care services and the 
Partnership continues to work together to 
support Primary Care services through, for 
example, investment of the Primary Care 
Transformation Fund and the developing 
cluster and Locality work. 
 

 
The figure for the Partnership reflects a 
positive position and is only slightly less 
than national. Services are provided by 
a range of organisations and are 
guided by the Partnership’s 
commissioning strategies and most are 
regulated by the Care Inspectorate 
[NI17]. For those services directly 
provided by the Partnership, a proactive 
approach is taken in regard to complaints 
and learning from them to make 
improvements. 

Outcome 3 

NI 15 Proportion of last 6 months of life 
spent at home or in a community 
setting 

 16/17 17/18  

 

 

 

Partnership 87% 87% 

Comparators 87% 88% 

Scotland 87% 88% 

Source ISD 17/18  

NI 3 % of adults supported at home who 
agree that they had a say in how their 
help, care or support was provided 

 15/16 17/18  

 

 

 

Partnership 76% 74% 

Comparators 79% 74% 

Scotland 79% 76% 

Source ISD 17/18 

NI 6 % of people with positive experience 
of the care provided by their GP 
practice 

 15/16 17/18  

 

 

 

Partnership 87% 87% 

Comparators 86% 82% 

Scotland 85% 83% 

Source ISD 17/18 

NI 5 % of adults receiving any care or 
support who rate it as excellent or 
good. 

 15/16 17/18  

 

 

 

Partnership 78% 78% 

Comparators 82% 80% 

Scotland 81% 80% 

Source ISD 17/18 
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Health and social care services are 
centred on helping to maintain or 
improve the quality of life of service 
users. 
 

 
The figure for the Partnership is a positive 
one and similar to the national average. 
Within the Neighbourhood Model of Care 
work we have developed an outcomes 
focussed framework, which will be 
rolled out across the Partnership area.  
The Partnership will review and identify 
any areas for further development. 
 

 
The NI 12 rate is a positive position in 
comparison to national and comparator 
figures.  Although the rate of admissions 
in 17/18 has risen on the previous year, 
along with other similar Partnerships, this 
may reflect the rise in emergency 
admissions around the winter months 
(Nov-Jan) when Flu admissions were 
challenging.  
 
It is important to note, that although more 
people were admitted in 17/18 the 
length of time they are staying in 
hospital is reducing [NI13]. 
 
The Partnership is aiming to achieve a 5% 
baseline reduction on admissions by 
2019. 

 

 
The NI 13 figure is less than the previous 
year and lower than national and 
comparator average.  This means that 
people are not staying as long when 
they are admitted to hospital in an 
emergency. 
 
Bed usage is monitored in hospitals 
through the Day of Care Audit, and the 
community hospital audit is showing a 
reduction for those who are still in hospital 
but do not require medical care.  Pilot 
work such as ‘daily dynamic discharge’ 
continues in the 2 community hospital 
wards. 
 

 
The NI 14 rate has improved on the 
previous year and similar to our 
comparators.  This is a crude 
measurement that does not consider the 
reason for the readmission which might be 
different to the original admission.   
 
Within Forth Valley the readmissions 
data is standardised by specialty and 
condition at readmission. This means 
that it only counts those who return to 
the same speciality within 28 days.  
This local figure shows a reducing 
trend in readmissions for the 
Partnership. 
 

Outcome 4 

NI 7 % of adults supported at home who 
agree that their services and support 
had an impact on improving or 
maintaining their quality of life 

 15/16 17/18  

 

 

 

Partnership 77% 79% 

Comparators 84% 79% 

Scotland 83% 80% 

Source ISD 17/18 

NI 12 Emergency Hospital Admission Rate 
per 100,000 adult persons 

 16/17 17/18  

 

 

 

Partnership 10,005 10,699 

Comparators 11,456 11,762 

Scotland 12,294 11,959 

Source ISD 17/18  

NI 13 Emergency bed day rate per 100,000 
adult persons 

 16/17 17/18  

 

 

 
 

Partnership 111,969 109,934 

Comparators 128,090 118,993 

Scotland 125,634 115,518 

Source ISD 17/18  

NI 14 Readmission to hospital rate within 28 
days per 1,000 persons 

 16/17 17/18  

 

 

 

Partnership 105 104 

Comparators 106 103 

Scotland 100 97 

Source ISD 17/18  
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The 17/18 figure for the Partnership 
reflects a positive position. Although 
higher than the previous year it is better 
than the national average.  Work in this 
area includes; the development of our 
Falls Pathway, and expanded 

 Technology Enabled Care services
such as personal alarms and 
responder services.   

 
The NI 17 figure reflects a positive 
position and is higher than the national 
and comparator average. This indicator 
includes all services registered within the 
Partnership provided by third, independent 
and local authorities.   

 
 

 
 

Health &social care services contribute 
to reducing health inequalities 
 
Premature mortality, people who die under 
the age of 75, is an important indicator of 
the health of the population. The fewer 
deaths that occur under the age of 75, the 
healthier the population is judged to be. 

 
The Partnership figure is lower than our 
comparators and national average. This is 
a positive figure. The refresh of the 
Partnership Strategic Needs Analysis will 
give further insight in 18/19.   
 
In the meantime, the Partnership will 
continue to explore and address 
inequalities through locality planning and 
working closely with Stirling CPP, 
Clackmannanshire Alliance, Community 
Justice Partnerships, and other key 
partnerships. 
 
In a key area, our Health Promotion 
services continue to provide overdose 
awareness training which included 80 
participants from the Partnership.   
 
Most of the people who attended the Keep 
Well Service for health assessments and 
support live in areas of relative poverty 
or were identified as being at risk of 
preventable ill-health due to social or 
cultural inequalities.  People contacted 
reported the following improvements: 
 

 
 
 

Partnership commissioners work closely 
with the Care Inspectorate. Quarterly 

liaison meetings take place to share local 
knowledge and best practice as an early 

intervention mechanism to identify and act 
upon any intelligence gathered. 

Outcome 5 

NI 16 Falls rate per 1,000 population aged 
65+ who were admitted to hospital as 
an emergency 

 16/17 17/18  

 

 

 

Partnership 16 20 

Comparators 23 20 

Scotland 22 22 

Source ISD 17/18  

NI 17 Proportion of care services graded 
‘good’ (4) or better in Care 
Inspectorate Inspections 

 16/17 17/18  

 

 

 

Partnership 86% 94% 

Comparators 80% 86% 

Scotland 84% 83% 

Source Care Inspectorate/ISD 17/18 

NI 11 Premature mortality rate per 100,000 
persons aged under 75 years old 

 15/16 16/17  

 

 

 

Partnership 425 389 

Comparators 387 401 

Scotland 441 440 

Source ISD 2016 
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People who provide unpaid care are 
supported to reduce the potential 
impact of their caring role on their own 
health and well-being. 

 
This indicator highlights a need to 
continue to work closely with unpaid 
carers and our local carer 
organisations to  develop our services
in line with the provisions of the Carers 
(Scotland) Act 2016 and to focus on the 
way we gather local feedback on the 
experiences of unpaid carers.  
Improvement work around SDS and 
Dementia pathways will ensure resources 
are outcome based and available within 
the community. 
 
Unpaid carers reported feeling better 
supported in their role following 
participation in the NHS Keepwell Service. 
 

 
 
People who use health and social care 
services are safe from harm. 
 

 
The figure has improved on the last 
survey and is positive for the Partnership. 
It reflects the joint work with the Adult 
Support and Protection Committee and 
the Lead Officer to improve our 
responses. 

The Social Care staff survey reported that 
over 80% of staff within the Partnership 
agreed that the service their team 
provides is successful in helping people to 
remain safe from harm. 
 
Adult Support and Protection activity has 
increased throughout the year. With 806 
referrals, 147 investigations, and 22 case 
conferences. 
 
Local Substance Misuse Services now 
have Naloxone available on their premises 
and on the mobile Harm Reduction 
vehicle.  The corporate Naloxone policy is 
being rolled out across the Partnership. 
 
The NHS Keepwell service identified and 
tested 65 people who were at risk of Blood 
Born Virus. 
 

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

provide. 

 
Although there is no national data 
available. In a Social Care staff survey 
across the Partnership in 2017, just over 
half of the staff said they would 
recommend their organisation as a 
good place to work.  
 
There are a number of pieces of work 
carried out locally that support this 
outcome; iMatters is the continuous 
improvement tool designed with NHS 
Scotland to help individuals, teams and 
Partnerships understand and improve staff 
experience.  It is hoped that by 2019 we 
will be able to use this tool across all of 
the health and social care Partnership. 

Outcome 6 

Outcome 7 

Outcome 8 

NI 8 % of carers who feel supported to 
continue in their caring role 

 15/16 17/18  

 

 

 

Partnership 32% 38% 

Comparators 41% 37% 

Scotland 40% 37% 

Source ISD 17/18 

NI 9 % of adults supported at home who 
feel safe 

 15/16 17/18  

  

Partnership 82% 86% 

Comparators 83% 83% 

Scotland 83% 83% 

Source ISD 17/18 

NI 10 % of staff who say they would 
recommend their workplace as a 
good place to work 

Partnership N/A  

  

Comparators N/A 

Scotland N/A 

Source ISD 15/16 
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Resources are used effectively in the 
provision of health and social care 
services, without waste. 
 

 
This is a positive figure for the 
Partnership. In terms of service examples, 
work carried out in relation to the use of 
single shared assessment, anticipatory 
care plans, and the development of the 
model of neighbourhood care will provide 
further opportunity to develop 
community based integrated 
responses. 

 
The 17/18 Partnership figure reflects a 
positive position and is much lower than 
last year.  A considerable amount of 
positive work is being done in this area as 
described in the Delayed Discharge 
section of this report [page 18].  
 
 
 
 
 

 
The 17/18 Partnership figure reflects a 
positive position and the rate is lower than 
comparator average. It reflects the 
reduction in delayed discharges, 
admissions, and the ‘shift’ to receiving 
support within the community. 
 

 
 

 
 
 
 
 

 
 
 
 
 

 

 

Outcome 9 

The time spent in 
hospital wards 

following 
emergency 

admission has 
reduced in 17/18 

The time delays  
for those 

clincally ready to 
leave hospital 
has reduced in 

17/18 

NI 4 % of adults supported at home who 
agree that their health and care 
services seemed to be well co-
ordinated 

 15/16 17/18  

 

 

 

Partnership 73% 76% 

Comparators 76% 74% 

Scotland 75% 74% 

Source ISD 17/18 

NI 19 Number of days people aged 75+ 
spend in hospital when they are ready 
to be discharged per 1,000 population 

 16/17 17/18  

 

 

 

Partnership 723 516 

Comparators 964 793 

Scotland 842 772 

Source ISD 17/18 

NI 20 % of Health & Social Care spend on 
hospital stays where the patient was 
admitted in an emergency 

 16/17 17/18  

 

 

 

Partnership 22% 22% 

Comparators 26% 25% 

Scotland 25% 23% 

Source ISD 17/18 
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 The Partnership underwent a strategic inspection in early 2018 and the outcome will be 

published late 2018. 
 
The Care Inspectorate undertook both scheduled and unscheduled inspections across 9 
services during 2017/18.  The quality of care and support was assessed as ‘good’ or ‘better’ 
in 89% of these inspections.  This is a reduction in performance from last year and is due to 
an ‘adequate’ environmental rating in Menstrie House.  There were 3 mandatory 
requirements and a number of recommendations made by inspectors, which have all been 
acted upon by staff.  Additional information and full detail on inspections can be found at the 
Care Inspectorates website www.careinspectorate.com.  
 
 

 

  

Inspections 

Key to grading: 

1. Unsatifactory 

2. Weak 

3. Adequate 

4. Good 

5. Very Good 

6. Excellent 

NA -not applicable/not 
inspected 

 

Rec - A recommendation sets out actions that a provider should take 
to improve or develop service quality, but where failure to do so 
would not directly result in enforcement. 

Req - A requirement sets out what a care service must do to 
improve outcomes for people who use services and must be linked 
to a breach in statutory requirements.  Requirements are 
enforceable in law. 

Unit Date 
Inspection  
Completed 

Quality Theme Care Grades (out of 6) Number of 
recommendations 

Number of 
requirements Care and  

Support 
Environment Staffing Management & 

Leadership 

        

Allan Lodge 02/06/17 5 N/A N/A 5 1 1 

Beech 
Gardens 

09/01/18 5 N/A N/A 5 0 0 

Clacks 
Reablement 
and TEC 
Service 

19/01/18 5 N/A 5 N/A 0 0 

Stirling 
Reablement 
and TEC 
Service 

20/11/17 5 N/A 4 N/A 2 0 

Ludgate 
House 
Resource 
Centre 

16/01/18 6 5 N/A N/A 0 0 

Menstrie 
House 

25/10/17 4 3 N/A N/A 5 2 

Strathendrick  19/02/18 5 N/A 5 N/A 0 0 

Streets 
Ahead 

02/05/17 5 N/A 5 N/A 1 0 

Whins 
Resource 
Centre 

26/01/18 5 N/A 5 N/A 0 0 

Source  Care Inspectorate 

http://www.careinspectorate.com/
http://www.careinspectorate.com/berengCareservices/html/reports/getPdfBlob.php?id=290935
http://www.careinspectorate.com/berengCareservices/html/reports/getPdfBlob.php?id=294622
http://www.careinspectorate.com/berengCareservices/html/reports/getPdfBlob.php?id=294622
http://www.careinspectorate.com/berengCareservices/html/reports/getPdfBlob.php?id=294664
http://www.careinspectorate.com/berengCareservices/html/reports/getPdfBlob.php?id=294664
http://www.careinspectorate.com/berengCareservices/html/reports/getPdfBlob.php?id=294664
http://www.careinspectorate.com/berengCareservices/html/reports/getPdfBlob.php?id=294664
http://www.careinspectorate.com/berengCareservices/html/reports/getPdfBlob.php?id=294128
http://www.careinspectorate.com/berengCareservices/html/reports/getPdfBlob.php?id=294128
http://www.careinspectorate.com/berengCareservices/html/reports/getPdfBlob.php?id=294128
http://www.careinspectorate.com/berengCareservices/html/reports/getPdfBlob.php?id=294128
http://www.careinspectorate.com/berengCareservices/html/reports/getPdfBlob.php?id=294917
http://www.careinspectorate.com/berengCareservices/html/reports/getPdfBlob.php?id=294917
http://www.careinspectorate.com/berengCareservices/html/reports/getPdfBlob.php?id=294917
http://www.careinspectorate.com/berengCareservices/html/reports/getPdfBlob.php?id=294917
http://www.careinspectorate.com/berengCareservices/html/reports/getPdfBlob.php?id=293421
http://www.careinspectorate.com/berengCareservices/html/reports/getPdfBlob.php?id=293421
http://www.careinspectorate.com/berengCareservices/html/reports/getPdfBlob.php?id=296043
http://www.careinspectorate.com/berengCareservices/html/reports/getPdfBlob.php?id=290448
http://www.careinspectorate.com/berengCareservices/html/reports/getPdfBlob.php?id=290448
http://www.careinspectorate.com/berengCareservices/html/reports/getPdfBlob.php?id=294996
http://www.careinspectorate.com/berengCareservices/html/reports/getPdfBlob.php?id=294996
http://www.careinspectorate.com/berengCareservices/html/reports/getPdfBlob.php?id=294996
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Inspection Requirements and Recommendations  
Unit Action 

  

Allan Lodge  
Requirement - To ensure the safety and well-being of 
people the provider must ensure that the Care 
Inspectorate are notified within 24 hours of any 
unforeseen event including accidents and incidents 
resulting in harm or injury to a person using the service 
which results in: 
- a GP visit 
- a visit or referral to hospital 
- an injury reportable under Reporting of Injuries, 
Timescale: Immediate 

Senior and Admin Staff to have training on the Care Inspectorate 
website/eforms. This will enable them to notify the Care Inspectorate of any 
events including accidents and incidents.  Senior and Admin Staff will now 
notify Care Inspectorate as part of the Allan Lodge reporting accident 
incident procedure. 
 
 
 
 
Action complete 

Recommendation - It is recommended that the manager 
works with staff to improve the quality of care planning 
evaluation to make sure known needs and risks are clearly 
identified with guidance on how they should be managed 
or minimised. Care plans should be subject to robust 
evaluation, to establish the effectiveness of the care being 
delivered for the benefits of those using the service.  

Allan Lodge Care Plan Audit documentation to be reviewed.  Audit 
documentation to be more meaningful and include an evaluation process 
which clearly establishes the effectiveness of the care being delivered to 
service users. 
 
 
Action complete. 

Stirling Reablement and TEC Service  

Recommendation - Six-monthly reviews of people's 
support needs should be planned and consistent. Review 
visits should evidence discussion of service user's support, 
if it continued to meet their needs, future needs and 
include any points of discussion with service users or their 
representative. 
 
Timescale: March 2018 
 

An alert will be added to our new schedule system to inform Care 
Coordinator a 6th monthly review is due.  This involves approximately 8 
people at this time.  The Service will ensure discussions with the Service 
user and/or with their representative will be clearly recorded and will 
reflect any discussions and any changes to their care needs. The service 
will work alongside Adult assessment to ensure any changes to their care 
needs are updated on their support plan. 
Action complete 

 
Recommendation - The service will ensure that 
supervision is a priority for all staff as a key aspect of their 
learning. Use of management practices such as 
supervision, appraisal, observed practice and care audits 
should be further developed to guide staff and support the 
services quality assurance practices. 
 
 
 
 
 
Timescale: June 2018 

A rolling programme for one to one and group supervision is in place. 
Team leader and Care Co-ordinators will observe group supervisions to 
ensure these are around good reflective practice and sharing information. 
All Seniors and Care Co-ordinators have or are in the process of 
completing PDA in Supervision.  Staff participation group will be further 
established to ensure all staff are involved in service development and 
learning.  Team leader and Care Co-ordinators will ensure supervision is 
a priority for the team, this is non-noticeable. The Team Leader and Care 
Co-ordinators are aware of the importance one to one and group 
supervision and will strive to ensure they are maintained.  Care audits and 
any other quality assurance audits will be continued to be developed and 
ensure recordings are appropriate and any actions are completed. 
Actions complete 
 

Menstrie House  

Requirement - The provider must ensure that people who 
use the service have access to a reliable and efficient 
room alarm system. When a person cannot operate the 
room alarm system then a risk assessment should be 
completed and incorporated into the care plan. 
 
Timescale: 31st March 2018 

Capital bid previously submitted to the senior management team for 
upgrade /replacement of existing call system prior to inspection.  Meetings 
have already taken place with suppliers and costings being sought for the 
appropriate call system that will be in place by 31st March 18.  In the event 
of the call system breaking down staff will provide regular checks to 
residents throughout the day and night.  Where there is a risk of a resident 
being unable to operate the room alarm system there are risk assessments 
in each care plan to identify the risk and there are regular checks carried out 
throughout the day and night. 
Action complete 
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Unit Action 

Menstrie House  

Requirement - The home should be maintained and 
decorated to a good standard. Maintenance to bathrooms, 
bathing equipment and communal toilets should be 
rectified without unnecessary delays. 
 
Timescale: 31 March 2018. 

Meetings have taken place with facilities management to identify work that 
needs carried out, costings sought and manager currently seeking to identify 
funding for maintenance required for upgrade of areas highlighted in this 
report. 
Action complete 

 
Recommendation - Cleaning records should evidence the 
required frequency of cleaning in the specified areas has 
been carried out. 
 
 
 
Timescale: within 1 month / Dec 17 

Facilities Management manage the domestic staff within Menstrie House. 
The manager of Menstrie House has arranged a monthly meeting between 
Facilities management and their staff to discuss cleaning schedule 
throughout the month.  During the meeting the supervisor and manager of 
Menstrie House will check cleaning schedules to ensure all areas have been 
cleaned and signed by staff. 
Actions complete. 

 
Recommendation - Regular maintenance checks should 
be evidenced and carried out for profiling beds and window 
restictors within the recommended frequencies. 
 
Timescale: March 2018      

The property maintenance team have provided the service with a copy of all 
relevant paperwork regarding regular maintenance checks.  A monthly 
check list for window restrictors was put in place by the end of October 17. 
The property maintenance team have been instructed to arrange a yearly 
contract with Arjo for testing of Profiling beds. 
Action complete 

 
Recommendation - The recording of daily oral health for 
residents should be implemented and advice and support 
sought where necessary. 
Timescale: 3 months 

Email sent to NHS re caring for smiles. Awaiting response. 
Staff are already reviewing caring for smiles and residents care plans are 
being developed to include good oral hygiene. 
Actions complete 
 

Recommendation - The recording of cream applications for 
residents should improve so that it is evidenced the 
frequency of administering is in accordance with the 
prescribed instructions. 
Timescale: 3 months 

All Mar charts to be checked at the change of each shift by seniors to 
ensure creams administered are signed in accordance with prescribed 
instructions. 
Actions complete 

 
Recommendation - Care should be taken with the 
recording of medicated adhesive patches so that it is clear 
and legible when these have been applied, removed and 
observed to be in place and that guidance is followed as to 
where in the body these are applied. 
Timescale: 3 months 

Small workshops will be arranged to discuss protocol and guidance for the 
recording of medicated adhesive patches. 
 
 
Actions complete 

Streets Ahead  

Recommendation –The service provider should ensure 
that plans of support are signed by the person, or where 
appropriate, their representative. 

Timescale: 3 months 

6 monthly care provider review will be recorded in new format that welcomes 
feedback from parents/carers and other provider’s as well as service users.   
 
Action complete 
 

Source Care Inspectorate 
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5 Next Steps
………………………………………………………………………… 
 
This Annual Performance Report 
highlights the range of activity taking place 
within and between services as part of the 
Transforming Care programme. The focus 
of the activity in this second year has been 
to jointly work on the actions the 
Partnership can take together to 
strengthen and develop the building 
blocks for community based services.   
 
 We are currently working with iHub to 

develop our services further and 
support the step into the Health & 
Care Village late 2018, and further 
works in Clackmannanshire.  The work 
will feed into the refresh of our Older 
People’s Commissioning Strategy and 
inform our organisational development 
plans. 

 
 Work has been taking place to 

delegate further services from NHS 
Forth Valley and Stirling Council over 
2018. 

 
 We will continue to work with others 

including housing services to develop 
opportunities for co-location of 
services by better use of our joint 
estate and alternatives to long term 
care for people such as ‘housing with 
care’ in local communities as scoped 
out within the Strategic Needs 
Assessment supporting the Housing 
Contribution Statements. 

 
 We will continue to develop our 

services and whole systems 
approaches to support people to be 
discharged timeously from hospital 
and to develop our early intervention 
approaches including the avoidance of 
unnecessary admission to hospital 
through, for example, the more recent 
iHub supported Falls Pathway and 
Frailty review work across Forth 
Valley.   

 

 We are currently working on a refresh 
of our approach to Self- directed 
Support and will continue to work to 
embed a culture of services which 
promote an enabling approach and 
help us to better manage the available 
resources in an equitable, transparent 
manner. 

 
 In Clackmannanshire we are reviewing 

our day support services for all care 
groups with a view to establishing 
integrated day assessment services 
and are working closely with Primary 
Care to support new ways of working. 
Initial work has also taken place to 
consider options for an integrated front 
door approach for health and social 
care services.   

 
 Over the next year we will develop our 

the next Strategic Plan 2019 – 2022 
which will include updating the 
Strategic Needs Assessment and 
horizon scanning to assess the impact 
of key developments such as the 
Carers Act, the national Mental Health 
and Dementia strategies. 

 
 We will continue to develop the areas 

identified within our Delivery Plan and 
work together across all service areas 
to ensure greater understanding of the 
impact of our services on individual 
patients/ service users and their 
unpaid carers.  

 

 

https://nhsforthvalley.com/about-us/health-and-social-care-integration/clackmannanshire-and-stirling/housing-contribution-statements/
https://nhsforthvalley.com/about-us/health-and-social-care-integration/clackmannanshire-and-stirling/housing-contribution-statements/
https://nhsforthvalley.com/about-us/health-and-social-care-integration/clackmannanshire-and-stirling/consultation-feedback/
http://www.gov.scot/Topics/Health/Support-Social-Care/Unpaid-Carers
http://www.gov.scot/Publications/2017/03/1750
http://www.gov.scot/Publications/2017/06/7735
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 We will review or develop the following 
key strategic plans: 

 Partnership Carers Strategy 
 Participation & Engagement 

Strategy 
 Older People’s Commissioning 

Strategy 
 Primary Care Improvement 

Plan 
 Inspection Improvement Plan 
 Mental Health Plan 
 Mid-term Financial Plan 
 Workforce Plan 
 Local Dementia Strategy 

Implementation Plan 
 Intermediate Care Strategy 

 
 Implement new national Health and 

Social Care standards.  These 
Standards set out what we should 
expect when using health, social care 
or social work services in Scotland. 
The objectives of the Standards are to 
drive improvement, promote flexibility 
and encourage innovation in how 
people are cared for and supported. 

 
 We will pilot a multi-disciplinary 

specialist team with clear locality links. 
This work will be overseen by the 
Forth Valley Dementia group and is in 
line with the National Dementia 
Strategy. There are clear links with 
locality approaches, the 
neighbourhood models of care and 
greater emphasis on the needs of 
unpaid carers.   

 
 Develop our approach to digital health 

and care services in response to 
Scotland’s Digital Health & Care 
Strategy. 

 
 Complete a review of commissioned 

services to support unpaid carers.  
 
 
 
 
 
 
 

 
 
 
 
 
 

 
 
 
 
 

 

 
 
 
 
 
  

http://www.gov.scot/Publications/2017/06/1327
http://www.gov.scot/Publications/2017/06/1327
http://www.gov.scot/Publications/2017/06/7735/0
http://www.gov.scot/Publications/2017/06/7735/0
http://www.gov.scot/Publications/2018/04/3526/2
http://www.gov.scot/Publications/2018/04/3526/2
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6. Glossary, Abbreviations, and Useful Web Links 
………………………………………………………………………… 
 
Accident & 
Emergency (A&E) 
Services 

Emergency Departments (Forth Valley Royal Hospital Larbert); Minor Injury Units (Stirling Community 
Hospital), community A&Es or community casualty departments that are GP or nurse led.  See also 
Emergency Department (ED). 

Acute services A branch of ‘secondary’ health care where a patient receives short-term treatment for a severe injury or 
episode of illness, an urgent medical condition, or during recovery from surgery.  

Admission Admission to a hospital bed in the same NHS hospital following an attendance at an Emergency Department 
service. 

Admission rate The standardised figure representing the number of admissions attributed to a group or region divided by the 
number of people in that group (the population). 

AHP Allied Health Professionals are a range of professionals who provide preventative interventions.  They can 
include; Dietitian, Occupational therapist, Physiotherapist, etc.  More information can be found in this link  
http://www.gov.scot/Topics/Health/NHS-Workforce/Allied-Health-Professionals.  

ALFY A service, supported by NHS Forth Valley and Health & Social Care Partnerships, introduced across Forth 
Valley to help support older people to remain well at home.  The round-the-clock advice line known as ALFY 
(Advice Line For You), is available to everyone aged 65 or over as well as family members and other people 
who may care for them.  The dedicated advice line 01324 567247 is operated by experienced nurses.   

Anticipatory Care 
Plan (ACP) 

For individuals, particularly those with long term conditions, to plan ahead and understand their health to help 
have more control and to manage any changes in their health and wellbeing. It’s about knowing how to use 
services better, helping people make choices about their future care. 

Attendance The presence of a patient in an A&E or ED service seeking medical attention. 

Attendance rate The number of attendances attributed to a group or region divided by the number of residents in that group 
(the population). 

Balance of Care Shifting the Balance of Care describes changes at different levels across health and care systems, all of which 
are intended to bring about better health outcomes for people, provide services which reduce health 
inequalities, promote independence and are quicker, more personal and closer to home. 

Benchmark A benchmark is a standard or point of reference against which other things can be compared.  

CAB Citizens Advice Bureau 

Census An agreed date to take a snapshot count to measure agreed information e.g. Annual Care Home Census on 
31 March and the monthly Delayed Discharge Census on the last Thursday of every month. 

CCHC Clackmannanshire Community Healthcarel Centre 

Circa Means about or approximately. 

Code 9 This is a very limited category for measuring reasons for delayed discharge from hospital where it has not 
been possible to secure a patient’s safe, timely and appropriate discharge. 

Comparator A group of Partnerships who share agreed similarities. The group is then used to compare performance 
against. Comparator Partnerships are; Angus, East Lothian, Moray, Perth & Kinross, Falkirk, South Ayrshire. 

CPP Community Planning Partnership (Stirling), Clackmannanshire’s CPP is called the Alliance. 

COPD Chronic obstructive pulmonary disease (lung disease). 

Delayed Discharge A delayed discharge is experienced by a hospital inpatient who is clinically ready to move on to a more 
appropriate care setting but is prevented from doing so for various reasons.  

Discharge to Assess ‘Discharge to Assess’ approach supporting people to leave hospital, when safe and appropriate to do so, and 
continuing their longer term care and assessment out of hospital. 

Emergency 
Department (ED) 

The department of a hospital responsible for the provision of medical and surgical care to patients arriving at 
the hospital in need of immediate care.  4 hour wait standard - is that new and unplanned return attendances 
at an ED service should be seen and then admitted, transferred or discharged within four hours. This standard 
applies to all areas of emergency care.   

Enablers These are people or things that help to make something happen. 

GP Cluster A grouping of GP practices who work together to discuss the quality of care provided to patients in the locality. 
Each GP cluster will have a GP designated as a Cluster Quality Lead who will have a coordinating role within 
the cluster. 

GP Fellows A trial project which aims to develop the skills and experience of recently qualified GPs in caring for older 
people. The doctors, known as GP Fellows, will provide support to a number of local GP Practices, develop 
strong links with staff in community hospitals and assess patients referred to the Frailty Unit at Forth Valley 
Royal Hospital. 

Health and Social 
Care Integration 

Integrating health and social care services has been a key government policy for many years.   

 What Is Integration? - short guide                     Clackmannanshire and Stirling Health & Social Care web page  

http://www.gov.scot/Topics/Health/NHS-Workforce/Allied-Health-Professionals
http://www.audit-scotland.gov.uk/uploads/docs/report/2018/briefing_180412_integration.pdf
https://nhsforthvalley.com/about-us/health-and-social-care-integration/clackmannanshire-and-stirling/
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High Health Gain The term used for the group of people who collectively account for 50% of the total health expenditure of their 
local area during the financial year. 

Holistic A holistic approach looks at the “whole” person, not just individual parts. 

ICF Integrated Care Fund.  Additional resources available to health and social care partnerships to support 
delivery of improved outcomes from integration help drive the shift towards prevention and tackling 

inequalities.http://www.gov.scot/Resource/0046/00460952.pdf  
iHub Healthcare Improvement Scotland’s Improvement Hub (iHub), supports health and social care organisations 

to redesign and continuously improve services. https://ihub.scot/about/who-we-are/  
IS0 9001 Internationally recognized Quality Management System (QMS) standard. Designed to be a powerful business 

improvement tool, to continually improve, streamline operations and reduce costs. 

In Scope Services that are delegated to the Partnership Integration Scheme  
Integration Joint 
Board (IJB) 

A legal body established under the Public Bodies (Joint Working) (Scotland) Act 2014. The Parties to our IJB 
are Clackmannanshire and Stirling Councils and NHS Forth Valley. The Parties agreed the Integration 
Scheme for our Health and Social Care Partnership, which sets out the delegation of functions by the Parties 
to the IJB. 

Intermediate 
Care/STA 

An umbrella term used to describe services which provide a bridge between health and social care with the 
aim of supporting people to live in their own homes, or in a homely setting, reducing dependence on acute 
hospital facilities. 

iMatter A staff experience continuous improvement tool  http://www.staffgovernance.scot.nhs.uk/monitoring-employee-experience/imatter/  

ISD The Information Services Division (ISD) is a division of National Services Scotland, part of NHS Scotland and 
provides health information, statistical services and advice to support the NHS in progressing quality planning 
and improvement in health and care. http://www.isdscotland.org/  

LDP Local Delivery Plan standards for NHS http://www.gov.scot/Topics/Health/Quality-Improvement-Performance/NHS-Performance-Targets  

Locality Planning A locality is defined in legislation as a smaller area within the borders of an Integration Authority – their 

purpose is to provide an organisational mechanism for local leadership of service planning. 

MECS Mobile Emergency Care Service https://www.clacks.gov.uk/social/mecs/   https://my.stirling.gov.uk/services/housing/adapting-homes/telecare  
MSG Ministerial Strategic Group for Health and Community Care agreed an initial framework for measuring 

progress against national priorities. http://www.gov.scot/Publications/2016/03/4544/5  
Naloxone Medication used to block the effects of opioids, especially in overdose. 

NI National Indicator. In this case, the suite of National Core Integration Indicators set by the Scottish 
Government to help measure performance. http://www.gov.scot/Resource/0047/00473516.pdf  

Palliative Care For people with an illness that can’t be cured, palliative care makes them as comfortable as possible, by 
managing pain and other distressing symptoms. It also involves psychological, social and spiritual support for 
the person and their family or carers. 

Primary Care The first point of contact for health care for most people, mainly provided by GPs (general practitioners) but 
community pharmacists, opticians and dentists are also primary healthcare providers. 

RAG Is a quick visual way of identifying areas or concern or progress that is good, not so good, or poor.  It refers to 
the use of colours Red Amber Green.   

Reablement Services for people with poor physical or mental health to help them accommodate their illness, by learning or 
re-learning the skills necessary for daily living. 

Readmission This indicator measures the percentage of admissions of people who returned to hospital as an emergency 
within 30 days of the last time they left hospital after a stay.  

SAS Scottish Ambulance Service 

Self Directed Support 
(SDS) 

This gives people choice and control over their individual budget which helps to buy services, such as help 

with dressing and personal care, to help meet agreed health and social care outcomes. 
http://www.audit-scotland.gov.uk/uploads/docs/report/2017/nr_170824_self_directed_support_summary.pdf  

SIMD Scottish Index of Multiple Deprivation - The area based measurement of multiple deprivation ranking areas. 
http://www.gov.scot/Topics/Statistics/SIMD  

SSSC  The Scottish Social Services Council (SSSC) is the regulator for the social service workforce in Scotland. 

Technology Enabled 
Care (TEC) 

Technologies which have the potential to transform the way people engage in and control their own 

healthcare, empowering them to manage it in a way that is right for them. 

Telecare Telecare is technology to help people to stay living independently at home for longer.  

Third Sector An umbrella term for a range of organisations belonging to neither the public nor private sectors (e.g. 
voluntary sector or non-profit organisations). http://ctsi.org.uk/  

Transformation Care 
Fund 

Primary Care Transformation Fund - allocated over three years to GP practices to prototype the new vision for 
the GP contract, including those wishing to use new ways of working to address current demand. This work 
will inform the design of primary care in the future. https://news.gov.scot/news/primary-care-investment  

Unscheduled Care NHS care which is not planned in advance, or is unavoidably out with the core working period of NHS.   

Website Clackmannanshire & Stirling HSCP https://nhsforthvalley.com/about-us/health-and-social-care-integration/clackmannanshire-and-stirling/  

http://www.gov.scot/Resource/0046/00460952.pdf
https://ihub.scot/about/who-we-are/
https://nhsforthvalley.com/wp-content/uploads/2015/04/Clackmannanshire-Stirling-Integration-Scheme.pdf
http://www.staffgovernance.scot.nhs.uk/monitoring-employee-experience/imatter/
http://www.isdscotland.org/
http://www.gov.scot/Topics/Health/Quality-Improvement-Performance/NHS-Performance-Targets
https://www.clacks.gov.uk/social/mecs/
https://my.stirling.gov.uk/services/housing/adapting-homes/telecare
http://www.gov.scot/Publications/2016/03/4544/5
http://www.gov.scot/Resource/0047/00473516.pdf
http://www.audit-scotland.gov.uk/uploads/docs/report/2017/nr_170824_self_directed_support_summary.pdf
http://www.gov.scot/Topics/Statistics/SIMD
http://ctsi.org.uk/
https://news.gov.scot/news/primary-care-investment
https://nhsforthvalley.com/about-us/health-and-social-care-integration/clackmannanshire-and-stirling/
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If you would like this information in another language, braille, large print  
or audio tape please call 01786 454524 or email cs.integration@nhs.net . 
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FORTH VALLEY NHS BOARD  
TUESDAY 25 SEPTEMBER 2018  
 
11 -   Schedule of Meetings 2019 
 
Executive Sponsor: Mrs Cathie Cowan, Chief Executive 
 
Author: Mrs Sonia Kavanagh, Corporate Governance Manager 
 
 
 
Forth Valley NHS Board  
 

1.       Tuesday 29 January 2019 
2.       Tuesday 26 March 2019 
3.       Tuesday 28 May 2019 
4.       Tuesday 11 June 2019 (Special Board meeting to approve annual accounts) 
5.       Tuesday 6 August 2019 
6.       Tuesday 24 September 2019 
7.       Tuesday 26 November 2019 

Forth Valley NHS Board Seminars/Visibility Visits 
 

1. Tuesday 19 February 2019 
2. Tuesday 16 April 2019 
3. Tuesday 18 June 2019  
4. Tuesday 20 August 2019 
5. Tuesday 22 October 2019 
6. Tuesday 3 December 2019  
 

Governance Committees: 
 
NHS Forth Valley Performance & Resources Committee 
 

1. Tuesday 26 February 2019 
2. Tuesday 30 April 2019 
3. Tuesday 25 June 2019 
4. Tuesday 27 August 2019 
5. Tuesday 29 October 2019 
6. Tuesday 17 December 2019 

NHS Forth Valley Clinical Governance Committee 
 

1. Friday 15 February 2019 
2. Friday 12 April 2019 
3. Friday 14 June 2019 
4. Friday 16 August 2019 
5. Friday 11 October 2019 
6. Friday 6 December 2019 
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NHS Forth Valley Staff Governance Committee (Remuneration Sub Committee) 
 

1. Friday 8 March 2019 
2. Friday 17 May 2019  
3. Friday 13 September 2019 
4. Friday 13 December 2019 

 
NHS Forth Valley Audit and Endowment Committees 
 

1. Friday 18 January 2019 – Audit followed by Endowment Committee  
2. Friday 15 March 2019 – Audit followed by Endowment Committee 
3. Friday 7 June 2019 – Audit followed by Endowment Committee 
4. Tuesday 8 October - Audit followed by Endowment Committee 

All meetings will commence at 9.00am and will be held in the NHS Forth Valley 
Headquarters, Carseview House, Castle Business Park, Stirling, FK9 4SW, unless advised 
otherwise.  
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NHS FORTH VALLEY 
 

British Sign Language (BSL) Plan 
2017-2023 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Date of First Issue 07/05/2018 
Approved XX / XX / XXXX 
Current Issue Date  21/09/18 
Review Date 01/10/2020 
Version DRAFT (the initial document should be recorded by the 

Author as version 1.  Minor amendments should use the 
decimal point e.g. 1.1 etc.  Major revisions should become 
version 2 etc 

EQIA Yes                                             21/09/2018  
Author / Contact: 
Charlene Condeco 
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Group Committee – 
Final Approval 

NHS Forth Valley Board 

This document can, on request, be made available in alternative formats 
Management of Policies Procedure control sheet  

(Non clinical documents only) 
 

Name of document to be loaded NHS Forth Valley BSL Plan 2017-2023 

Area to be added to * see areas available on the policy web-page 
 Policy Guidance Protocol Other (specify) 
Type of 
document    

National 
Government 

Plan 
 Immediate 2 days 7 days 30 days 
Priority      
 Questions 
Understanding Yes  No  

 Options 

Where to be 
published 

External and 
Internal   Internal  

only  

Target 
audience 

NHSFV wide   Specific Area / 
service  

 
Consultation and Change Record – for ALL documents 
 

Contributing Authors: Charlene Condeco 
Stacey Gourley 
Annette McInnes 

Consultation Process: Local community engagement and staff engagement 
Collaboration events with three local authorities 
Collaboration events with third sector Deaf organisations 
On-line, email and paper feedback opportunities 

Distribution: Forth Valley Wide 

Change Record 

Date Author Change Version 

21/09/2108 C 
Condeco 

 Final draft 
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Section 1:  
1.1 Introduction and Feedback 
Welcome to NHS Forth Valley’s final draft British Sign Language (BSL) Plan.  
A BSL version is available at: https://nhsforthvalley.com/health-services/az-of-
services/disability-service/ 
 
Our Plan will support the national objectives, published in October 2017, 
which were developed after extensive engagement and participation with 
Deaf and Deafblind BSL users and those who work with them.  
 
NHS Forth Valley’s Plan follows the Governments BSL National Plan by 
identifying the actions we intend to take which will promote and enable BSL 
users accessing health across 2018 -2024 
 
We have involved Deaf, Deafblind BSL Users, Deaf organisations, partner 
organisations, local communities and our staff when developing this draft 
Plan and proposed actions. We will continue to engage throughout the 
lifetime of this plan, we will report locally on our progress via our governance 
structures and equality frameworks. After publication of NHS Forth Valleys 
Plan, a progress report will be submitted to the Scottish Government in 
October 2020 and thereafter on a six yearly basis. The initial review will report 
on progress, best practice, poor performance and innovation. It will enable 
the Scottish Government to influence future development of local BSL plans 
and assist boards in the sharing of best practice and learning. 
 
NHS Forth Valley will review their BSL plan annually to ensure local 
governance and enable regular community feedback. 
 
Giving us your feedback                                                                                     
we welcome your comments relating to this draft Plan consultation.                      
You can respond with feedback in the following ways: 
Email or video to: FB-UHB.disabilitydepartment@nhs.net   
Text or call: 07990690605 
FaceTime or Video:  07990690605 
Via: contactSCOTLAND-BSL                                                                                                                                                                                    
Mailing Address: NHS Disability Equality and Access Service, Forth Valley 
Sensory Centre, Redbae Road, Camelon, Falkirk, FK1 4DD                                                                
 
 
 
 
 
 
 
 

mailto:FB-UHB.disabilitydepartment@nhs.net
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1. 2: Summary 
NHS Forth Valley Final Draft BSL Plan in a single plan for health, however 
during its development we have chosen to work in partnership with others to 
develop the best overall outcomes for people across Forth Valley. As some of 
our services are delivered on a joint basis or within a multi-disciplinary team, 
it is important that as partners we hold a shared knowledge of how we can 
work together efficiently and cost effectively with this community. 
 
NHS Forth Valley currently has a strong infrastructure in place which 
supports the language, culture and needs of D/deaf and Deafblind BSL 
users accessing health services across Falkirk, Stirling and 
Clackmannanshire.  
 
The Executive Lead, within the organisation, for Equality and 
Diversity, and overseeing this work, is Professor Angela Wallace, 
Director of Nursing Services.  
 
This draft BSL Plan will enhance work already underway within NHS Forth 
Valley and provide a further level of reporting on our progress. 
 
The BSL (Scotland) Act 2015                                                                                                                                                                                                                                                                         
An Act of the Scottish Government which aims to PROMOTE the use and 
understanding of British Sign Language. This will enable Deaf and Deafblind 
BSL users will be fully involved in daily and public life in Scotland, as active, 
healthy citizens and will be able to make informed choices about every aspect 
of their lives.  
NHS Forth Valley embrace the long-term goals set out by the Scottish 
Government within their BSL Plan including: 

• Improving access to health care and mental health services in BSL 
• Improving access to health information in BSL 
• Increasing staff knowledge and understanding of BSL, interpretation 

and Deaf Culture 
• Increasing opportunities for BSL users to participate in engagement 

processes 
• Encourage both BSL users and NHS Forth Valley staff to increase their 

use of contactSCOTLAND-BSL 
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1.3 Operational Lead and Contact Details  
 
NHS Forth Valley’s identified Operational Lead for our Draft BSL Plan is 
Charlene Condeco, Disability Equality and Access Lead, and Manager of 
Interpretation and Translation Services 
 
Contact details:  
Charlene Condeco 
NHS Forth Valley Disability Equality and Access Service 
Forth Valley Sensory Centre 
Redbrae Road 
Camelon 
Falkirk  
FK1 3BA 
Tel: 01324 590892  or  07867554478 
 
1.4 Draft  BSL Plan and where it find it 

 
Our Draft BSL plan can be found at:  
https://nhsforthvalley.com/health-services/az-of-services/disability-service/ 
 
Section 2 
2.1: Policy Context and Key Legislation  
 
The BSL (Scotland) Act 2015 places a duty on all public bodies to promote 
and facilitate the promotion of BSL within their areas of responsibility.  To 
support this, a National BSL Action Plan has been developed which national 
and special Health Boards will report on, however, territorial Health Boards 
are required to develop and produce local action plans.  The deadline for the 
production of these plans is October 2018.  The local plans must: 
 

• Involve BSL users (including those who use the tactile form of the 
language) and those who represent them; 

• Ensure that the consultation on the draft plan is accessible to Deaf and 
Deafblind BSL users; and  

• Be published in BSL as well as in English in both draft form and in final 
form. 

 
 
 
 
2.2:  Consultation and Engagement Events 
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NHS Forth Valley held several engagement and consultation events and our 
staff were joined by representatives from Falkirk, Stirling and 
Clackmannanshire Councils, Joint Integrated Board, from deafscotland  
(previously known as the Scottish Council on Deafness), British Deaf 
Association, Forth Valley Sensory Centre and by our local Deaf and Deafblind 
community members. Conversations and topics covered included: 

• How will the BSL Plan be implemented, what will change 
• Current services and access experiences 
• More clarity regards mental health services for BSL Users 
• Access to health and social care, who does what 
• BSL interpretation provision across NHS Forth Valley 
• Deafblind tactile BSL signing and guiding support 
• Need for staff contactSCOTLAND awareness sessions 
• Mental Health contact options 
• In patient stay and isolation 
• Staff training needs 
• Contact methods available in BSL users 
• Communication between GP’s and Hospitals, how does it work 

 
All of the public sector organisations have taken the evidence gathered from 
these events to influence BSL Plans within their own areas. 
 
 
2.3 Working in Partnership 
 
Alongside our professional partners NHS Forth Valley has a strong 
partnership with our third party organisations and our local communities. It is 
important to liaise, support and share skills and resources to improve the life 
opportunities of BSL users. 
 
As part of a funding and partnership agreement with the charity Forth Valley 
Sensory Centre the NHSFV Disability Equality and Access Service is based 
within the FV Sensory Centre building and this provides direct access for 
service users, carers and staff. This hub type building and multi partnership 
working has been successful and we will continue to strengthen these links. 
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3.1: Across all our services 
 
We share the long-term goal for all Scottish public services set out in 
the BSL National Plan, which is: 
 
“Across the Scottish public sector, information and services will be 
accessible to BSL users.” 
 
By 2023, we will: 
 
• Analyse existing evidence we have about BSL users in our 

organisation; identify and fill key information gaps so that we can 
establish baselines and measure our progress by:- 
 

o Reviewing current use of communication support 
o Reviewing how our systems identify BSL users 
o Reviewing how we use this information 

 
 
• Improve access to our information and services for BSL users, 

including making our website more accessible to BSL users by:- 
 

o Informing staff of the wide range of communication support 
available, including BSL and tactile BSL, in NHS Forth Valley 
 
 

• Promoting the use of the Scottish Government’s nationally funded 
BSL online interpreting video relay services (VRS) called 
‘contactSCOTLAND-BSL’ to staff and to local BSL users by:- 
 

o Increasing our staff awareness and understanding of Deaf 
Culture 

o Improving our staff knowledge of BSL as a language 
o Increasing the number of BSL video information clips on 

webpage 
 
[ 
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3.2: Family Support, Early Learning and Childcare 
 
We share the long-term goal for family support, early learning and 
childcare set out in the BSL National Plan, which is: 
 
“The Getting it Right for Every Child (GIRFEC) approach will be fully 
embedded, with a D/deaf or Deafblind child and their family offered the 
right information and support at the right time to engage with BSL.” 
 
Our Actions 
 
By 2023, we will 
 
• Provide early years staff with information about BSL and Deaf culture, 

and about resources that are available in BSL, so that they can meet 
the needs of families with a D/deaf or Deafblind child.  

 
 
3.3: Training, Work and Social Security 
 
We share the long-term goal for training, work and social security set 
out in the BSL National Plan, which is: 
 
“BSL users will be supported to develop the skills they need to become 
valued members of the Scottish workforce, so that they can fulfil their 
potential, and improve Scotland’s economic performance. They will be 
provided with support to enable them to progress in their chosen 
career.” 
 
By 2023, we will: 
 
• Work with partners who deliver employment services, and with 

employer groups already supporting employability to help signpost 
them to specific advice on the needs of BSL users. 

 
• Raise awareness locally of the UK Government’s ‘Access to Work’ 

(AtW) scheme with employers and with BSL users (including those 
on Modern Apprenticeships) so that they can benefit from the 
support it provides.  

 
 
 

 
3.4: Health (including social care), Mental Health and Wellbeing 
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We share the long-term goal for health (including social care), mental 
health and wellbeing set out in the BSL National Plan, which is: 
 
“BSL users will have access to the information and services they 
need to live active, healthy lives, and to make informed choices at 
every stage of their lives.” 
 
By 2023, we will: 
 
• Signpost BSL users to health and social care information available 

in BSL (to be produced by NHS Health Scotland and NHS 24); 
and b. develop complementary information in BSL about local 
provision, as appropriate. (Engagement on this starts end of 
February 2018.) 

 
• Work with our Local Authorities, providers and service users to 

improve the way that adult social care is delivered for BSL users, 
including how residential care is commissioned and how care and 
support is delivered to people at home. 

 
• Signpost health and social care staff to an online learning 

resource toolkit to raise awareness of BSL and Deaf culture (this 
will be led by NHS Health Scotland and will be rolled out across 
Scotland by 2018).  

 
• Through Integration Joint Boards (IJBs), ensure that psychological 

therapies can be offered on a fair and equal basis to BSL users. 
Consider the treatment options and the access for those options. 

 
• Support and work with NHS Health Scotland to implement a new 

national Interpretation and Translation Policy which includes BSL 
provision. The guidance will be provided to support delivery 
across all NHS Boards by 2018. 

 
• Work with partners (Local NHS Boards & NHS Health Scotland) to 

deliver and evaluate two training programmes aimed at supporting 
BSL / English Interpreters to work within the Health sector, with a 
view to informing a longer-term approach. 

 
 

• Work with our Local Authorities to take steps to improve access to 
information about sport, and to local sports facilities and sporting 
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opportunities. 
 

• Ensure that any local work to tackle social isolation explicitly 
considers the needs of BSL users. 

 
 
3.5: Transport 
 
We will work with our partners to ensure inclusive access to public 
transport highlighting the long-term goal for transport set out in the 
BSL National Plan, which is: 
 
“BSL users will have safe, fair and inclusive access to public 
transport and the systems that support all transport use in 
Scotland.” 
 
By 2023, we will: 
 
• Ensure BSL users can participate in the on-going feedback 

process of the ‘Going Further: Scotland’s Accessible Travel 
Framework’ as individuals and staff. 
 

• Research technological solutions for providing accessible 
information in transport hubs (for example bus stations, train 
stations, airports etc.) for patients and staff. 

 
• Create guidance for passengers and staff who use BSL on how 

to contact local / national transport providers when things go 
wrong on a journey. 

 
• Develop and provide training for our local transport providers, 

including volunteers which provide strategies for communicating 
with BSL users (patients and staff). 

 
 
3.6: Culture and Arts 
 
We will work with our partners to ensure inclusive access to Culture 
and the Arts sharing the long-tern goals for culture and arts set out in 
the BSL National Plan, which is: 
BSL Users will have full access to the cultural life of Scotland, an 
equal opportunity to enjoy and contribute to culture and the arts, and 
are encouraged to share BSL and Deaf Culture with the people of 
Scotland. 
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By 2023, we will support the ethos to: 
 
• Enable BSL users to take part in culture and the arts as 

participants, audience members and professionals. 
 

• Encourage and support BSL users to consider a career in culture 
and the arts. 

 
• Increase information in BSL about culture and the arts on relevant 

websites and at venues. 
 

• Improve access to the historical environment, cultural events and 
performing arts and film for BSL users. 

 
 
3.7: Democracy 
 
We will work with our partners to ensure the long-term goal for 
democracy set out in the BSL National Plan, which states: 
 
“BSL users will be fully involved in democratic and public life in 
Scotland, as active and informed citizens, as voters, as elected 
politicians and as board members of our public bodies.” 
 

 
By 2023, we will support the ethos to: 
 
• Take opportunities to promote public appointments as a way of 

participating in public life by producing information about public 
appointments in BSL, and promoting public appointments 
specifically to BSL users. For example public appointments for 
Local NHS Boards / IJB Boards. 
 

• Take opportunities to promote Access to Elected Office Fund 
locally, which can meet the additional costs of BSL users wishing to 
stand for selection or  

 
 
 
 
 
 
SECTION 4: 
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WHAT HAPPENS NEXT? 
 
After the review meeting the draft plan will be submitted to NHS Forth Valley 
Senior Leadership Team and then to the NHS Forth Valley Board for final 
approval. 
 
The approved BSL Plan will be shared on our web page in English and in 
BSL. 
 
 
You can continue to contact us by: 
Email or YouTube video to: FB-UHB.disabilitydepartment@nhs.net   
Text or call: 07990690605 
FaceTime or Messenger:  07990690605 
Via: contactSCOTLAND-BSL  
Mailing Address: NHS Disability Equality and Access Service, Forth Valley 
Sensory Centre, Redbae Road, Camelon, Falkirk, FK1 4DD                                                                
 
 
 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

mailto:FB-UHB.disabilitydepartment@nhs.net
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SUMMARY 
 
1. TITLE  NHS Forth Valley BSL Plan 2017-2023 
 
2. PURPOSE OF PAPER 

The purpose of this paper is to update the NHS Board on progress with developing 
the NHS Forth Valley BSL Local Plan 2017-2023. The Scottish Government wants 
to make Scotland the best place in the world for BSL users to live, work and visit. 
This means that D/deaf and Deafblind BSL users will be fully involved in daily and 
public life in Scotland, as healthy citizens and will be able to make informed choices 
about every aspect of their lives including health and wellbeing. They have therefore 
created the Scottish Government BSL National Plan 2017-2023. This plan has ten 
long-term goals to be progressed over a six year period and provides 70 actions 
which they feel can be achieved in the next three years. This document is the local 
plan for NHS Forth Valley, shaped by the national initiatives, agreed templates and 
the needs of D/deaf and Deafblind BSL users across Forth Valley. 

 
3. KEY ISSUES 

This paper outlines the requirement of all national public bodies to produce their 
BSL Plans by October 2018. 
This plan has been developed with active participation of D/deaf and Deafblind BSL 
users, national Deaf organisations and our staff groups. 
NHS Forth Valley will be required to provide the Scottish Government with a 
progress report in 2020 

 
4. FINANCIAL IMPLICATIONS 

NHS Forth Valley currently has a procured BSL Interpretation and Translation 
Service in place, managed by the Disability Equality and Access Service. This 
ensures that we are able to provide high quality interpretation and guide 
communication services to those who require it..  
Increased knowledge of the national and local BSL plans may increase usage of 
local services; this will be monitored and reported on. 
As part of this work the Scottish Government have funded a BSL online interpreting 
video replay service (VRS) called contactSCOTLAND-BSL. This service allows BSL 
users to contact public and third sector services directly and independently. NHS 
Forth Valley will encourage both BSL users and staff to make better use of this 
facility for generic calls, for example to confirm appointments. This service is 
complimentary to the interpretation services being offered by NHS Forth Valley. 

 
5. WORKFORCE IMPLICATIONS 

The Scottish Governments National Plan highlights the need for improved access to 
health care and mental health services for D/deaf and Deafblind BSL users. Staff 
training and resources have been highlighted as priority and therefore NHS Forth 
Valley will require reviewing and re-evaluating what training is available specific to 
Deafness, Deaf Culture and BSL within the organisation. 

 
6. RISK ASSESSMENT AND IMPLICATIONS 

NHS Forth Valley has a structure in place to deliver communication and guide 
support to Deaf and Deafblind people. The BSL Act aims to promote BSL, by doing 
this there could be a rise in requests for communication and access support and this 
will require to be monitored. Staff training is also a high priority and consideration on 
how this will be implemented across the organisation and in what format will need to 
be identified. The financial implications of both provisions need to be highlighted. 
 
 



 
7. RELEVANCE TO STRATEGIC PRIORITIES 

NHS Forth Valley Healthcare Strategy, Shaping the Future 2016-2021 
NHS Forth Valley Equality Outcomes 2017-2021 
Socio Economic Duty 
NHS Forth Valley Mental Health Strategy 2017-2027 
NHS Forth Valley Interpretation and Translation Policy 
NHS Forth Valley Improvement Strategy 2016-2019   

 
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:  
Equality Impact Assessment completed – report available on request. 

 
9. CONSULTATION PROCESS 

NHS Forth Valley has regular and consistent engagement with D/deaf and Deafblind 
people as part of their partnership with Forth Valley Sensory Centre.  
 
Several specific events have been undertaken with our D/deaf and Deafblind users 
in Forth Valley, covering topics such as access, interpretation, translation, mental 
health and cancer awareness screening. Throughout each event the BSL Plan was 
also discussed. 
Consultations have been held in partnership with our colleagues from Falkirk, 
Stirling and Clackmannanshire Councils. Discussions have taken place with leads 
from our Integrated Health and Care Partnership. 
Staff have been encouraged to participate and learn more relating to the actions 
which will be part of the plan. 

 
10. RECOMMENDATION(S) FOR DECISION 

 
The Forth Valley NHS Board is asked to: - 
 

• Give consideration to the BSL Plan 
• Approve the BSL Plan for publication 

 
11.  AUTHOR OF PAPER/REPORT: 

Name: Designation: 
Charlene Condeco  

 
Approved by: 
Name: Designation: 
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