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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 29 January 2019 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 27 November 2018 For Approval 
      
4. Matters Arising from the Minute       Seek Assurance 
 
5. Patient/Staff Story  
 
 
6. BETTER HEALTH   
 
 6.1 Population Health Screening 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 West of Scotland Systemic Anti Cancer Therapy (SACT)     Seek Assurance 
Future Service Delivery 
 – Strategic Review and Emerging Future Service Model                
(Paper presented by Ms Janette Fraser, Head of Planning) 

 
 7.4 Elective Care Programme – Waiting Times Plan    For Approval 
  (Paper presented by Mr Andy Rankin, Head of Patient Access) 
 
 7.5 Performance Escalation Framework – Recovery Plan    Seek Assurance 
  (Presentation 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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 8.2 Psychological Therapies        For Approval 
  (Presentation and Paper presented by Ms Jennifer Borthwick,  

Head of Psychological Therapies) 
 
 8.3 Elective Care Development Programme     Seek Assurance 
  (Paper presented by Ms Gillian Morton, Programme Director) 
 
 8.4 Primary Care Update       For Approval 
  (Paper presented by Mrs Cathie Cowan, Chief Executive) 
 
 
9. BETTER WORKFORCE 
   

9.1 Integration Update: Co-ordination of In-Scope Services – Phase 2 Seek Assurance 
 (Paper presented by Miss Linda Donaldson, Director of Human  
 Resources) 

 
 
10. BETTER GOVERNANCE 
 

10.1 Risk Management Strategy       For Approval 
 (Paper presented by Mrs Cathie Cowan, Chief Executive) 
 
10.2 Good Governance – Corporate Governance Review Update  Seek Assurance 

  (Paper presented by Mrs Cathie Cowan, Chief Executive) 
 

10.3 Governance Committee Minutes   
 

 10.3.1 Performance and Resources Committee: 30 October 2018 Seek Assurance 
   (Minute presented by Mr John Ford, Chair) 
 

10.3.2 Clinical Governance Committee: 11 December 2018  Seek Assurance 
  (Minute presented by Mrs Julia Swan, Chair) 
 

10.3.3 Audit Committee: 9 October 2018     Seek Assurance 
 (Minute presented by Mr John Ford) 
 
10.3.4 Staff Governance Committee: 14 December 2018  Seek Assurance 
 (Minute presented by Linda Donaldson) 

   
10.4 Advisory Committee Minute 
 
 10.4.1 Area Clinical Forum: 15 November 2018    Seek Assurance 

 (Minute presented by Dr James King) 
 
 10.5 Integration Joint Boards Minutes 
   
  10.5.1 Falkirk IJB: 5 October 2018      Seek Assurance 
 
  10.5.2 Clackmannanshire and Stirling IJB: 26 September 2018 Seek Assurance
  
 
11. ANY OTHER COMPETENT BUSINESS 
 

11.1 Emerging Issues        Seek Assurance 
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FORTH VALLEY NHS BOARD 
TUESDAY 27 NOVEMBER 2018 
  
For Approval 
 
Item 3 -   Draft Minute of the Meeting Held on Tuesday 27 November 2018, held in the NHS Forth 
Valley Headquarters, Carseview House, Castle Business Park, Stirling. 
 
Present  Mr Alex Linkston (Chair)  Mrs Cathie Cowan   
 Mrs Julia Swan   Mr John Ford     
 Dr Michele McClung   Councillor Allyson Black  
 Dr James King   Dr Graham Foster    
 Mr Robert Clark   Mr Scott Urquhart  
 Professor Angela Wallace  Miss Linda Donaldson 
  
In Attendance Mrs Elsbeth Campbell, Head of Communications 

 Mr David McPherson, General Manager (Item 8.3) 
 Mrs Janette Fraser, Head of Planning (Item 6.1) 
 Mrs Hazel Meechan, Public Health Specialist (Item 6.2)   
 Ms Pamela Smith, Employment & Training Unit Manager, Falkirk Council  
 (Item 6.2) 
 Ms Shiona Strachan, Chief Officer (Item 7.1) 
 Mrs Lynn Waddell, Equality & Diversity Manager (Item 9.3) 
 Ms Ellen Hudson, Deputy Nurse Director (Shadowing Professor Wallace) 
 Mrs Irene Graham, PA to Medical Director (minute) 
 
 
1. APOLOGIES FOR ABSENCE 
 

Apologies for absence were intimated on behalf of Ms Fiona Gavine, Mr Andrew Murray, 
Councillor Les Sharp and Councillor Susan McGill. 
 

2. DECLARATION(S) OF INTEREST(S) 
 

There were no declarations of interest. 
 
3. MINUTE OF FORTH VALLEY NHS BOARD MEETING HELD ON 25 SEPTEMBER 2018 
 

The minute of the Forth Valley NHS Board meeting held on 25 September 2018 was approved 
as a correct record subject to the following amendment:  
 

Item 6.2 – Mr Andrew Murray was not leading on the Vaccination Transformation 
Programme. 
 
Post meeting – Mrs Cathie Cowan had presented the Draft NHS Forth Valley British 
Sign Language Plan 2017-2023. This set out NHS Forth Valley’s plan to meet the 
actions and long term goals of the Scottish Government as detailed in their BSL National 
Plan 2017-2023. The NHS Board approved the plan 

 
4. MATTERS ARISING FROM THE MINUTE 
 

There were no additional matters arising. 
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5. PATIENTS/STAFF STORY        
 
Professor Wallace introduced a short film which relayed the experiences of a resident of the 
Royal Scottish National Hospital (RSNH).  The lady had been a resident in RSNH for 34 years 
and had often found it stressful being in a ward with 60 other residents.   She had moved to 
Ercall Road, a supported home in the community and had been a resident there for 23 years 
where she was happy and independent, able to make her own choices, go shopping and look 
after her own money.    
 
A support worker also highlighted how attitudes had changed, with patients supported to make 
their own choices and achieve their outcomes. 
 
The NHS Board: 
 

• The NHS Board noted the positive changes in the care and support for people 
living with a learning disability. 

 
 
The NHS Board agreed to take Item 9.3 at this point in the agenda 
 
9.3 Equality and Diversity in NHS Forth Valley 
 
The NHS Board considered a paper “Equality and Diversity in NHS Forth Valley” presented by 
Mrs Lynn Waddell, Equality and Diversity Manager. 
 
Mrs Waddell outlined the work that had taken place across NHS Forth Valley to progress 
equality outcomes and Directorate priorities.    
 
The key issues which had been taken into consideration were: 
 

• Implementation of the BSL Bill was published on the Intranet and cascaded throughout 
NHS services 

• Transfer of Forensic Rape and Sexual Health Services from police accommodation to 
NHS Forth Valley premises adapted to provide a forensic suite with specialist facilities 
for children as well as police interview areas for both adults and children will open in 
2019.  The facility would be supported by staff trained in supporting people who had 
experienced trauma.  The approach to meet HIS standards had been acknowledged by 
Scottish Government as an example of best practice.  

• National evaluation completed by Equality and Human Rights Commission on the Public 
Bodies’ requirement in meeting the Equality Duties. 

• Update on NHS Forth Valley’s Equality Outcomes. 
• Changes to NHS Forth Valley Equality Impact Assessment process - this was currently 

being tested and would be launched on 1 January 2019. 
• Development of Lesbian, Gay, Bisexual and Transgender Guidance for staff within 

Children and Emergency Departments in partnership with LGBT Youth Scotland.  
• NHS Forth Valley submission to the Stonewall Scotland’s Workforce Equality Index 2018 
     - results would be available in February 2019. 
• NHS Forth Valley progress on four equality priority areas - implementation of quality, the 

analysis and use of equality data, access to buildings and signage. 
 
Dr McClung sought assurance regarding the percentage of young people being provided with 
support and Mrs Waddell reassured her that separate guidance for young people and adults 
was in place. 

 
The NHS Board: 

• Noted and approved the content of the report 
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• Approved leadership support and direction to the delivery of the action required to 
mainstream equality within service delivery and employment practice 

 
 

The NHS Board agreed to take Item 8.3 at this point in the agenda 
 
8.3       Waiting Times Improvement Plan 
 
The NHS Board received a presentation on  “Waiting Times Improvement Plan” presented by 
Mr David McPherson, General Manager. 
 
Mr McPherson provided an update on the current position regarding trajectories for Outpatients 
and Inpatients waiting over 12 weeks.   The Scottish Government had provided additional 
funding to drive improvement and it was anticipated that a reduction in the number of 
Outpatients to 2500 by end of March 2019 and for inpatients – 464. 
 
Mr McPherson explained that the National Waiting Times Improvement Plan was a three year 
plan with the following expected outcomes to be achieved from 2019 to 2021:   
 

• October 2019 
o 80% of Outpatients would wait less than 12 weeks 
o 75% of Inpatients would wait less than 12 weeks 
o 95% cancer treatment patients would be seen within 31 days 

 
• October 2020 

o 85% of Outpatients would wait less than 12 weeks 
o 85% of Inpatients would wait less than 12 weeks 

 
• Spring 2021 

o 95% of Outpatients would wait less than 12 weeks 
o 100% of Inpatients would wait less than 12 weeks 
o 95% cancer treatment patients would be seen within 62 days 

 
An Elective Care Waiting Times Plan had been produced, prioritising work in the first quarter 
from January to March 2019.   A bid by the Senior Leadership Team for approximately £1.8m to 
help achieve the expected outturn had been submitted to the Scottish Government and Mr 
McPherson would report back to the NHS Board once a response had been received. 
 
To mitigate the risk with theatre capacity a group procurement tender for the purchase of private 
sector assistance was due to be submitted. It was intended that funding received would be 
recurring to enable the recruitment of permanent staff.   
 
A Capacity Plan for 2019/20 was being developed and those specialties which were currently 
not in balance would be targeted to support improvements for people waiting. It was noted that 
regionally there were a small number of sub-specialties that would benefit from a shared service 
model approach to address sustainability risks. Output from regional work to address 
sustainability issues would be reported to the NHS Board during 2019.     
 
The NHS Board: 

• Noted the progress and assurance regarding the Elective Care Programme 
 
 
The NHS Board agreed to take Item 7.1 at this point in the agenda 
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7.1 Joint Inspection (Adults) of the Effectiveness of Strategic Planning 
 
The NHS Board considered a paper “Joint Inspection (Adults) of the Effectiveness of Strategic 
Planning” provided by Ms Shiona Strachan, Chief Officer. 
 
Ms Strachan outlined the effectiveness of the arrangements for strategic planning in 
Clackmannanshire and Stirling Health and Social Care Partnership following the Joint Adult 
Inspection.    
 
A draft improvement plan had been produced which concentrated on the improvements 
identified in the Joint Inspection report which had focussed on the following Quality Indicators: 
 

• Key performance outcomes  
• Policy development and plans to support improvement in service 
• Leadership and direction that promoted partnership  

 
Mrs Cowan invited Ms Strachan to provide an update to the NHS Board on the implementation 
to appoint to an approved integrated management structure.  Ms Strachan provided an update 
on the appointment to new integrated Locality Management posts.  She confirmed that a 
Locality Manager had been appointed in Stirling and details of similar posts in the 
Clackmannanshire and the rural area were also being progressed.  The vacant 
Clackmannanshire post would be covered meantime by the Head of Community Mental Health 
and Learning Disability to enable the structure to be established. 
 
Mr Linkston commended Mrs Strachan on the integrated approach taken and the action plan 
produced. The NHS Board noted that Ms Strachan was due to leave Clackmannanshire and 
Stirling Health and Social Care Partnership at the end of the year and wished her well for the 
future. 
 
The NHS Board: 

• Considered the draft improvement actions which were subject to agreement with 
the Lead Inspector (Appendix 1) 

• Noted the content of the Joint Inspection (Appendix 2)  
 

 
6. BETTER HEALTH  

 
6.1 Forth Valley Area Health and Social Care Partnerships Winter Plan 2018-19 
 
The NHS Board considered a paper “Forth Valley Area Health and Social Care Partnerships 
Winter Plan 2018-19”, provided by Mrs Janette Fraser, Head of Planning. 
 
Mrs Fraser reported that as part of the Scottish Government’s requirement for “Preparing for 
Winter 2018-19” a Health and Social Care Winter Plan had been produced in collaboration with 
partner organisations.   It had been agreed at the NHS Board meeting in September to delegate 
authority to the Chief Executive and NHS Board Chair to approve the Winter Plan and this had 
now been submitted to Scottish Government at the end of October 2018. 
 
 The Winter Plan was underpinned by a comprehensive multi-agency action plan including the 
festive period arrangements for Primary Care Out of Hours, flu and norovirus plans and a 
directory which detailed the availability of services and how to access them over the festive 
period. To ensure discharges could be maintained at an acceptable level, actions included an 
improvement trajectory for weekend and earlier in the day discharges and appropriate staffing 
arrangements across acute, primary and social care settings.  Contingency beds to support 
unscheduled care performance was noted and the financial risk associated with beds being 
opened beyond the winter designated period.  
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A detailed discussion took place on unscheduled care performance and Board members agreed 
a whole system health and care approach to improve the 4 hour access standard especially to 
support flow was necessary.  The role of our Partnerships in unscheduled care was highlighted 
as part of the reform work led by the Programme Board. 
 
The NHS Board: 

• Noted the final Forth Valley Area Health and Social Care Partnerships Winter Plan 
2018-19 which the Chief Executive and Chair approved in October 2018 
 
 

6.2 Fair Start Scotland:  Forth Valley Community Planning Partnership Programme 
 
The NHS Board considered a paper “Fair Start Scotland:  Forth Valley Community Planning 
Partnership Programme”, provided by Mrs Hazel Meechan, Public Health Specialist and Ms 
Pamela Smith, Employment & Training Unit Manager, Falkirk Council. 

 
 Mrs Meechan stated that the Scottish Government had launched the Fair Start Scotland model 

in April 2018 and work was underway in partnership with local authorities to provide person-
centred support for the long term unemployed and address health barriers to work.   Other 
providers of the Fair Start programme throughout Scotland included: 

 
• People Plus Group (private provider) in Glasgow and Highlands and Islands 
• Remploy (Supported business) in Lanarkshire and Tayside 
• Start Scotland (private and Third sector provider) for the east and south west regions of 

Scotland 
• Momentum Scotland in Aberdeen and Aberdeenshire (Third sector provider) 
• The Wise Group (Third sector provider) in the west region of Scotland 

 
Ms Smith explained that the aim was to support Fair Start clients with a holistic support 
programme which assisted them to upskill and make them ready for employment. This also 
included support to address any health barriers to work from the NHS Forth Valley Health for 
Work Service.    
 
This support was dependent on the following factors: 
 

• The severity of their health barriers to work 
• Their compliance with the agreed plan of health services for their needs 
• Requirements of the Fair Start Scotland programme case manager 

 
Falkirk Council was the contract leader for the partnership with Scottish Government and had 
secured 3 year funding for the programme for the Forth Valley area, which included funding for 
the Health for Work service.  
 
Following discussion and in response to concerns regarding the longevity of the programme 
and whether people would be financially disadvantaged, Ms Smith advised that although people 
may only be able to work limited hours due to their health/disability they would be financially 
better off in work. 
   
The NHS Board: 

• Noted the work currently being carried out with partner organisations 
• Approved the continuing health service role in the early stages of delivery of the 

Fair Start programme within the Forth Valley area 
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7. BETTER CARE   
 
7.2 Executive Performance Report  
 
The NHS Board considered a paper “Executive Performance Report” provided by Mrs Cathie 
Cowan, Chief Executive.  
 
Mrs Cowan reported that performance across a number of areas notably the 4 hour access 
standard continued to be challenging. A number of improvements were being progressed by the 
Elective and Unscheduled Care Programme Boards and attention to balance both elective and 
emergency demand/capacity was important.  
  
Board members noted the ongoing work within the Health and Social Care Partnerships to 
reduce the numbers of delayed discharges which was impacting on the wait for bed timings in 
ED. Board members discussed the 4 hour access performance in detail, improvement support 
from Scottish Government and the impact of work underway to improve performance.  It was 
noted that improvement support was delivering small scale change which now needed more 
pace.  An in-depth and focused discussion on unscheduled care was planned for December as 
part of the Performance and Resources Committee approach to greater scrutiny for those 
standards that were not being met.  Improvements in CAMHS and work to improve 
psychological therapies waiting times and absence rates were noted.  
 
Mr Murray added that at a recent meeting of the Clinical Governance Committee, Dr Anthony 
Byrne provided a presentation on stroke which had been well received. Mr Linkston suggested 
that a visit to the Stroke Unit may assist the NHS Board to understand the complexities of the 
stroke bundle.   
 
Mrs Cowan in response to a question from Mr Linkston advised that following the Chief Medical 
Officer’s (CMO) recent visit to the Emergency Department, both herself and Miss Donaldson 
had met with consultants to discuss the recommendations made by the CMO to improve 
Departmental working and the 4 hour access standard.  
 
The NHS Board: 

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

 
7.3 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. The Staphylococcus Aureus Bacteraemia (SABs) and 
Clostridium difficile Infections (CDIs) remained within normal control limits in October 2018 and 
the case numbers for Device associated Bacteraemia (DABs) had reduced to 9 which was now 
within the normal control limits. 
 
Five surgical site infections were highlighted; four due to c-sections, with a change of dressings 
used to help reduce infections and one due to large bowel surgery.  
 
The NHS Board: 

• Noted the assurance provided 
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7.4 Integration Update 
 
The NHS Board received a verbal update building on previous presentations and reports on 
“Integration” provided by Mrs Cathie Cowan, Chief Executive.      
 
Mrs Cowan by way of background reminded Board members that the Public Bodies (Joint 
Working) Act 2014 set out the legislative framework to support the integration of health and 
social care in Scotland.  Mrs Cowan added that the Act was directive on both planning and 
commissioning or funding responsibilities of the Integration Joint Board for those functions 
delegated.  The IJB did not employ staff and so did not deliver services; its role was to oversee 
performance and direct NHS Boards and/or Councils when it came to delivering its Strategic 
Commissioning Plan.   
 
She confirmed that our Partnerships brought together staff from NHS and Social Care, led by 
our Chief Officers.  Chief Officers were accountable to the Council and Health Board Chief 
Executives all of whom would be working collaboratively to improve the outcomes of the 
population that the IJB had responsibility for. In this regard the Act did not instruct or direct 
matters that related to operational arrangements, delivery of services via IJB directions was for 
the Health Board, Council (s) and IJBs to sort out to best suit their local circumstances.    
 
In regard to progress Mrs Cowan referred to work previously led by Professor Wallace in 
relation to those services in-scope. This work had informed the work underway to further 
delegate operational management arrangements to the Chief Officers, community mental health 
and learning disability management responsibilities were moved to Chief Officers in February 
2017.   
 
Mrs Cowan referred to the update provided by Ms Strachan earlier in the Board meeting and 
the appointments being made in the Clackmannanshire and Stirling Partnership.  Agreement on 
services to be moved to Chief Officers and located in each of the Partnerships in the main had 
been agreed, however there were some service for example due to their size and specialist 
nature that were not so easily located in each Partnership.  The workshop held on 26 November 
2018 involved staff from three service areas relating to specialist mental health, AHP and health 
promotion all of which fell into this category. Decisions relating to how these services will be 
delivered will be shared at a special meeting of the Phase 1Integration Working Group planned 
for January 2019.  
 
The governance and reference to NHS Forth Valley’s policies, procedures and standing orders 
were clearly articulated in Chief Officer’s job roles.  Updates on NHS Forth Valley’s governance 
arrangements were being progressed alongside the review of corporate governance which was 
due to be reported to the NHS Board in March 2019. Ongoing discussions with the Chief 
Executive, Chief Officer and HR senior officers continued in Falkirk, shadow arrangements were 
being proposed similar to what was being achieved in Clackmannanshire and Stirling IJB; to 
date this has not been supported.  Mrs Cowan agreed that integrated management structures 
needed to be consistent with NHS terms and conditions for staff employed by NHS Forth Valley 
although this need not be a barrier to progressing the appointment of staff in line with our 
organisational change policies.  
 
The NHS Board: 

• Noted the assurance (also provided earlier in the meeting by Ms Strachan)  that 
progress was being made in preparation for the delegation of operational 
management arrangement to the Chief Officers 
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8. BETTER VALUE 
 
            8.1       Finance Report 
  

The NHS Board considered a paper “Finance Report”, presented by Mr Scott Urquhart, Director 
of Finance.   
  
Mr Urquhart provided a summary of the financial position for NHS Forth Valley to 31 October 
2018 with a revenue overspend of £0.888m and a projected year end outturn of £0.900m 
overspend subject to further review based on the November position. 
  
Key financial risks were highlighted as capacity/winter pressures and arrangements for risk 
share relating to Clackmannanshire and Stirling IJB year end outturn which had not been 
finalised. 
  
An update on savings delivery was noted with a requirement for £6.6m non recurring sources in 
meeting the annual savings requirement. 
  
A balanced capital outturn position was forecast.  Mr Urquhart highlighted that accounting 
recognition of a planned disposal of land on the Bellsdyke site was subject to planning consent 
approval before 31st March 2019 and this was highlighted as a timing risk given the value of the 
planned disposal. 
  
The NHS Board:    

• Noted the revenue overspend of £0.888m to 31 October 2018, with a projected 
year end outturn position of up to £0.900m overspend  

• Noted the ongoing financial risks 
• Noted the position on savings at 31 Ocrober 2018  
• Noted the balanced capital position to 31 October 2018 

 
 

8.2       Financial Planning Update 
  
The NHS Board considered a paper “Financial Planning Update 2019/20 - 2024/25” presented 
by Mr Scott Urquhart, Finance Director. 
  
Mr Urquhart provided an overview of the national and local financial context and set out the key 
funding and cost parameters in developing the Board's five year financial plan which will be 
presented to the NHS Board for approval in March 2019. 
  
He explained the three key drivers underpinning the financial plan were a recurring revenue 
deficit, unavoidable pay and price inflation, and projected demand increases in relation to 
demographic and non demographic factors. 
  
Mr Urquhart highlighted the level of potential savings challenge based on current assumptions, 
noting the position was subject to further confirmation on NHS Board allocations for 2019/20 
which would be made available following the Scottish Budget announcement in mid December.   
  
He explained that delivering sustainable longer term financial balance would require a wide 
range of service and cost improvement initiatives on a whole system basis with a focus on 
improving value and transformation and that plans were in the process of being developed with 
Senior Leadership team colleagues.  
  
The NHS Board:    

• Noted the financial plan update 
• Noted the future years savings challenge with current savings projection range 

between £17m to £19m subject to further confirmation on indicative allocations 
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• Noted the financial risks highlighted 
• Noted the work underway to develop cost improvement options  

 
 

9. BETTER WORKFORCE 
  

9.1 NHS Forth Valley Workforce Plan 2018-19 
 
The NHS Board considered a paper “NHS Forth Valley Workforce Plan 2018-19”, presented by 
Miss Linda Donaldson, HR Director. 
 
Miss Donaldson stated that there was a statutory requirement to produce an annual Workforce 
Plan which included local context and the national and regional drivers. It was important to 
understand the size and shape of the current workforce in order to plan for the future. The 
redesign of services needed to be considered to ensure services were up to date and 
modernised where appropriate. There were a number of factors which needed to be considered 
when planning for the future: 
 

• Demographic and societal changes 
• Rising expectations 
• Health informatics and telemedicine 
• New healthcare technologies 
• Increasing costs of health service provision 
• Hard to fill posts 

 
Miss Donaldson advised that this was a dynamic document which would change to meet 
demand and as new information was made available. 
 
Detailed discussion took place regarding the need for appropriate support staff who were 
nearing retirement and the challenges faced due a maturing workforce.  
 
The NHS Board: 

• Noted the content of the NHS Forth Valley Workforce Plan 2018-2019 
• Noted the Plan would be published following sign off by the Chief Executive, 

Director of Nursing and Employee Director 
• Noted that this will be shared with members of the Area Partnership for sign off 

 
 

9.2 Our People Strategy 2018-2021 
 
The NHS Board considered a paper “Our People Strategy 2018-2021”, presented Miss Linda 
Donaldson, HR Director. 
 
Miss Donaldson provided an update on the refreshed document which included the following 
strategic aims: 
 

• To deliver and develop a fit for future, capable and sustainable workforce 
• To be a model employer 
• To create and maintain a healthy and modern culture 

 
The strategy highlighted how NHS Forth Valley would develop, lead, manage and support their 
workforce with an agreed and collective purpose. The priorities of Our People Strategy would 
be achieved through six areas: 
 

• Health and wellbeing 
• Positive and values-based culture 
• Fit for future leadership 
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• Recruitment and retention 
• Transforming our workforce 
• Working with our partners 

 
The NHS Board: 

• Approved the Our People Strategy 2018-2021 
 
 

9.4 Communications Update Report 
 
The NHS Board considered a paper “Communications Update Report” presented by Mrs 
Elsbeth Campbell, Head of Communications. 
 
Mrs Campbell reported on the period from June to November 2018 and highlighted the following 
key work that had been undertaken during this period: 
 
• Organ Donation campaign 
• Extensive media coverage in relation to NHS Forth Valley’s performance figures  
• Public meetings regarding the reduction in sessions provided by Aberfoyle & Bucklyvie 

Medical Practice 
• The Cabinet Secretary visit to open two new theatres  
• Stirling Health & Care Village was now open with an official opening to be arranged for 2019 
• Sod cutting had taken place for the construction of Doune Health Centre 
• Cabinet Secretary visited the new Alongside Midwifery Unit in August 
• Special platinum 70 years awards service for staff  
• Investors in People Gold Award achieved 
• Gold Award for Environmental Excellence achieved in August 
• The Executive Team had held briefing sessions with staff at various locations 
• Digital communications were used extensively and it was noted that NHS Forth Valley was 

the third highest for engaging with the population via Facebook 
 

Future priorities would be the promotion of the Bellfield Centre, plans for Falkirk Community 
Hospital and raising awareness across primary care services. 
 
The NHS Board: 

• Noted the update report and progress made during the period 
 

 
 

10. BETTER GOVERNANCE 
 

10.1 Governance Committee Minutes 
 

10.1.1   Performance and Resources Committee:  28 August 2018  
 
The NHS Board noted the minute of the Performance and Resources Committee 
meeting held on 28 August 2018. 

 
10.1.2  Clinical Governance Committee:  19 October 2018 

 
The NHS Board noted the minute of the Clinical Governance Committee meeting held 
on 19 October 2018. 
 
10.1.3   Audit Committee:  8 June 2018 
 
The NHS Board noted the minute of the Audit Committee meeting held on 8 June 2018. 
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10.1.4   Endowment Committee:  8 June and 9 October 2018 
 
The NHS Board noted the minutes of the Endowment Committee meetings held on 8 
June 2018 and 9 October 2018. 
 
10.1.5   Staff Governance Committee:  14 September 2018 
 
The NHS Board noted the minute of the Staff Governance Committee meeting held on 
14 September 2018. 
 

10.2 Advisory Committee Minute 
 
 10.2.1   Area Clinical Forum:  20 September 2018 
 

The NHS Board noted the minute of the Area Clinical Forum meeting held on 20 
September 2018. 

 
10.3 Integration Joint Boards Minutes 
  

10.3.1  Falkirk IJB: 1 June 2018 and 25 June 2018  
 

The NHS Board noted the minutes of the Falkirk IJB meetings held on 1 June 2018 and 
25 June 2018. 
 
10.3.2   Clackmannanshire and Stirling IJB:  13 June 2018 
 
The NHS Board noted the minute of the Clackmannanshire and Stirling IJB meeting held 
on 13 June 2018. 

 
 

11. ANY OTHER COMPETENT BUSINESS 
 
Mr Linkston noted that Ms Fiona Gavine’s term as Non-Executive of the NHS Board was due to 
end on 31 December 2018. On behalf of the NHS Board he thanked Fiona for her contribution 
over the last few years and wished her well for the future. 
 
Mr Linkston informed Board members that interviews for the vacant Non Executive posts had 
recently taken place and the two successful applicants had been recommended to Cabinet 
Secretary for formal approval. It was anticipated that they would take up post in January 2019. 
  
 
There being no further competent business the Chairman closed the meeting at 12.40pm. 
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FORTH VALLEY NHS BOARD 
TUESDAY 29 JANUARY 2019  
 
6.1 Population Health Screening Programme 
For Assurance 
 
Executive Sponsor: Mrs Cathie Cowan, Chief Executive 
 
Author: Dr Graham Foster, Director of Public Health & Strategic Planning 
 
 
Executive Summary 

The Scottish Screening Committee has published a report on national screening 
programmes in Scotland.  (Appendix C)   The Report describes how screening 
programmes are currently organised and makes recommendations to ensure they remain 
“fit for purpose”. 
The Report finds that:- 

There is no single consistent structure between national screening programmes and 
no consistent structure within programmes delivered individually at NHS Board level. 
There is a lack of clarity over roles. 
Not all recommendations for programmes have been consistently applied. 
There is no single point of governance or oversight for screening in Scotland. 
There is evidence of duplication, inefficiency and lack of support within programmes. 

 
The Report makes the following recommendations: 

Appoint a single National Director of Screening by the end of 2019.   
Create a national team to support this role and provide an operational oversight. 
Governance for all NHS Scotland screening programmes should remain at NHS 
Board level with the NHS Board Director of Public Health as the accountable officer. 
There should be a further review of the role of internal QA Groups within screening 
programmes. 
There should be an enhanced role for the Scottish Cancer Registration and 
Intelligence service in monitoring screening outcomes. 

 
Recommendation:  
 
The NHS Board is asked to 
 

• Consider the content and recommendations of the Review of Screening Report. 
• Seek assurance that local delivery of screening will remain “fit for purpose”. 
• Request a more detailed update on each of the specific national programmes. 
• Note the governance arrangements both nationally and locally. 
• Note that it may be necessary to appoint a Forth Valley screening coordinator 

depending upon the outcomes of the National Public Health Reform programme.  
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Key Issues to be considered:     
 
National Screening Programmes in NHS Scotland – Introduction. (Appendix A) 
 
Screening Programmes offer a highly cost effective way to protect the population from 
certain chronic conditions.  A screening programme is only possible where a disease or 
conditions shows a particular pattern which allows screening to be effective.  This limits the 
usefulness of screening to conditions which occur fairly slowly, which can be early detected 
early, before they are having detectable effects and for which there is an effective 
treatment which is acceptable to patients at a stage when they are otherwise well.   
The UK National Screening Committee (NSC) uses strict criteria to assess the viability, 
effectiveness and appropriateness of screening programmes and makes recommendations 
to the four UK health departments on national population based screening programmes. 
Screening policy is set by the Scottish Government Health and Social Care Directorates 
(SGHSCD) on the advice of the NSC and the Scottish Screening Committee.  
The responsibility for providing and funding population screening lies with the 14 territorial 
NHS Boards which have a statutory responsibility to provide health services for their 
resident population.   
The majority of screening is delivered locally, such as cervical screening in GP practices, 
breast screening on mobile screening units and bowel screening using kits completed at 
home.  
Some elements of screening are provided in one or more locations for all NHS Scotland. 
Several of these elements are funded nationally by SGHSCD using funds top sliced from 
the main Scottish health budget and allocated to NHS National Services Scotland (NSS).   
 
There are 8 national population screening programmes: 
 

• Abdominal Aortic Aneurysm (AAA) screening 
• Breast cancer screening 
• Bowel cancer screening 
• Cervical screening 
• Diabetic retinopathy screening 
• Newborn bloodspot screening 
• Newborn hearing screening 
• Pregnancy screening 

 
Each programme differs in its method of delivery to fit the particular requirements of 
screening for each condition.  These differences mean that each programme requires 
distinct and different management and delivery arrangements and different programme and 
IT system support. 
Although there was previously a specific NHS Forth Valley Screening Co-ordinator role, 
performed by a Consultant in Public Health, this was not replaced as a savings measure 
when the post holder retired. Currently the local co-ordination and oversight of screening 
programmes is shared across a number of different staff within the Public Health and 
Planning Directorate. 
The differences in screening programmes, their commissioning arrangements, their origin, 
the locus of delivery and the co-ordination of developments means that governance of the 
screening programmes is complex and becoming increasingly so.  (Appendix B) 
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Attempts to explain and simplify the governance arrangements have been made but it 
remains a complex area requiring considerable collaboration and close working between 
the 14 Territorial Boards, NHS National Services Scotland and other National Health 
Boards, e.g. Health Scotland.  
Local staff from each programme participate in relevant national meetings relating to the 
delivery, quality and governance of each programme.  
Each local programme has a small local steering group maintaining oversight of delivery of 
the local aspects of that programme including quality and performance reporting. 
Local oversight of these committees is to the Clinical Governance Working Group. 
Programmes produce screening review reports which are presented to the Clinical 
Governance Working group and where appropriate to the NHS Board Clinical Governance 
Committee.  In larger Health Boards the Screening Coordinator would present a screening 
report from each programme annually.  In Forth Valley current practice is for each 
individual programme to be asked to present a report on an approximately three yearly 
cycle.   
Should any specific screening incident occur that requires a local response this is 
presented individually to the Clinical Governance Working Group. 
These local arrangements have worked well and have proved sufficient to date however 
these arrangements are unlikely to be considerate an adequate response to the Review. 
  
Financial Implications 
There are no immediate financial implications, however the review has not concluded, as 
was expected, that screening co-ordinator roles could be consolidated at regional level or 
delivered nationally from Public Health Scotland.  Should there be a requirement to identify 
or appoint a specific individual to act as overall Screening Coordinator for NHS Forth Valley 
then his would create a new budget pressure within Public Health and Strategic Planning 
Directorate. 
 
Workforce Implications 
There is no specific workforce implication within this paper as the Report is yet to be 
considered by the Public Health Reform Programme however it is now unlikely that there 
will be enhanced screening support regionally or nationally and there may therefore be a 
need to identify a specific local Screening Coordinator which may require a specific 
recruitment process. 
 
Risk Assessment 
No risk assessment has been conducted at this time. 
 
Relevance to Strategic Priorities 
Effective, high quality screening “keeps people well” which is a significant element of the 
prevention strand within our healthcare strategy, Shaping the Future. 
 
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 
X Screening completed - no discrimination noted 
□ Full Equality Impact Assessment completed – report available on request. 
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Consultation Process 
The Screening Review Report is the outcome of an extensive nationwide consultation 
process and expert review over the past year. The Report is currently being presented to 
appropriate national and local audiences. 
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Appendix A 
 
National Screening Programmes in NHS Scotland- Introduction. 
 
Screening Programmes offer a highly cost effective way to protect the population 
from certain chronic conditions.  A screening programme is only possible where a 
disease or conditions shows a particular pattern which allows screening to be 
effective.  This limits the usefulness of screening to conditions which occur fairly 
slowly, which can be early detected early, before they are having detectable effects 
and for which there is an effective treatment which is acceptable to patients at a 
stage when they are otherwise well.  The criteria which should be met to identify a 
condition which is suitable for population health screening are known as “Wilson’s 
Criteria.”  
The UK National Screening Committee (NSC) uses strict criteria to assess the 
viability, effectiveness and appropriateness of screening programmes and makes 
recommendations to the four UK health departments on national population based 
screening programmes. Screening policy is set by the Scottish Government Health 
and Social Care Directorates (SGHSCD) on the advice of the NSC and the Scottish 
Screening Committee.  
The responsibility for providing and funding population screening lies with the 14 
territorial NHS Boards which have a statutory responsibility to provide health 
services for their resident population.   
The majority of screening is delivered locally, such as cervical screening in GP 
practices, breast screening on mobile screening units and bowel screening using kits 
completed at home.  
Some elements of screening are provided in one or more locations for all NHS 
Scotland. Several of these elements are funded nationally by SGHSCD using funds 
top sliced from the main Scottish health budget and allocated to NHS National 
Services Scotland (NSS).   
There are 8 national population screening programmes: 

• Abdominal Aortic Aneurysm (AAA) screening 
• Breast cancer screening 
• Bowel cancer screening 
• Cervical screening 
• Diabetic retinopathy screening 
• Newborn bloodspot screening 
• Newborn hearing screening 
• Pregnancy screening 

Each programme differs in its method of delivery to fit the particular requirements of 
screening for each condition. For example breast screening utilises digital 
mammography equipment and specialist radiography and radiology skills which can 
only be provided in a limited number of locations (fixed and mobile sites). To reduce 
travel and increase access, the majority of women aged 50-70 years are invited to 
mammography unit in their area. As a result, the way in which women are invited for 
breast screening is by GP practice on a rolling 3 year cycle.  In contrast, bowel 
screening kits enable everyone eligible to participate to do so in their own home. Kits 
are posted to eligible people’s homes close to their birthday every two years.   
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Cervical screening is provided from over 1,000 locations across Scotland, mostly GP 
practices. The cervical screening programme prompts women to make an 
appointment to attend for screening.  These differences mean that each programme 
requires distinct and different management and delivery arrangements and different 
programme and IT system support. 
The differences in screening programmes, their commissioning arrangements, their 
origin, the locus of delivery and the co-ordination of developments means that 
governance of the screening programmes is complex.   
 
A brief description of the eight screening programmes 
  

1. Abdominal Aortic Aneurysm (AAA) Screening  
AAA screening is offered to all men aged 65 in Scotland. Men are only invited for 
recall if an aneurysm is evident at age 65 and requires regular monitoring. Screening 
is undertaken using ultrasound scanning to assess the width of the aorta. Around 
30,000 men are invited for AAA screening each year. 
Screening is provided by 9 host boards for the population of Scotland.  SGHSCD 
have baseline funded these 9 Boards to deliver the programme. 
The National IT system was commissioned by NSD and NSD provides programme 
management support including national meetings, training days, etc. 
 

2. Breast Screening 
The Scottish Breast Screening Programme (SBSP) is divided into 6 areas, North 
East, North, South West, West, East and South East Scotland. The 6 screening 
centres are based in Aberdeen, Inverness, Irvine, Glasgow, Dundee and Edinburgh. 
Each centre has a static base and provides the screening service to the outlying 
areas by mobile units. NSD contracts with the 6 host NHS Boards who are 
responsible for delivery of the Programme. 
Breast cancer is more common in women aged over 50 and the SBSP invites 
women aged between 50 and 70 years for screening every three years. Women 
aged 71 and over are encouraged to attend through self referral to their local 
screening centre.  
The programme has undergone significant development since its inception. Most 
recently the technology needed to change from analogue to digital mammography in 
2015 and the new IT system implemented in 2016.  
Breast screening is the only national screening programme which is largely 
nationally funded. It requires mammography equipment, a complex IT system to 
support the screening pathway up to diagnosis, a national mobile fleet, and fixed 
sites where all women recalled for further assessment attend.  
 

3. Scottish Bowel Screening Programme 
The Bowel Screening Programme was fully implemented by December 2009. All 
men and women between the ages of 50 and 74 year are invited to participate in the 
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programme through completion of a test at home every two years. People aged 75 
and over can self refer thereafter.  
There is a Scottish Bowel Screening Centre based at Kings Cross Hospital in 
Dundee consisting of the call-recall office, helpline and laboratory. Around 900,000 
people are issued with a home test kit every year and individuals are offered 
screening every two years. The central laboratory carries out the tests and refers 
positive screening test results via the Bowel Screening IT System (BoSS) directly to 
the relevant local colorectal service for further investigations.  
The Programme changed from Faecal Occult Blood (FOB) testing to introduce QFIT 
as the first line test for bowel screening in December 2017.   

4. Cervical Screening 
Cervical screening has reduced the incidence and mortality of cervical cancer. 
Cervical screening saves around 5,000 lives in the UK every year and prevents 8 out 
of 10 cervical cancers from developing. 
The test involves checking cells in the cervix (neck of the womb) and a Human 
Papilloma Virus (HPV) test, where appropriate. The test is designed to pick up any 
changes so that they can be simply and effectively monitored or treated.  
From June 2016 changes to the age range and frequency of screening offered by 
the Scottish Cervical Screening Programme were implemented in response to 
SGHSCD policy requirements.  Cervical screening is now routinely offered every 
three years to women aged between 25 and 49 years of age and every five years to 
women aged between 50 and 64. Women on non-routine screening (where 
screening results have shown changes that require further investigation/follow up) 
will be invited up to age 70 years. Around 400,000 women are invited to take part 
every year. 
A further change is currently being planned to the cervical screening programme 
based on replacing cervical cytology with Hr-HPV testing as the primary screening 
method and using cytology-based tests as the triage for women who test positive for 
HPV.  This involves major change to the configuration and delivery of cervical 
screening in Scotland and will also require a major redesign of the IT system which 
supports cervical screening – SCCRS. 
Most costs of cervical screening are met locally within NHS Boards, including 
laboratory and cytology costs. National funding is provided to support an external 
quality scheme, proficiency testing and training, and the national IT system.  NSD 
will also manage the change programme in relation to Hr-HPV testing. 

5. Diabetic Retinopathy Screening (DRS) 
Retinopathy, a condition particularly prevalent in people with diabetes, can cause 
serious damage to the eyes and may result in blindness, although if detected early 
and treated appropriately, damage can be minimised. 
The screening programme available across Scotland invites all people aged 12 and 
over with diabetes once a year for an eye screen. The eligible screening population 
figure for 2015/16 was 263,928. 
A collaborative group working across NHS Boards supports the screening 
programme. The aim of the DRS Collaborative is to facilitate the delivery of diabetic 
retinopathy screening across Scotland.  The central costs in diabetic retinopathy 
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screening comprise funding for the staff involved in supporting and leading the DRS 
Collaborative and the costs of national IT in support of screening.  

6. Newborn Blood Spot Screening Programme 
Newborn blood spot screening identifies babies who may have rare serious 
conditions. Most babies screened will not have any of the conditions but, for the 
small numbers that do, the benefits of screening are enormous. Early treatment can 
improve health and prevent severe disability or even death. Testing is offered for all 
newborn babies, usually around five days of age. This is done by a midwife pricking 
the baby’s heel to obtain a few small drops of blood. Diagnostic testing will be 
arranged if the blood spot test produces a result which indicates further investigation 
is required.  There is no central funding or commissioning of the Newborn Blood 
Spot Screening programme and no central IT system.  NSD provides co-ordination 
support through organising of national meetings of key stakeholders and co-
ordinates any programme changes e.g. the recent successful introduction of 4 new 
tests within the programme. 

• The Scottish Newborn Screening Laboratory  
The Scottish Newborn Screening Laboratory (SNSL) service for testing blood 
samples of newborn babies is housed in the Biochemical Genetics Department in the 
Institute of Medical Genetics at the Queen Elizabeth University Hospital, Glasgow. It 
is the sole newborn screening laboratory in Scotland and is commissioned and 
funded nationally. 
 

7. Newborn Hearing Screening 
Aims to identify permanent moderate, severe and profound deafness and hearing 
impairment in newborn babies. Parents/carers/legal guardians in Scotland are 
offered the opportunity to have their baby's hearing tested shortly after birth. Early 
identification gives babies a better 'life chance' of developing speech and language 
skills and of making the most of social and emotional interaction from an early age.  
The screening programme is wholly funded by NHS Boards and NSD provide 
support for co-ordination of national meetings  

8. Pregnancy Screening Programmes 
Pregnancy screening identifies mothers and babies who may have rare serious 
conditions. Most mothers and babies screened will not have any of the conditions 
but, for the small numbers that do, the benefits of screening are significant. In many 
cases early treatment can improve health and prevent severe disability or even 
death. There are two types of test: 

• Screening tests, which are offered to everyone, and are intended to show 
whether there is a chance mother and baby may have a condition. 

• Diagnostic tests, which are further tests that may be carried out depending on 
the results of the screening test, to confirm what, if any, problem there may 
be. 

While screening offers a good way to assess how likely it is that a baby has a 
condition or health problem, it may not detect all problems.  
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Screening in pregnancy is funded and delivered locally by NHS Boards. All pregnant 
women in Scotland are offered pregnancy screening for Hepatitis B, Syphilis and 
Human Immunodeficiency Virus (HIV), Haemoglobinopathies and Down’s syndrome.  
Fetal Anomaly screening is offered to all women are offered a mid pregnancy high 
resolution ultrasound scan, usually between 18 and 21 weeks.  
Consideration is currently being given to developments to improve pregnancy 
screening. The National Screening Committee (NSC) has recommended that the first 
trimester screen should be expanded to include screening for Trisomy 13 and 
Trisomy 18 and is considering Non - Invasive Prenatal Testing (NIPT) as an 
additional test into the NHS Fetal Anomaly Screening Programme (FASP).  

• The Scottish Down’s Screening Laboratory  
The Scottish Down’s Screening Laboratory service for testing for Down’s syndrome 
is housed in the Biochemical Department in Western General Hospital, Edinburgh. It 
is the sole down’s screening laboratory in Scotland and is funded nationally. 
NSD provide support for co-ordination of national meetings and commissions the 
specialist laboratory service which supports Down Screening testing.  
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Appendix B 

Roles and Remit of Organisations involved in National Screening Programmes 

1. This Annex outlines the roles and remits of each of the different NHS 
organisations and stakeholders involved in delivering national screening 
programmes.   

UK Remit of National Screening Committee 

2. The UK National Screening Committee (UK NSC) currently advises Ministers 
and the NHS within each of the four UK countries on: 

• the case for implementing new population screening programmes not 
presently provided by the NHS   

• screening technologies of proven effectiveness but which require 
controlled and well-managed introduction   

• the case for continuing, modifying or withdrawing existing population 
screening programmes. In particular, programmes inadequately evaluated 
or of doubtful effectiveness, quality, or value  

• generic issues relating to screening programmes and policy  

3. To inform its advice and recommendations the UK NSC calls on sound 
evidence.  In particular: 

• advice of the Health Technology Assessment Programme's Diagnostic 
Technologies and Screening Panel  

• the Department of Health Policy Research Programme and the National 
Institute for Health Research (NIHR) in England as well as the Chief 
Scientist's Office and Scottish Health Technology Group in Scotland  

• other appropriate sources of sound evidence from within and outside the 
NHS, including ensuring advice on the broad balance of benefits and 
costs, and the effective use of available resources  

4. In addition, the UK NSC agrees standards for new programmes, which can be 
used as a basis for discussion by the standard setting bodies in the other UK 
countries.  Standards in Scotland are set by Healthcare Improvement Scotland. 

5. The UK NSC is also informed by reports from the Advisory Groups or 
Committees for specific programmes in each country, on the performance of those 
programmes and issues that arise which would have relevance to general screening 
policy. 
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Scottish Remit of the UK National Screening Committee 
 
6. The UK NSC currently provides advice to the four UK countries on some, but 
not all, new and existing screening programmes.  As part of this review, we would 
expect all future independent advice to be provided by the UK NSC in the first 
instance, before consideration by the Scottish Standing Committee.   
 
7. A formal memorandum of understanding will be agreed between the Scottish 
Government and the UK NSC which will include: 
 

• arrangements for the inclusion of further Scottish representation on the UK 
NSC subgroups  

• an agreement that there is no expectation of uniformity of 
implementation/delivery of pre-existing programmes in different parts of the 
UK 

• an agreement that the UK NSC considers in a timely fashion requests for 
advice on new and existing screening programmes and technologies made by 
the Scottish Government/Scottish Standing Committee for Screening  

• Scottish representatives would contribute to UK NSC policy development   
 
8. In addition to the UK NSC, Scotland currently receives advice on specific 
screening programmes from a number of Scottish Expert Groups, including the 
Breast and Cervical Screening National Advisory Group and the Bowel Screening 
Programme Board. The adopted governance model within the Bowel Screening 
Programme provides a template for the other existing programmes. This means that 
current clinical input to screening programmes will be maintained within revised 
programme structures. 
 
Role of Scottish Ministers 

9. In light of expert advice from the UK NSC and the Scottish Standing 
Committee for Screening, Scottish Ministers will set screening policy for Scotland 
taking into account recommendations for new and existing programmes and any 
associated financial implications.     

Scottish Standing Committee for Screening  
 
10. All UK NSC advice will flow to the Scottish Standing Committee for Screening 
(Standing Committee) via the Chief Medical Officer and the Scottish Government 
Health Directorates (SGHD). 

11. There will be a continued general expectation by Ministers that advice from 
the UK NSC will be considered by the Scottish Standing Committee.  The Standing 
Committee will fully consider the implementation of all UK NSC recommendations in 
the context of the specific Scottish circumstances. The Standing Committee would, 
where appropriate, be expected to establish Short Life Working Groups to 
investigate and develop a business case for the implementation of recommendations 
and to advise the Scottish Government on likely costs/resource requirements.   

 



Appendix page number 8 
 

12. In addition, the Standing Committee would be expected to: 

• provide high level oversight of all national screening programmes, based on 
six monthly reporting from National Services Division (NSD)  

• commission external quality assurance of screening programmes from 
Healthcare Improvement Scotland 

• provide an annual report on activity of the Committee, including a financial 
report, on national screening programmes to the Scottish Government and 
NHS Boards 

• provide advice to the Scottish Government on the relative priority of proposed 
screening developments in the context of other challenges and pressures 
faced by NHS Scotland 

• following Ministerial approval, nationally commission the implementation of 
changes/new screening programmes 

13. The core membership of the standing group would consist of: 

• a Health Board Chief Executive to Chair the Group, ensuring that 
recommendations and decisions are taken in the context of challenges 
and pressures facing NHS Scotland  

• a Health Board Medical Director to provide senior medical input and 
ensure that screening decisions are taken in context of impact on 
related clinical services 

• a Health Board Director of Finance to advise on the extent to which 
decisions and recommendations on screening are affordable within the 
funds available to NHS Scotland and cost effective 

• a Health Board Director of Planning to provide two way 
communication with the National Planning Forum, Regional Planning 
Groups and Board Directors of Planning to ensure that the planning of 
screening programmes fits with Board and regional plans and priorities 

• a Health Board Director of Public Health to ensure integration of 
decisions on screening with wider issues of health protection / disease 
prevention 

• a Health Board Screening Co-ordinator to provide direct advice 
based on experience of existing screening programmes 

• NHS National Services Scotland National Co-ordinator to provide 
expert advice on operational aspects of all screening programmes in 
Scotland, to present NSD six monthly reports; supported when required 
by National Services Division’s Director, Medical Director and  Director 
of Finance  

• a Health Board e-Health representative, with close links to the e-
Health Programme Board, to ensure that screening IT 
recommendations are taken in the context of the NHS Scotland e-
Health strategy  

• representation from SGHD screening policy 
• representative from Healthcare Improvement Scotland 
• representative from NHS Health Scotland 
• 3rd Sector/Lay representation – as appropriate 
• NSD Programme Managers – as appropriate 
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• ISD – as appropriate 

14. It is expected that each member of the group will fully represent their 
constituency, acting as a conduit for information and advice. Secretariat support will 
be provided by National Services Division, in conjunction with Scottish Government 
screening policy. 

Role of territorial NHS Boards 

15. Territorial NHS Boards are responsible for ensuring delivery of screening 
services for residents including: 

• ensuring the availability of screening services for local residents and, where 
appropriate or nationally commissioned, access for residents of other NHS 
Board areas 

• clinical governance of all nationally commissioned and local screening 
programmes delivered to their residents  

• funding IT to support robust, failsafe, delivery of screening services consistent 
with national standards 

• ensuring the availability of accurate communication information and resources 
to enable informed consent in conjunction with NHS Health Scotland and 
National Services Division  

• developing a local communication strategy and PR support to raise 
awareness of screening programmes   

• planning and implementing screening services, taking into account the needs 
of the local population in collaboration with National Services Division as 
appropriate 

Role of Screening Co-ordinators 

16. The NHS Board screening co-ordinator (for a specific national screening 
programme) is usually a consultant or specialist in public health with a remit to 
oversee the delivery, quality and effectiveness of the screening programme for the 
resident eligible population. The NHS Board screening co-ordinator is directly 
accountable to the NHS Board Director of Public Health for this work.  The role of the 
screening coordinator in any established national screening programme is: 
 

• to liaise with all medical, clinical scientific, administrative, information services, 
communications and health improvement staff (local and national) associated 
with the programme to provide a public health perspective and co-ordinate 
delivery of the programme to all eligible health board residents 

• to take a lead role in ensuring that the screening programme is delivered in a 
way that achieves equity of access and outcomes amongst the eligible 
population 

• to ensure all aspects of the programme are monitored against the appropriate 
quality standards and deliver a report on programme effectiveness to the NHS 
Board or appropriate clinical governance committee of the NHS Board 
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• to take appropriate immediate action when there is a risk to patient safety and 
also to escalate appropriately, by providing information advice and guidance 
on any risk identified at a local level 

• to link the screening programme with all other appropriate services provided 
within the NHS Board and beyond 

• to advise the Health Board on how best to improve the effectiveness of the 
Programme 

• to be the NHS Board spokesperson and lead for promotion of the screening 
programme 

• to co-ordinate the delivery and monitoring of any recommended developments 
to the local screening programme along with all relevant local stakeholders 

• to collaborate in an informal network with other NHS Board Screening 
Coordinators, colleagues from National Services Scotland, Health Scotland 
and Scottish Government to ensure representation wherever required across 
all appropriate decision making systems and processes.  This informal group 
has responsibility for ensuring informed consent arrangements are 
appropriate. 

 
17. In addition, with regards to new screening programmes, screening 
coordinators are expected to contribute to the planning, implementation and co-
ordination of delivery of any newly recommended screening programme at a national 
level, in collaboration with other NHS Board screening co-ordinators, and to have a 
lead role in the planning, implementation and co-ordination of its delivery at a local 
level. 
  

Role of National Services Division 

18. National Services Division, NHS National Services Scotland has 
responsibility for the implementation of national screening policy in partnership with 
NHS Boards, as delegated by SGHSCD.   
 
The contribution to national population screening within NHS NSS spans a number 
of Directorates: 

• NSD helps to ensure consistent, effective, co-ordinated national screening 
programmes for the people of Scotland by commissioning and/or co-
ordinating national elements of screening programmes  

• Public Health Intelligence (PHI) collates, analyses and publishes statistics on 
population screening 

• Practitioner Services maintains the Community Health Index used to identify 
people eligible to be invited for screening 

• NSS Information Technology procures and monitors national IT systems in 
support of population screening 

• Health Facilities provides medical physics for mammography equipment, fleet 
maintenance of mobile breast screening units, and procurement of specialist 
equipment 
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In partnership with NHS Boards, NSD would be expected to:  

a) commission elements of screening programmes designated as national 
including performance management of these commissioned services.  

• negotiate individual Service Agreements with provider NHS Boards for 
each nationally commissioned screening service, including a clear 
specification of the service to be provided, the quality standards, Key 
Performance Indicators (KPIs) reporting requirements and funding 
allocated 

• monitor NHS Board delivery, performance against KPIs and clinical 
quality targets, and support  NHS Boards to implement change where 
required 

• monitor funding provided to NHS Boards for the implementation of 
nationally commissioned screening programmes, ensuring value for 
money    

• meet with clinical and management teams within those NHS Boards 
providing national screening services at least twice a year to discuss 
performance against quality standards in Service Agreements and 
agreeing action on any discrepancies 

b) Provide national co-ordination of screening programmes which are 
commissioned by NHS Boards 

• support and co-ordinate NHS Boards to assess needs and plan 
delivery of screening services 

• ensure standardisation of screening service delivery and equity of 
access   

• facilitate and co-ordinate operational service change in screening 
services across NHS Boards 

c) Support Quality Assurance: 

• support NHS Boards by providing leadership and support for a range of 
quality assurance groups – both multi-disciplinary and uni-disciplinary 
for every national screening programme 

• Provide national co-ordination, leadership and support for NHS Board 
screening co-ordinators groups 

• present  reports and papers on performance of screening programmes 
against agreed KPIs 

• co-ordinate, investigate and assist in the management of incidents 
affecting more than one Board and work with Boards to implement 
processes to mitigate the risk of recurrence 

• hold responsibility for identifying failures where escalation is required, 
and liaising with Healthcare Improvement Scotland and Scottish 
Government in serious service failure  
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d) Support Implementation/Delivery: 

• project manage service change in national screening programmes – 
including roll out of new screening programmes 

• engage with stakeholders in territorial and special health boards and 
key service personnel in the planning and implementation of screening 
developments 

• maintain and present progress, risk management and highlight reports 
for implementation of screening developments 

• co-ordinate user input to the development of, work with supplier to 
deliver, and provide central support of IT to support standardised, 
robust, failsafe, delivery of screening services within NHS Boards 
/SGHD set budget  

• support of Screening IT User groups 
• co-ordination of user input to SGHD Public Health Portfolio 

Management Group (PHPMG) on IT to ensure Screening IT is robust 
and effectively supports delivery of screening, delivers KPIs, national 
statistics, correct results, on-going referrals for positive screened 
individuals  

• highlight changes to IT prioritised by NHS Board screening staff to 
PHPMG 

• support of national communication strategy and PR support to raise 
awareness of screening programmes in Scotland   

 
 
Role of Healthcare Improvement Scotland 
 
19. Healthcare Improvement Scotland, in partnership with others, would be 
expected to: 
 

a) Support Implementation, Innovation, Improvement and Scrutiny 

• provide tools and techniques to improve the way care is delivered  
• support measurement of standards and the use of data for improvement 
• partner with others to: identify and develop innovative practices; spread 

improvement approaches; support implementation of best practice; and, to 
learn from external quality assurance activity  

b) Provide Assurance of the safety and quality of screening services 

• develop national standards and/or indicators for NHSScotland that reflect 
UK NSC standards for new and existing programmes, 

• update existing standards and/or indicators as necessary  
• work with programme screening co-ordinators to disseminate standards 

and/or indicators and facilitate implementation 
• provide advice and guidance to the Standing Committee as requested 
• provide external quality assurance of the governance and monitoring 

arrangements that National Services Scotland have in place to assure the 
safety and quality of screening services. 
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• work with National Services Scotland, NHS Boards and the Standing 
Committee to develop a robust, proportionate and intelligence led 
assurance model for screening services in Scotland. 

• In the event of a 'serious service failure' or at the request of the new 
Standing Committee HIS will undertake an investigation to establish the 
facts and identify the learning.  

 

Role of Information Services Division 

20. ISD would be expected to: 

• develop, collect and publish key national statistics on screening 
programmes 

• in conjunction with NSD and NHS Boards collect, provide and analyse 
statistics to support the Scottish Government’s evaluation of the 
effectiveness of screening programmes against original policy objectives; 

• in liaison with NSD develop KPIs, data definitions and minimum datasets 
as necessary 

• assist the Scottish Government in providing key data as requested for by 
Ministers, MSPs etc.    

 

 

Role of NHS Health Scotland 

21. NHS Health Scotland would be responsible for: 

• leading on the production and review of a range of print, web-based 
and online information materials to support the informed consent 
process in screening  

• developing and executing communication and PR plans to raise 
awareness of the information materials  
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1. Forward and Acknowledgements 
 
This review of how our population screening services are organised and managed 
here in Scotland is both timely and expedient.  The opportunities arising from Reform 
of Public Health Services against a background of Health and Social Care 
Integration, Health Board Reform and the National Clinical Strategy will be wide-
ranging: Screening Services need to be ’fit for purpose’ and at the forefront of this 
new landscape.  It is expedient because of the ever increasing challenge presented 
by the inevitable extension of the range, format and sophistication of screening tests 
as we move towards a world of personalised medicine.  
Eighteen months into the lifespan of the Scottish Screening Committee (SSC), there 
is now an established and transparent process to set screening policy aligned, where 
appropriate, to that of the rest of the UK.  The SSC has provided a platform to 
consider and inform policy decisions which take account of the specific needs of the 
Scottish population, including both refinements of, and fundamental changes to, 
existing screening programmes.  Bringing discussion of all six population screening 
programmes to one table has, however, brought into sharp relief the legacy of the 
nature of each programme’s evolution, namely the relative lack of shared learning 
and processes across all programmes.  
This review aims to explore how our screening services are organised and managed 
currently, identifying internal and external pressures as well as taking account of the 
interrelationship of screening and treatment services.  The review does not include 
policy or rationale for screening, nor does it have any focus on the delivery of 
treatment services.  
To this end, an approach which was wide-ranging and inclusive was adopted to both 
inform the overall methodology of evidence gathering as well as to rehearse and 
influence the final recommendations.  
There is a wealth of expertise in Scotland in all aspects of the planning and delivery 
of screening as evidenced by review of regular outputs of all the programmes.  
Equally, there is an openness to engage in a process which will enhance further the 
development, efficiency and quality assurance of our Services in a sustainable 
manner. 
We would like to acknowledge the invaluable individual contributions of: 

1. The members of the Project Board (listed in Appendix 3) 
2. The numerous stakeholders (listed on pages 15-16) 
3. Project support by NSS, of particular note,  Lucy Fergusson and Scott Horton 
4. Members of Health Protection Directorate, Scottish Government 

 
If required, further information can be obtained by contacting: 
Dr Hilary M Dobson OBE, Deputy Director, Innovative Health Care Delivery 
Programme 
h.dobson@ed.ac.uk 
Dr Sue Payne, Public Health Advisor for Screening, Scottish Government 
Sue.Payne@scotland.gsi.gov.uk 
 
 
 
 

mailto:h.dobson@ed.ac.uk
mailto:Sue.Payne@scotland.gsi.gov.uk
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2. Abbreviations and Glossary 
 
2.1 Abbreviations 

Abbreviation Full term 
AAA Abdominal Aortic Aneurism  
AI Artificial Intelligence 
BOSS Bowel Screening (IT)System  
CARAF Change in Age Range and Frequency (Cervical Screening) 
CQI Continuous Quality Improvement 
DPH Director of Public Health 
DRS Diabetic Retinopathy Screening 
EQA External Quality Assurance 
FIT Faecal Immunochemistry Test (Bowel Screening) 
FoBT Faecal Occult Blood Test (no longer used) 
HIS Healthcare Improvement Scotland   
HS Health Scotland 
HSCB The Health and Social Care Board  
IQA Internal Quality Assurance 
KPI Key Performance Indicator 
NSC National Screening Committee 
NSD National Specialist and Screening Services Directorate  
NSS National Services Scotland 
OCT Optical Coherence Tomography 
SBSS Scottish Breast Screening (IT) System 
SBoSP Scottish Bowel Screening Programme 
PHA (NI) Public Health Agency (Northern Ireland) 
PHE Public Health England 
PHW Public Health Wales 
PNBS Pregnancy & Newborn Screening 
QARC Quality Assurance Reference Centre/Committee 
QoC Quality of Care 
SBSP Scottish Breast Screening Programme 
SDsPH Scottish Directors of Public Health 
SG Scottish Government  
SGHSCD Scottish Government Health and Social Care Directorate 
SLWG Short Life Working Group 
SGQARG Screening Governance and Quality Assurance Reference Group 
SCCRS Scottish Cervical Call Re-Call System 
SSC Scottish Screening Committee 
UAT User Acceptance Testing 

 
 

2.2 Glossary 

Abdominal Aortic Aneurysm – A localised enlargement of the abdominal aorta.  
There are usually no symptoms unless when ruptured, which may result in 
abdominal pain, back pain, low blood pressure and often death  
Atos – A European IT services corporation 
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CARAF – the cervical screening programme changed the age at which Screening 
commenced and adopted a variable programme of call / recall linked to the assessed 
risk for the individual woman. 
Diabetic Retinopathy – A medical condition caused by diabetes mellitus in which 
damage occurs to the retina, leading to blindness.  There are no early warning signs 
or symptoms until vision is blurred by the bursting of blood vessels in the back of the 
eye. 
FIT (faecal Immunochemistry test) replaced FOBt (Faecal Occult Blood test kits) in 
Nov 2017 used in Bowel Screening to check for blood in the faeces. FOBt is still 
available for individual use but not as part of screening programme. 
Haemoglobinopathies – Complex, inherited, single- gene disorders that are often 
autosomal recessive.  Carriers (with just one abnormal gene) are often 
asymptomatic, where as people who inherit an abnormal gene from both parents 
express the disease 
Hr-HPV (High risk human papilloma virus) – A type of virus that may cause 
cervical and other cancer.  The cervical Screening programme is currently 
introducing HPV as a first line test to further enhance the risk assessment and 
scheduling of screening for an individual woman. 
Newborn Blood Spot Screening Programme – Also known as a heel prick test, it 
helps to identify rare diseases, including inherited metabolic diseases  

UK National Screening Committee (UKNSC) – The National Screening Committee 
advises ministers and the NHS in the four UK countries about all aspects of 
population screening and supports implementation of screening programmes. 
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3. Executive Summary 
 
Over three decades or so, the implementation of the six population Screening 
Programmes in Scotland has created committed and dedicated multidisciplinary 
teams with the shared aim of delivering services to the highest possible standards.  
This review, however, reveals no single, consistent approach to programme 
organisation and management, compounded by an inconsistent adoption of the 
recommendations of the Burns Review (2012).  There is a resultant widespread and 
pervasive lack of clarity of roles and responsibilities affecting, to varying degrees, all 
relevant stakeholder groups.  
Distinct from the setting of policy by SSC, there is no single point of overall oversight 
for all screening programmes at national level, which in turn has the potential to give 
rise to inefficient practices, duplication of effort and, critically, lack of leadership.  A 
key recommendation of this review is the creation of a National Executive (NE) 
function, comprising as a minimum a Director of Screening, SG representatives and 
IT/eHealth expertise to support and direct the delivery of screening pathways.  The 
review provides initial proposals of not only areas of responsibility of the NE, but also 
potential host NHS organisations.  Roles and responsibilities at all levels can be 
restated and/or clarified taking account of this additional executive function.  
Recognising the value of commissioning, both local and national, the review 
recommends, where feasible, an extension of commissioning beyond mere 
coordination following a revision of the service level agreements for each 
programme. 
The membership and remit of the Internal Quality Assurance (IQA) Groups 
(previously known as QARCs) should be revised with the addition of a risk/ issue 
management role.  These IQA groups will be supported by the NE to whom they will 
be accountable.  The work of the IQA groups requires to be underpinned by timely 
access to data and to this end, it is recommended that all cancer screening data is 
included in the development of the Scottish Cancer Registration and Intelligence 
Service (SCRIS).  The review affords a timely opportunity to incorporate the outputs 
of the work by HIS to propose revised methodologies for both screening standard 
setting and external quality assurance (EQA).  Having been commissioned by SSC, 
these new methodologies will require approval by SSC prior to implementation. 
Importantly, Health Boards should retain overall governance responsibility for the 
provision of safe, timely and sustainable screening services for their population.  To 
inform this responsibility, the Health Boards will require timely performance 
monitoring from both commissioners (where relevant) and also the IQA groups.  This 
process will allow an end-to-end overview at Health Board level for not only the 
screening but also the treatment pathways where required. 
The Digital Health and Social Care Strategy (2018) coincident with revisions to 
eHealth funding infrastructure provides an exciting opportunity to develop a 
systematic approach to the introduction of Artificial Intelligence (AI) systematically 
across the Screening Programmes.  The new infrastructure should be a platform to 
evaluate the potential impact of new tools / technology as well as supporting a ‘once 
for Scotland’ approach to business case development.
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4. Introduction 
 
The Scottish Government (SG) is committed to promoting and improving the delivery 
of public health in Scotland, and has embarked on a major programme of change 
which will transform the public health landscape. 
 
The Review of Screening was commissioned by the Chair of the Scottish Screening 
Committee (SSC) in response to a request from the Cabinet Secretary for Health 
and Wellbeing.  The Review was to examine the management and overall delivery of 
the six national screening programmes (Abdominal Aortic Aneurysm (AAA), Bowel, 
Breast, Cervical, Diabetic Retinopathy (DRS) and Pregnancy & Newborn (PNBS), 
while recognising the significant health benefits which these programmes deliver for 
large numbers of our population.  The Review was also asked to provide 
recommendations as to how screening can be strengthened in the context of the 
broader changing landscape around public health and challenging new 
developments in Scotland. 
 
 
Screening 

Screening is a process of identifying apparently healthy people who may be at 
increased risk of a disease or condition.  They can then be offered information, 
further tests and appropriate treatment to reduce their risk and/or any complications 
arising from the disease or condition. 

Participation in screening is a choice and it is important that people are given 
unbiased, balanced information, in a timely manner and in a format they can 
understand to help them make an informed choice.  The information should be given 
with an awareness of and sensitivity to the person’s beliefs and values.  It must 
enable them to make decisions which are right for them and their particular 
circumstances. 

Whilst screening has the potential to save lives or improve quality of life through 
early diagnosis of serious conditions, it is not a foolproof process.  Screening can 
reduce the risk of developing a condition or its complications but it cannot offer a 
guarantee of protection.  In any screening programme, there is a minimum of false 
positive results (wrongly reported as having the condition) and false negative results 
(wrongly reported as not having the condition). 
 
 
 
How Screening works in Scotland 
Table 1 gives an overview of each screening programme in Scotland, the target 
audience and the frequency of screening. 
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Table 1: Overview of Screening Programmes 
Programme Overview Who Frequency 
Abdominal Aortic 
Aneurysm (AAA) 

AAA screening programme 
aims to reduce deaths 
associated with the risk of 
aneurysm rupture in men 
aged 65 and over by 
identifying aneurysms early 
so that they can be 
monitored or treated.  The 
screening test is a simple 
ultrasound scan of the 
abdomen which takes 
around 10 minutes. 

Men in their 65th 
year. 
Self referral for 
older men who 
did not have 
opportunity to 
participate 

Single 
invitation 
linked to age 
 
 
National IT 
system 

Bowel screening Bowel screening aims to 
find cancer at an early stage 
when treatment is likely to 
be more effective, through 
analysis of faecal samples.  
Bowel screening is the only 
screening programme 
where the test is completed 
at home. 

Men and 
women 50-74 
Self referral 75 
and over 

Every two 
years linked 
to age of 
participant 
 
BOSS-Bowel 
Screening IT 
System 

Breast screening Breast screening provides 
routine mammography (X-
ray) to detect breast cancer 
in its early stages via six 
static screening centres 
supported by twenty mobile 
units. 
Abnormal findings are 
assessed clinically within 
the 6 Breast Screening 
Centres, leading to referral 
for treatment or reassurance 

Women 50-70 
Self referral 71 
and over 

Every three 
years linked 
to GP 
practice  
 
 
SBSS – 
Breast 
Screening IT 
System 

Cervical screening Cervical screening aims to 
detect and treat abnormal 
pre-cancer changes in a 
women's cervix (the neck of 
the womb) which, if left 
untreated, may develop into 
invasive cervical cancer. 

Women 25-64 Every three 
years with 
CARAF risk 
assessed 
schedule.  
Self referral 
71 and over 
 
SCCRS -
Scottish 
Cervical Call 
Recall IT 
System  
 

Diabetic 
Retinopathy 
Screening (DRS) 

Diabetic retinopathy is an 
eye condition which occurs 
when high blood sugar 

Everyone with 
diabetes over 
age of 12 

Annually 
VECTOR – 
DRS IT 
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levels damage the cells in 
the retina potentially leading 
to blindness or serious 
damage to eyesight.  
People with diabetes are at 
particular risk, and 
screening for this condition 
is a key part of diabetes 
care. 

system 

Pregnancy & 
Newborn Screening 
(PNBS) 

PNBS - a range of 
screening and diagnostic 
tests offered to women 
during pregnancy (including 
Down’s syndrome) and to 
babies in the first days/ 
weeks of life.  These include 
a hearing test and blood 
spot tests for range of 
conditions including cystic 
fibrosis. 

Pregnant 
women and 
newborn babies 

Varies 
depending 
on screening 
type – linked 
to gestation 
of pregnancy 
and age 
following 
birth 

 
The AAA Screening Programme is provided by nine host boards for the population of 
Scotland, with screening as follows:   
 
Host Board Boards covered 
Ayrshire & Arran   
Dumfries & Galloway   
Forth Valley   
Grampian Orkney Shetland 
Greater Glasgow & Clyde   
Highland Western Isles  
Lanarkshire   
Lothian Borders  
Tayside Fife  
 
The Scottish Government Health and Social Care Directorates (SGHSCD) have 
baseline funded these nine Boards to deliver the programme.  The National IT 
system was initially commissioned by NSD, ongoing responsibility lies with NHS 
Board eHealth. NSD provides programme management and coordination including 
support of national meetings and training days.  Among men routinely eligible for 
screening in the latest year, over 25,500 were tested and 350 (1.4%) had a positive 
result. 
 
The Scottish Bowel Screening Programme is delivered by one territorial health 
board, NHS Tayside, and is based at Ninewells Hospital in Dundee, comprising the 
call-recall office, helpline and laboratory.  NSD has a service level agreement in 
place to commission the programme up to the point of recall.  Around 900,000 
people are issued with a home test kit every year and individuals are offered 
screening every two years.  The central laboratory carries out the tests on Faecal 
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Immunochemical (FIT) test kits and the centre refers individuals with positive 
screening test results directly to the relevant Health Board for further investigations.  
 
The Scottish Breast Screening Programme (SBSP) is delivered by six centres based 
in Aberdeen (Northeast SBSP), Inverness (North SBSP), Irvine (Southwest SBSP), 
Glasgow (West SBSP), Dundee (East SBSP) and Edinburgh (Southeast SBSP).   
 
Breast Screening Centre Boards covered 
East (Dundee) Tayside Fife (North East) 
North (Inverness) Highland Western Isles 
North East (Aberdeen) Grampian Orkney Shetland 
South East (Edinburgh) Lothian Fife (remainder) Borders 
South West (Irvine) Ayrshire & Arran Dumfries & Galloway 
West (Glasgow) GG&C Lanarkshire Forth Valley 
 
Each centre has a static base and provides the screening service to the outlying 
areas by mobile units.  NSD has a service level agreement in place with each of the 
six host NHS Boards who are responsible for delivery of the screening service 
against an agreed common activity, finance and outcome specification. The 
programme has undergone significant development since its inception, most recently 
the technology enabling change from analogue to digital mammography in 2015 as 
well as implementation of a new IT system in 2016.  Breast screening is the only 
national screening programme which is nationally funded and commissioned up to 
the point of diagnosis.  It requires mammography equipment, a complex IT system to 
support the screening pathway up to diagnosis, a national mobile fleet, and fixed 
sites where all women recalled for further assessment attend.  The SBSP invites 
approx 750,000 women for breast screening over a 3 year period. 
The Scottish Cervical Screening Programme is delivered by over 1000 local GP 
practices throughout Scotland.  Cervical Screening Tests processed in 2016/17 was 
417,267 for all Health Boards (4.5% increase compared to 2015/16)   The 
overwhelming majority of costs of cervical screening are met locally within NHS 
Boards, including cytology laboratory and colposcopy costs.  National funding is 
provided to support a laboratory external quality scheme, proficiency testing and 
training, and the national IT system.  NSD provides programme coordination and led 
the introduction of CARAF (Change in Age Range and Frequency) which now offers 
women a risk assessed schedule of screening starting from age 25 and reducing 
frequency of smear testing if there are no risk factors identified.  NSD is also 
managing the change programme in relation to HPV screening, replacing cervical 
cytology with HPV testing as the primary screening method and using cytology-
based tests as the triage for women who test positive for HPV.  This change to the 
configuration and delivery of cervical screening in Scotland requires a major 
redesign of the IT system which supports cervical screening – Scottish Cervical Call 
Re-Call System (SCCRS). 
 
The Diabetic Retinopathy Screening (DRS) Programme is supported by a 
collaborative group working across NHS Boards, provided by NHS Highland, funded 
and coordinated by NSD.  The number of eligible patients within the DRS 
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Programme in Scotland is 274,607.  The aim of the DRS Collaborative is to facilitate 
the delivery of screening across Scotland.  The central costs for diabetic retinopathy 
screening comprise funding for staff involved in supporting and leading the DRS 
Collaborative as well as the costs of national IT to support screening. NHS Boards 
fund and commission the screening programme locally.  NSD are managing a 
revised screening interval programme and the introduction of Optical Coherence 
Tomography (OCT) surveillance within the DRS programme to enhance the 
specificity of referrals of patients from DRS to Ophthalmology. 
 
The Pregnancy and Newborn Screening (PNBS) Programme is split into several sub 
programmes.  For the Newborn Blood Spot Screening Programme, there is no 
central funding or commissioning of the programme and no central IT system.  The 
screening of newborns is fully funded and commissioned by each NHS Board and 
NSD provides support through organisation of national meetings and c-ordination of 
programme changes e.g. the recent successful introduction of four new tests within 
the programme.  The Scottish Newborn Screening Laboratory service for testing 
blood samples of newborn babies is housed in the Biochemical Genetics Department 
in the Institute of Medical Genetics at the Queen Elizabeth University Hospital, 
Glasgow and is commissioned and funded nationally.  The Newborn Hearing 
Screening Programme is wholly funded by NHS Boards and NSD provide support for 
coordination of national meetings.   
 
Pregnancy Screening Programmes, are also commissioned, funded and delivered 
locally by NHS Boards.  The Scottish Down’s Screening Laboratory service for 
testing for Down’s syndrome is housed in the Biochemical Department in Western 
General Hospital, Edinburgh.  It is the sole Down’s screening laboratory in Scotland 
and is funded nationally and contracts with a Laboratory in England for second 
trimester tests  NSD provide support for coordination of national meetings and 
commissions the specialist laboratory service which supports Down’s Screening 
testing.  NSD is managing the introduction of the UKNSC recommendation for Non-
Invasive Pre-Natal Testing (NIPT).   
 
Drivers 
 
The health service in Scotland faces a challenging and changing future.  Strategic 
direction is driving a Health Board transformational agenda coincident with 
integration of health and social care resulting in a radical shift in both focus and 
resource.  At the same time, public health is being restructured with the identification 
of agreed priorities as well as the creation of the new Public Health Body Scotland.  
Making better use of digital data and technology is key to improving the quality, 
efficiency and resilience of services as well as giving people a greater role in 
managing their own health.  The publication of the Digital Health and Care Strategy 
(April 2018) provides a vehicle with which to deliver an innovative framework to 
address more effective IT system development and delivery within a screening 
context.  Full detail of the Digital Health and Care Strategy is available in Appendix 1. 
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All these changes provide a timely opportunity to consider how best population 
screening fits within this landscape, ensuring capture of the benefits at the same 
time as securing future sustainability against a background of increasing demands. 
 
A review of the way in which all screening services in Scotland are delivered has 
been several years in the making.  SG has committed to improving delivery of public 
health activity in Scotland.  The NHS Chief Executives have also recognised that 
there may be better ways to organise screening activity.  In light of the findings 
detailed within the Healthcare Improvement Scotland (HIS) Breast Screening 
Incident Report (see Appendix 2) and the broader changing landscape around public 
health, ministers have asked the Chair of the SSC to undertake a review of how 
screening programmes are managed and delivered in Scotland. 
 
Some of the existing challenges for screening are familiar / well understood: 
 

• There are significant challenges within local NHS Boards in supporting these 
programmes in the current resource environment, with a heavy dependence 
on a small number of key individuals and groups.  Many of the core screening 
programme Internal Quality Assurance (IQA) groups are under-staffed 
because NHS Board staff do not have the capacity to undertake these 
additional responsibilities, and there are issues around an ageing or reducing 
workforce in some areas. 

• The screening programmes themselves are complex, with large volumes of 
activity and significant issues around risks and benefits to screened 
populations. 

• With the introduction of modifications to existing programmes as well as the 
predicted advent of new screening pathways, there is a need to reflect on 
experience to date of the agility with which the Scottish programmes responds 
to any developments.  

• Screening programmes are dependent on complex national IT systems 
requiring maintenance and updating.  Current mixed models of funding 
streams, however, do not provide an efficient mechanism for timely and 
effective IT provision. 

• The screening programmes feature a mixture of national and locally 
commissioned elements, and a complex web of national and local 
accountabilities which vary by programme, making it difficult to see an overall 
picture and to establish clear roles and responsibilities. 

• Finally, the six screening programmes have developed organically over the 
years and there has been no fundamental review of the organisation and 
delivery of this vital activity. 
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5. Methodology 
 
The Review has been inclusive, consultative and far-reaching.  Wide-ranging 
engagement with the screening community in Scotland has identified the potential for 
change where necessary, but also where to retain and build on what is good within 
current management and delivery models. 
 
The review was carried out over three phases: 
 
Phase One – Setting the agenda – August 2017 to October 2017 
 
A series of stakeholder engagement events took place across Scotland to launch the 
Review, to test thinking and to develop the key themes for consideration.  Building 
on this contribution from the screening community in Scotland, the Review 
progressed five key themes:  

• Commissioning approaches for screening 
• Roles and Responsibilities in commissioning, delivery and governance 
• IT and eHealth support for screening 
• Internal quality assurance (IQA) arrangements for national screening 

programmes 
• Models for providing external quality assurance (EQA) 

Following the stakeholder events, the composition of the review Project Board was 
agreed and included staff representatives for each theme.  
 
The Chair of the SSC appointed Dr Hilary Dobson, Deputy Director of the Innovative 
Healthcare Delivery Programme and a member of the SSC, to lead the Review. 
 
The Chair was aided by a core team from within the Scottish Government Public 
Health Division, with project management support provided by NHS National 
Services Scotland Programme Management Services.  The work was overseen by a 
Project Board, chaired by Dr Dobson, with representation from NHS National 
Services Scotland, HIS, the Scottish Directors of Public Health (SDsPH), NHS Board 
eHealth leads, and SG.  The Review reported regularly to the SSC on progress and 
outcomes, and delivered its Report and Recommendations to the Chair of the SSC. 
 
Detailed information of the Project Board membership can be found at Appendix 3. 
 
Stakeholder engagement also highlighted important cross-cutting themes that were 
considered during the review 

• Improving accountability 
• Clarifying executive responsibility 
• Strengthening risk management 
• Ensuring responsiveness of the screening programmes in the face of change 
• Delivering leadership for effective screening in Scotland.  
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Phase Two – Evidence gathering – Nov 2017 to April 2018 
 
Building on these themes, the Review gathered intelligence and views on the key 
elements which underpin screening to provide reassurances as to what works well 
within our six screening programmes, to highlight areas that could be strengthened 
and to propose solutions where required. 
 
Significant work was undertaken to understand the building blocks and possible 
models for commissioning, clarifying roles and responsibilities of key players, 
understanding the strengths and limitations of quality assurance (internal and 
external) arrangements, and identifying the potential for innovation in the field of IT. 
Discussions took place with programme managers who play a key coordinating / 
commissioning role and with Clinical Leads and Directors who contribute to policy 
development and programme delivery.  
 
The Review engaged with, and took evidence from, the screening community across 
Scotland and considered best practice from elsewhere in the UK.  The Review 
engaged with representatives from Public Health England (PHE), Public Health 
Wales (PHW) and Northern Ireland’s Public Health Agency (PHA). 
  
Significant groups of stakeholders who contributed to the Review included: 

• The Scottish Screening Committee  
• Scottish Directors of Public Health  
• National Screening Programme IQA Groups 
• National Screening Programme Clinical Leads and Directors 
• National Screening Programme Senior Managers 
• Healthcare Improvement Scotland  
• NHS NSS National Specialist and Screening Services Directorate (NSD) 
• NHS NSS Information Technology (IT) 
• NHS Territorial Boards  
• NHS Board Screening Coordinators  
• Public Health Body Review Group 
• Public Health England  
• Public Health Wales 
• Public Health Agency in Northern Ireland 
• Scottish Government Population Health Improvement Directorate. 

 
The Stakeholder Engagement Strategy for the Review is available at Appendix 4 
along with a detailed list of the engagement which took place with each of the 
identified stakeholder groups.  Following engagement with each of the stakeholder 
groups, the Project Board was provided with a copy of the outputs, for approval as 
being an accurate representation of the engagement.  Due to confidentialities, the 
minutes from these meetings have not been included within the report. 

The Review also engaged in constructive discussions with leads for the ongoing 
Public Health Reform, and to influence thinking on public health priorities and the 
timescales for establishment of the new Public Health body. 
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Phase Three – Synthesis, alignment and recommendations - May 2018 to 
September 
 
Evidence gathered in phase one and two was collated and summarised identifying 
both strengths and challenges.  Based on the identified gaps, a set of draft 
recommendations was approved by Project Board to form the basis of a second 
wave of stakeholder engagement / consultation, which included three specific 
stakeholder events during August and September 2018 supplemented by 
widespread written and verbal submissions.  The aim of this consultation was to 
share the findings with the Scottish screening community and to test thinking and 
gain support for recommendations.  The stakeholders were presented the gaps that 
were identified through the evidence gathering and were then given the opportunity 
to provide feedback on the draft recommendations.  During these events, the 
stakeholders were also asked to test the recommendations against a number of 
scenarios.  For information, these have been noted below. 
Scenario 1: Introducing new technology into a screening programme  
It has been realised that within the AAA Screening Programme, the introduction of 
evidence-based new technology: computer aided decision making tool using artificial 
intelligence could enhance the effectiveness of the programme in terms of 
turnaround times between being screening, diagnosis and receiving treatment  
Scenario 2: Escalating and resolving a risk / issue within a screening 
programme 
Within the Scottish Breast Screening Programme, an issue has been identified by 
the IQA Board: one centre has consistently failed to meet the minimum target of 
prevalent round small cancer detection rate over each of three consecutive years.   
Scenario 3: Significant adverse event takes place within a screening 
programme 
Within the Bowel Screening Programme, evidence emerges that: inappropriate 
satisfactory result letters are generated and sent to a cohort of 340 individuals from 
one Health Board.  These 340 individuals should have been recalled for 
colonoscopy.  
Scenario 4: Implementation of a new screening programme / modification to a 
programme  
The UK NSC has approved the implementation screening for lung cancer in a risk 
stratified population: Men, who have smoked at least 20 cigarettes per day for 10 or 
more years 
In light of the feedback received from the screening community, the report and 
recommendations were updated, to reflect the consensus shared between 
stakeholders, to ensure they represent the true picture of screening in Scotland and 
where changes and improvements are required. 
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6. Theme 1 – Roles and Responsibilities  
 
6.1 A brief introduction / overview of the Roles and Responsibilities theme 

 
The John Burns Review of 2012 (Appendix 5) sets out clearly the key roles and 
responsibilities for screening within Scotland.  The aim of this theme is to understand 
current roles and responsibilities as outlined in the review and consider mechanisms 
to promote awareness and support screening programme IQA groups and NHS 
Boards in the discharging of these duties.  Engagement with key stakeholders within 
the screening environment highlighted the importance of clarifying roles and 
responsibilities from local to board level.  Although the roles and responsibilities 
within screening have been described, there remains an explicit requirement both to 
restate these roles and responsibilities and provide clarity comprehensively 
throughout each stakeholder group. 
 
An overview of the six population screening programmes reveals no single, 
consistent approach underpinning programme management.  This has occurred as a 
result of the historical development of each individual screening programme.  There 
are five key bodies that are involved in varying extents in the delivery of each 
screening programme.  Within and between these organisations, a number of key 
staff interdependencies exist.  As an exemplar for nationally commissioned 
programmes, table 2 below, taken from the SBSP Review, summarises the key 
organisations involved in the breast screening programme.   
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Table 2: Organisations involved in Scottish Breast Screening Programme 
 

Scottish  
Government (SG) 

• Develops policy for national screening programmes in 
Scotland   

 • Liaises across health directorates within SG and the 
UK Screening Committee  

National Services 
Scotland (NSS)  

• Provides strategic support services and expert advice 
to Scotland's health sector including IT service 
management  (IT Business Unit) and Data and 
Analytics (Public Health Intelligence) 

 • NSD is part of NSS  

National 
Specialist and 
Screening 
Services 
Directorate (NSD)  

• Undertakes national coordination and facilitation of 
quality assurance of the SBSP 

• Commissions elements of the SBSP including 
performance management and has service level 
agreements with the six territorial NHS boards who 
host a screening centre  

 • Supports quality assurance, service change and 
management of adverse events in SBSP  

NHS Boards  • 14 territorial NHS Boards in NHS Scotland.  Six of 
these boards host a breast screening centre who form 
with NSD, the SBSP  

 • Delivers screening for NHS Board populations 
through the six host territorial NHS Boards  

Healthcare  
Improvement  
Scotland (HIS) 

• A national healthcare improvement organisation for 
Scotland and the independent regulator 

• Provides clinical standards, guidelines and advice to 
the NHS 

• Undertakes external review of screening programmes 

Evidence for Roles and Responsibilities Theme 
 
 
To fully explore roles and responsibilities within screening programmes evidence 
was gathered from a number of stakeholders and sources: 

• John Burns Review 2012 NHS Board’s SDsPH  
• NSD Senior Programme Managers NHS Board Screening Coordinators SG 

Screening Policy Leads  
• NSS Action Plan (Appendix 6) following HIS review of the SBSP, approved by 

SSC (Nov 17) and by HIS (see Appendix 7) 
• Clinical Directors Clinical Leads  

 
 
As stated, as well as the organisations that exist within Scottish Screening 
Programmes, there are a number of key staff who are directly involved in the delivery 
of Screening programmes.  Figure 1 below sets out the current roles and 
relationships within screening. 
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Figure 1: Diagram showing roles and relationship between Screening Stakeholders  
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6.2 Current strengths within the screening programmes in relation to Roles 
and Responsibilities 

 
Work to define roles and responsibilities has been carried out as long ago as 2012 
as part of the Burns Review, which aimed to create a consistent approach to, and 
widespread understanding of, the key roles and responsibilities required to support 
and deliver an effective screening programme.  In the event of any updating of the 
Burns Review, this consistency of approach should be sustained.  
 
Anecdotal evidence highlights a number of working relationships as being reported in 
some cases as ‘effective’, including: 
 

1. NSD Senior Programme Managers and IT providers 
2. NSD Senior Programme Managers and NHS Board Screening Coordinators 

as well as relationships between NHS Board Screening Coordinators, NSD 
and the nationally commissioned units – Bowel Screening and Breast 
Screening centres. 

Feedback on the NSS Adverse Event Management Policy, agreed by SSC in 
November 17 has indicated that this new Policy has helped to clarify roles and 
responsibilities during the management of adverse events, using the systematic 
Adverse Event Workbook. 
Board Screening Co-ordinators demonstrate an awareness and commitment to their 
roles and responsibilities.  Boards can demonstrate areas of good practice in relation 
to their roles and responsibilities e.g. annual joint reporting and review of screening 
programmes, initiatives to improve uptake 
6.3 Current challenges within the screening programmes in relation to Roles 

and Responsibilities 
 
Despite the strengths that have been highlighted in relation to roles and 
responsibilities, evidence suggests that at Health Board level, there is variance in the 
awareness of these individual roles and responsibilities and there is an overriding 
lack of clarity within NHS Boards and Scottish Government around who has 
executive accountability and responsibility, specifically in relation to decision making, 
risk and issue management and quality assurance within screening programmes. 

HIS Review of the SBSP 

During the review conducted by HIS in 2016 on the SBSP, a number of issues were highlighted.  
Specifically, it highlighted that the roles, responsibilities and lines of accountability across the SBSP in 
relation to adverse event management were not clear.  Despite lines of accountability being set out, 
these were overly complex and did not help to support the effective management of the 
programme.  
 
The NSS Action Plan (Appendix 6) sought to address these in relation to SBSP – including 

a. A new Adverse Event Management Policy and Workbook  
b. New risk management arrangements and IT governance of SBSS and 
c. Proposals to strengthen the Governance and QA of SBSP 
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This led to the joint review of interim Governance and QA arrangements for all programmes agreed 
by SSC (Appendix 8) 
 
 
The issue highlighted during the SBSP Review has been mirrored and supported 
through the evidence that has been gathered from a number of key staff within all 
screening programmes.  Reported comments provide evidence to suggest this lack 
of clarity continues to lead to confusion around who is ultimately responsible and 
accountable for the management of risk and incidents, potentially impacting on the 
overall effectiveness of the programmes. 
 
NHS Board Screening Coordinators noted that following the occurrence of serious 
incidents, for example within the SBSP, more awareness of individual roles and 
responsibilities was created.  However, it should be highlighted that serious 
incidents should not create the trigger for stakeholders to become more aware 
of their role, and creating more awareness of roles and responsibilities could 
potentially reduce the occurrence of serious incidents in the future.  
 
The issue around a lack of clarity of executive responsibility and accountability 
extends nationally as there is no single executive function accountable for screening.  
It is evident that no specific correlation exists between the mix of different 
commissioning/coordinating models across screening programmes and executive 
accountability.  NSD’s evidence is that where they commission national elements of 
the screening programmes, the lines of responsibility and accountability in relation to 
their commissioning function are clear as set out in the detailed service agreements 
(for activity, finance, clinical governance, outcome reporting) with host Boards.  NSD 
noted however that the mixed provision of commissioning and co-ordination leads to 
confusion with stakeholders unclear about responsibilities and the level of mandate 
within the NSD co-ordination role.  This view, however, is not widely reflected by 
other stakeholders, notably NHS Board Screening Coordinators, Scottish 
Government, IQA Group Chairs (previously known as Governance Group Chairs) or 
Clinical Leads.   
 
Similarly, in relation to their overarching responsibility for service provision, there is 
lack of clarity in some NHS Boards as to who is accountable for ensuring actions are 
taken to address variances in performance against nationally agreed standards, 
further supporting the overall lack of a robust framework of IQA. 
 
The SDsPH within each NHS Board have been named as Accountable Officer for 
the six screening programmes within their board.  Although evidence suggests that 
the majority (77%) of SDsPH are aware that they have been named as Accountable 
Officer, there is significant variance in the way and frequency in which they 
communicate with the screening programme IQA groups.  
 
Challenges have been identified by the Clinical Directors for Breast Screening 
regarding decision making, as currently this is perceived by them as sitting with the 
Quality Assurance Groups despite the Clinical Director job description stating that 
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they are responsible for the delivery of services.  There are also local differences in 
management structures in which the screening centres are located and Clinical 
Directors employed.  Therefore Clinical Directors feel that currently they have no 
direct influence on the Breast Screening Programme.  This issue is mirrored within 
the Cervical Screening programme, where the Clinical Lead, employed by Scottish 
Government (who has no direct management responsibility for the programme) feels 
unable to influence or mandate change. 
 
Clinical Leads for each Screening Programme have highlighted that no two 
roles are the same, and without standardised Job Descriptions or equity in 
time allocated to the role, it is evident that each Clinical Lead has different 
levels of responsibility and have each evolved over recent years to meet the 
demands of the job. 
 
A further challenge identified relates to the differing responsibilities of the same roles 
across NHS Boards.  Evidence suggests that there is variation in what NHS Board 
Screening Coordinators do across each board.  While this may be perceived as a 
challenge, it must be recognised that roles and responsibilities become more 
complex the further you move from the bigger boards, and it may be necessary that 
the role of the NHS Board Screening Coordinator differs in smaller island boards. 
 
The role of Scottish Government Population Health Directorate in the management 
of the screening programmes is mixed with some direct funding and employment of 
clinical lead roles and some devolved to NSD/NHS Boards.   
 
A final challenge has been identified in the role and function of the Scottish 
Screening Committee – although established as a strategic and advisory committee, 
the lack of clarity on responsibilities and accountability has led it to focus on 
performance and delivery risks.   
 
 
6.4 Opportunities for improvement of Roles and Responsibilities including 

any relevant recommendations 
 
Drawing from the current strengths and challenges with roles and responsibilities, 
there are opportunities to improve the current situation. 
 
Where the challenge has been identified between the SDsPH and the screening 
programme IQA groups, there is an opportunity to strengthen the working 
relationships between these stakeholders.  To facilitate the strengthening of the 
communication and effectiveness of the interaction, further clarity on each role is 
required to ensure each stakeholder is aware of both their role and those of whom 
they are interacting with. 
 
As defined in Figure 1, NHS Board Screening Coordinators oversee the delivery, 
quality and effectiveness of the screening programme for the resident eligible 
population and are directly accountable to the Director of Public Health (DPH) within 
their board.  The relationships between the NHS Board Screening Coordinators, 
SDsPH and Clinical Directors / Leads are critical to ensuring delivery of screening 
programmes within each NHS Board.  There is a need to explicitly clarify the roles of 
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key stakeholders within screening so that everyone is aware of the responsibilities 
and to avoid cross-over of undertaking activities.  However, consideration must be 
given to smaller NHS Boards, where roles may differ depending on the size of the 
population they deliver screening programmes for. 
 
Summary of gaps in relation to the roles and responsibilities within Screening 
in Scotland 

1. The recommendations of the Burns Review (2012) (see Appendix 5) neither 
fully nor consistently adopted 

2. There is widespread lack of clarity in relation to roles and responsibilities, 
particularly pertaining to NSD and Health Boards (both for routine operational 
practice and the management of incidents) and the perceived input of HIS. 

3. There is no single point of overall oversight for all screening 
programmes at national level 

4. Whilst Health Boards (to a varying degree, in reality) recognise their roles and 
responsibilities regarding governance of screening programmes for their 
population, there remains some lack of clarity around taking action in the light 
of programme monitoring 

5. There is inadequate resource allocation to Health Board Coordinators to enact 
their role fully 

6. There are inconsistencies in the key functions that Clinical Leads undertake. 

 
Theme 1: Recommendations for Roles and Responsibilities within screening 
programmes 
 
Recommendation 1: Roles and Responsibilities, as defined by the Burns Review 
(2012), or any subsequent update, should provide the framework for the delivery of 
population screening programmes in Scotland. 
 
Recommendation 2: A National Screening Executive responsibility should be 
identified, defined and assigned to a single NHS body, led by a Director of 
Screening.  This function should provide a single oversight, at national level, of all 
required elements of screening, i.e. commissioning, quality assurance and 
implementation whilst acknowledging the existing accountability of the relevant 
organisations charged with delivery of each of these components.  This approach 
would aim to ensure end to end performance monitoring and risk management of the 
entire screening pathway, including onward referral to treatment services.  Incident 
management could be administrated at this level.  The authority and mandate of the 
executive function should be clearly outlined and agreed with the Accountable 
Officers for screening in NHS Boards. 
 
This executive function could be located in one of the following options: 

1. Scottish Government 
2. NHS Health Board Level (single or consortium) 
3. NSS 
4. Public Health Scotland 
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Recommendation 3: Health Boards CEO’s should sign up to the Scottish Directors 
of Public Health as being accountable officers at Board level, retaining the 
responsibility for ensuring effective, safe, timely and sustainable delivery of 
screening for eligible residents.  There is need to clarify and strengthen the 
relationship between Directors of Public Health, and the following functions: 

• National screening executive responsibility 
• Revised Screening Programme Quality Assurance (internal and external) 

mechanisms 
• Screening Programme Commissioners, both national and local 
• Local providers of screening services / providers from host Boards 

 
Recommendation 4: At Board level, the Screening Coordinator has delegated 
responsibility to oversee the delivery, quality and effectiveness of the screening 
programmes for resident eligible populations.  This key role requires specialist 
knowledge dedicated time and ongoing training and further education, within the 
context of appropriate job planning.  Roles and responsibilities within programmes 
should be clarified e.g. the role of clinical directors in service delivery compared with 
screening co-ordinators/QA chairs. 
 
Recommendation 5: Clinical Leads should work to a clearly defined, competency 
based job description, subject to inclusion in their personal professional appraisal – 
see recommendation 3 in the IQA section for more detail. 
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7. Theme 2 – Commissioning 
 
7.1 A brief introduction / overview of the Commissioning theme 

 
Commissioning is the planning, procurement and performance management of 
services.  The aims of commissioning are to ensure equity of access for all Scottish 
residents to specialist services, provide a secure funded environment for the 
establishment and development of new national services and avoid unnecessary and 
inappropriate proliferation of duplicate services, thus promoting clinical quality and 
cost effectiveness. 
 
Current Commissioning Arrangements in the 4 UK countries 
 
Currently within Scotland, screening is the responsibility of the NHS Boards, and 
most programmes are commissioned by NHS Boards with the DsPH holding 
accountability, with some central elements of programmes commissioned by NSD on 
behalf of all NHS Boards.  Table 3 provides a breakdown of the commissioning and 
delivery arrangements for each screening programme. 
 
In England, the Department of Health and NHS England oversee the budget and 
NHS England commissions the public health programmes – 11 screening and 14 
immunisation.  Commissioning is then undertaken by National, Regional and Clinical 
Community Groups.  NHS England is responsible for monitoring providers’ 
performance and for supporting providers in delivering improvements in quality and 
changes in the programmes when required. 
 
In Wales, there is a two year implementation plan to establish a PHW Screening 
Division responsible for the commissioning of all programmes.  It manages the seven 
population based national screening programmes in Wales and hosts the Antenatal 
Screening Clinical Network. 
 
In Northern Ireland, the PHA is the lead agency for commissioning screening 
programmes.  The Health and Social Care Board (HSCB) will work with the PHA to 
implement screening policy and priorities and to commission screening programmes.  
The HSCB has the lead role in relation to the commissioning, development and 
maintenance of information and communication technologies to support the delivery 
and quality improvement of screening programmes. 
 
Oversight, coordination and delivery of implementation in the 4 countries 
 
In Scotland, the planning and implementation of new or changing programmes is 
usually led by NSD on request by SG, SSC or NHS Boards.  All programme delivery 
is managed locally by provider NHS Boards and all programmes are co-ordinated & 
nationally facilitated by NSD.   
In England, Screening Coordinators oversee the process (up to and including the 
generation of a screening result) via NHS England and not PHE.  In Wales, PHW 
manage and oversee the delivery of screening on behalf of the Welsh Government.  
In Northern Ireland, the PHA is responsible for leading the implementation of new 
and revised screening policy and screening programmes.  It also has lead 
responsibility for the improvement of existing screening programmes and for 
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establishing and maintaining structures and systems to support the quality 
improvement and coordination of screening programmes, across Northern Ireland.   
 Evidence for Commissioning Theme 
 
 
To fully explore commissioning for screening programmes, evidence was gathered  
from a number of stakeholders and sources: 

• NSD Senior Programme Managers  
• Clinical Directors  
• Clinical Leads  
• PHE, PHW and the PHA in Northern Ireland  
• Commissioning Presentation by the Director of Specialist & Screening 

Services, NSD – Appendix 9. 
• NHS Screening Programmes – NSS Role – Appendix 10. 
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Table 3: Commissioning and Delivery Arrangements for Screening 
Programmes in Scotland 
Screening 
Pathway 

Responsible 
for: 

Public 
Information 

Call & Recall Screening Assessment Treatment 

Breast  Commission  Boards / 
Health 
Scotland (HS) 

NSD NSD NSD Boards 

  Delivery Boards / HS 6 Provider 
Boards 

6 Provider 
Boards 

6 Provider 
Boards 

Boards 

Cervical  Commission  Boards / HS  Boards Boards 
 
NSD - Lab 
EQA, Training 

Boards Boards 

  Delivery Boards / HS  Boards Boards 12 Boards - 
Colposcopy, 
8 Boards - 
Labs 

Boards 

Bowel Commission  Boards / HS NSD NSD Boards Boards 

  Delivery  Boards / HS  NHS Tayside NHS Tayside 15 Boards -
Colonoscopy 

Boards 

AAA  Commission  Boards / HS Boards Boards Boards Boards 
  Delivery Boards / HS 9 Providing 

Board  
9 Providing 
Board  

9 Providing 
Board  

9 Providing Board  

New Born 
Blood Spot  

  

  

Commission  Boards / HS N/A Boards Boards Boards 
      NSD 

Laboratory 
    

Delivery Boards / HS   NHS GGC 
Laboratory 

Boards Boards 

Pregnancy 
Screening 

  

  

Commission  Boards / HS N/A Boards Boards Boards 
      NSD 

Laboratory 
    

Delivery Boards / HS   NHS Lothian 
Laboratory 

Boards Boards 

Diabetic 
Retinopathy 

  

Commission  Boards / HS Boards  Boards  Boards  Boards 

Delivery Boards / HS Boards Boards 14 Boards - 9 
Grading 
Centres 

Boards 
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7.2 Current strengths within the screening programmes in relation to 
Commissioning 

 
Successful commissioning relies on a number of key elements, detailed and 
prioritised by NSD Senior Programme Managers as follows: 
 

• Clarity of roles and responsibilities  
• Clarity of commissioning responsibility and governance structures 
• Effective relationships  
• Reliable and timely data 
• Comprehensive service agreements 
• Adequate resourcing 
• Clear escalation procedures 
• Robust quality assurance and performance management strategy. 

 
Evidence suggests that some but not all of these elements exist within some Scottish 
screening programmes and there is variation between programmes that are 
nationally and locally commissioned.  NSD Programme Managers report effective 
working relationships between NSD, NHS Board Screening Coordinators and the IT 
provider, although this view is not corroborated by other stakeholder groups.  More 
consistent evidence is presented across stakeholder groups, however, in relation to 
the value of the coordinating role undertaken by the NSD Programme Managers.  
 
Although strengths have been identified in the current commissioning arrangements, 
it is clear that further work is required to strengthen the commissioning 
arrangements. 
 
7.3 Current challenges within the screening programmes in relation to 

Commissioning 
 
A number of challenges have been identified in relation to the commissioning of 
screening programmes within Scotland: 

• Mixed model of commissioning & co-ordination 
o NSD and NHS Boards 
o Clarity of role of NSD when NHS Boards commission 
o Clarity of NHS Board role when NSD commission 
o Lack of clarity of national co-ordination role 

• Variation in Programmes 
o Different support / governance structures 
o Inconsistent IT & data provision between programmes 
o Inconsistent end points between programmes e.g. inclusion of 

assessment and performance reporting of treatment beyond the 
programme 

o Performance reporting vs. responsibility / authority 
• Understanding & agreement of responsibilities between NSD, NHS Boards 

and SG 
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• Lack of understanding of what is meant by local & national governance. 
 

The differences in commissioning models across the screening programmes can 
lead to confusion amongst stakeholders as to who has ultimate responsibility and 
accountability for the programme.  For example, currently NSD do not commission 
the Cervical Screening Programme, however there have been instances where 
issues have been escalated to NSD, despite it being the board’s responsibility to 
address.  This can lead to differences in the way in which issues are resolved and 
also the responsiveness of each NHS Board to deal with the issues across the 
programme.  It can also lead to sharing learning from incidents which is facilitated by 
NSD and reflects the trusted relationship that information is reported early and NSD 
can provide support.  There is a risk that if all incidents are only managed locally 
there may be instances of issues not being highlighted to others. There are many 
examples of good practice triggered by early sharing. 
 
Similarly, the Breast Clinical Directors reported a perception of ambiguity around the 
role of the commissioner as well as lack of clarity of their understanding of the lines 
of accountability to NSD and the Health Boards whose population they screen. 
 
NSD have highlighted that within the current system, where there are gaps in 
resources or functions for screening, staff within NSD have been attempting to fill 
these, acknowledging that this has the potential for inappropriate exposure to risk to 
NSD and screening services.  A change or formalisation of this would require 
additional resource to fulfil the administration requirements and funding to release 
Board level and Screening staff to engage in a meaningful way 
 
As highlighted within the roles and responsibilities theme, there is a correlation 
between the mix of commissioning models of screening programmes and a lack of 
clarity of roles and responsibilities.  As well as clarifying roles and responsibilities 
within screening, there is a need to clarify and strengthen commissioning 
arrangements to achieve a more consistent approach across the programmes.  
 
7.4 Opportunities for improvement of Commissioning including any relevant 

recommendations 
 

Following a review of the commissioning models in England, Wales and Northern 
Ireland, there is a clear opportunity to optimise the methodology underpinning how 
screening programmes in Scotland are commissioned.   
 
Table 4 below outlines the requirements of effective delivery of screening.  These 
elements should form the schedule of a service specification for each screening 
programme as well as the basis for detailed performance monitoring.   
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Table 4 – Requirements for effective screening delivery  
 

1. Accurate identification of a clearly defined eligible population 

2. Provision of information to allow personalised informed choice 

3. Production of timely invitation to participate 

4. Provision of appropriate, effective, safe and sustainable screening 

interventions according to nationally agreed policy and standards 

5. Availability of an accurate and timely result 

6. Appropriate and timely interval screening 

7. Timely and efficient referral for treatment following diagnosis. 

See recommendation 2 below for further detail. 

 
Summary of gaps in relation to Commissioning within Screening in Scotland 

1. The delivery of population  screening should not be compromised by being 
organised at Health Board level 

2. There is an inequitable organisation of the national screening programmes; 
the role of NSD varies from programme to programme, comprising a spectrum 
of activity from full commissioning (up to the point of diagnosis) to coordination 
and various approaches in between.  This is not only as a result of the 
historical development of programmes in Scotland, but also arising from the 
nature of the programmes themselves.  Not all elements of all programmes 
are suitable for national commissioning. 

3. There is perceived lack of clarity of the role NSD and Health Boards in 
monitoring both the specification and the quality of the screening programmes 
especially for those commissioned at a local level 

4. There is both in theory and in reality a potential interruption in the cycle of 
Continuous Quality Improvement (CQI) reliant on the pathway of Health 
Boards being informed of performance management issues via NSD and/or 
QARCs.  There appears no explicit mandate on either Health Boards to 
address these issues or NSD to follow up action planning (see IQA and EQA 
section) 

Theme 2: Recommendations for Commissioning within screening programmes 
Recommendation 1: National commissioning of population screening programmes 
should be retained within the current framework in both breast and bowel 
programmes: for other (and any new) population screening programmes should be 
extended to include those elements amenable to this model.  The detail of the 
extension of commissioning requires to be defined by the relevant programme 
specification.  
A central coordinating role should be retained for each programme 
complementing the commissioning model.  The function of the co-ordination 
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role should be clearly distinguished from any central/national commissioning 
role. 
 
Recommendation 2: The newly formed national screening executive function, 
should develop a detailed specification for each screening programme to take 
account of the principles detailed in table 4 (see above).Commissioning for a 
population screening programme whether locally by NHS Boards or nationally by 
NSD should be based on a this specification.  
 
Recommendation 3: The development of the specification and subsequent 
commissioning and monitoring against that specification, should be undertaken by 
the National Executive.  For each screening programme and where appropriate, a 
‘once for Scotland approach’ should be taken.  Effective delivery of screening, 
however, depends critically on adoption of the previously stated recommendations 
pertaining to Roles and Responsibilities (see above in chapter 6). 
 
Recommendation 4: Within a framework of national and local commissioning, 
mechanisms will require to be established to ensure the retention of the overall SG, 
Executive function and Boards’ responsibility for the overall provision of effective and 
sustainable screening programmes. 
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8. Theme 3 – Internal Quality Assurance (IQA) 
 
8.1 A brief introduction / overview of the Internal Quality Assurance (IQA) 
 
IQA (formally known as Internal Governance) for screening programmes cover areas 
of quality assurance and improvement, which are essential in order to minimise harm 
and maximise benefit.  The programme IQA structure should support the totality of 
the programme and each screening programme should have a lead IQA group who 
will report on its work to the SSC.   
 
The aim of this theme is to understand current IQA arrangements, what works well, 
what the issues are, to understand where IQA is currently, where it needs to be in 
the future and to clarify accountability in order to make recommendations to 
effectively support the six national screening programmes. 
 
 
SSC – Interim Governance Arrangements  
 
In parallel and linked to the SSC Review of Screening, a proposal was submitted to 
the SSC in April 2018 to review the current governance arrangements.  The 
committee approved the recommendation for a Short Life Working Group (SLWG) to 
be established, comprising of HIS, SG and NSD to carry out a number of actions to 
strengthen the governance arrangements for the screening programmes, as it was 
deemed necessary to progress this area of work. 
 
• Review and set terms of reference and membership for each group and 

meetings set for 2018/19  
• Consider guidance and support on application of the adverse event framework 

and risk management including topic specific workshops (4 June and 7 October)  
• Develop a programme of education and training for the governance groups.  

 
These actions begin to address some of the challenges that screening programmes 
are facing in terms of governance and any recommendations made within this review 
will dovetail these actions to ensure a robust review of governance is undertaken. 
 
Full details on the Interim Governance arrangements paper that was submitted to the 
SSC can be found in Appendix 8. 
 
 
Through evidence gathering with key stakeholders, it has been highlighted that each 
screening programme has varying IQA arrangements and that lines of 
accountability and responsibility require further clarity.  The differences in 
screening programmes, their commissioning arrangements, their origin, the focus of 
delivery and the co-ordination of developments means that IQA of the screening 
programmes is complex.  Additionally, there is inconsistency in both remit and 
terminology of IQA bodies. 
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Current IQA Arrangements 
 
Both the Breast and Cervical Screening Programmes are governed using a similar 
model, through the Quality Assurance Reference Centre (QARC), and they have 
both been set up to mirror the IQA arrangements in England, Wales and Northern 
Ireland.  Each of the other screening programmes are governed in slightly differing 
ways: 
 

• Currently the AAA Screening Programme is governed though the AAA 
Screening Governance and Quality Assurance Reference Group (SGQARG) 

• The Bowel Screening Programme is governed through the Scottish Bowel 
Screening Governance Reference Group 

Programme IQA Body Diagram Terms of 
Reference 

Last 
reviewed 

Chair / 
Vice-chair 

Remarks 

AAA AAA 
Screening  
Governance 
Quality 
Assurance 
and 
Reference 
Group  

Yes Yes 2017 
 
 
 

Chair: 
Filled 
Lead 
Clinician: 
Filled 

 

Bowel Bowel 
Screening 
Governance 
Reference 
Group  

Yes Yes 2014 Chair: 
Filled 
Lead 
Clinician: 
Filled 

Used as 
model for 
AAA and 
other 
programmes 
 

Breast Breast 
Screening 
Quality 
Assurance 
Reference 
Committee  

Yes Yes 2001 Chair: 
Interim 
Lead 
Clinician: 
N/A 

QARC only, 
not full 
governance 
group.  
 

Cervical Cervical 
Screening 
Quality 
Assurance 
Reference  
Committee  

Yes 
 
 

Yes 2010 Chair: 
Filled 
Lead 
Clinician: 
Filled 

QARC only, 
not full 
governance 
group.  
 

DRS DRS 
Executive 
Group  

Yes Partial 2012 Chair: 
Vacant 
(never 
appointed) 
Lead 
Clinician: 
Filled 

Programme 
set up as a 
collaborative 
based in NHS 
Highland 
under 
manager and 
Lead 
Clinician.  Sits 
with Long 
Term 
Conditions in 
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• The PNBS Programme is governed through the Pregnancy and Newborn 
Screening Programmes Reference Group 

• The DRS Programme is governed through the Executive Group 
 
The remit and work of each of these screening programme IQA groups also differs 
e.g. some groups are more active in managing and handling risks e.g. within the 
Scottish Bowel Screening Governance Reference Group, they have developed a risk 
assurance / quality framework but they are not testing any risks that are identified.  
However within the Breast Screening IQA group, the focus is quality assurance of 
the programme and less on the management of risk and issues 
 
Full details of the IQA structures of each programme are available in Appendix 11. 
 
Table 5 provides an overview of the current IQA arrangements. 
 

SG rather 
than 
Screening 
Policy.  
 

PNB Pregnancy 
and Newborn 
Screening 
Programmes 
Governance 
Reference 
Group  
 

Yes Yes 2017 Chair: 
Filled 
Lead 
Clinician: 
N/A 

Three 
discrete 
programmes  

 
Table 5: Current IQA Arrangements 
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There are key dependencies between IQA and EQA and both functions need to be 
aligned to ensure robust quality assurance throughout each programme, recognising 
that external quality assurance works more successfully if there is robust IQA in 
place.  
  
Evidence for IQA 
 
 
To fully explore the IQA arrangements for screening programmes, evidence was 
gathered from a number of stakeholders and sources: 

• Clinical Directors Clinical Leads  
• Interim Governance Arrangements Paper – full details can be found in 

Appendix 8 
• Current Screening Programme IQA Group Structures – full details can be 

found in Appendix 11. 
• Screening Programme IQA Group Chairs  

 
 
8.2 Current strengths within the screening programmes in relation to IQA 
 
The establishment of the SSC has put in place strategic oversight and ministerial 
advice on policy for all aspects of screening and is aligned with the output of the 
UK National Screening Committee.  Having identified a gap in relation to challenge 
of risk and issue management in the screening programmes (see below) the 
committee has active and positive engagement thus, offering an interim mechanism 
for programme monitoring.  It is, however, recognised that this is out with the original 
remit of the committee.  Exemplars relating to AAA and Breast screening are 
provided in the evidence notes in the appendices. 
It is reported, through discussions with the screening programme IQA Group Chairs 
and Clinical Leads, that there are a number of perceived strengths in relation to the 
IQA arrangements: 

• The strength of the QARC for breast screening is that there is specialist 
multidisciplinary expertise on the board and as it has evolved over three 
decades, there is access to a very robust set of standards which are aligned 
to the rest of the UK.  

• The Bowel Screening Programme QARC chair reports clarity on the role of 
HIS, not just for scrutiny but also the potential benefits arising from the wider 
functions undertaken by HIS i.e. Health Technology Assessment, Evidence, 
Quality Assurance.  This awareness should be extended into other screening 
programmes  

• Within the AAA Screening Programme it is reported that the Monitoring and 
Evaluation Group recognises its key role in identifying issues to be reported to 
the SGQARG 
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• For the Cervical Screening Programme, the QARC receives support from all 
the relevant QA groups providing an opportunity to scrutinise programme 
performance additional to consideration of programme developments. 

The data provided by ISD is a key strength of IQA – allowing review of 
performance by experts within the data and monitoring groups.  There is 
evidence that review of this data has led to improvements within the QA 
systems in individual programmes e.g. in AAA screening and QA of 
sonography. 
 

8.3 Current challenges within the screening programmes in relation to IQA 
 
Due to the complex environment in which screening programmes operate, a number 
of challenges have been identified by the screening programme IQA group Chairs, 
which relate to the IQA arrangements for screening programmes.  Key challenges 
include: 

 
• Lack of authority - NHS Board programmes are advisory so the SGQARG has 

insufficient power to ensure quality assurance failures are investigated 
adequately QARC/SGQARG appear to have no effective influence on NHS 
Boards to make recommended changes 

• Lack of alignment of IQA groups and their relationship to HIS  
• Lack of dedicated time and specialist knowledge to undertake IQA work 

precluding members committing  to a more proactive and formal role 
• Key posts within  IQA groups remain vacant 
• Unclear roles and responsibilities - confused accountability regarding 

commissioning, service provision and population responsibility 
• Lack of clarity around the accountability for the resolution of issues / serious 

incident management. 
 

 
HIS Review of the SBSP 

The HIS Review of the SBSP found that governance and accountability was unclear throughout the 
incidents and a structured and well-documented incident management process was not followed.  
For example, it was unclear who was responsible for the overall management of the incidents.  

The NSS action plan in relation to these findings led to a new nationally agreed Adverse Event 
Management Policy and systematic workbook to be followed.  Evidence from the consultation has 
highlighted the success of the use of the new methodology for a number of incidents. 

The action plan also led to a review of risk management within the programmes, inclusion of 
programme risks on the NSS risk register in behalf of all programmes and systematic review of these 
by programme QA groups and NSD Programme Managers 
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Evidence is provided that in terms of responsiveness, there is a lack of infrastructure 
and capacity within screening programmes to be able to deal with serious incidents.  
There is a lack of visibility by senior management and also the complicated reporting 
lines and escalation routes through the multiple groups and organisations involved in 
screening further delays the process. 
 
Furthermore, there is lack of clarity in the relationships between the screening 
programme IQA groups and the NHS Boards.  On occasions, differences of opinions 
emerge in the way issues are managed, with NHS Boards not acknowledging issues 
despite identification by the screening programmes IQA groups.  This is highlighted 
specifically within the AAA Screening Programme.  To improve this, clarification of 
roles and responsibilities is required to ensure that NHS Board Senior Officers 
discharge their responsibilities relating to all aspects of national screening 
programme pathways, including referral to treatment services.   
 
An additional challenge is the escalation to appropriate accountable bodies for 
decision making and action.  An example is highlighted within the Bowel Screening 
pathway which converges with diagnostic services at the point of colonoscopy, 
where capacity challenges exist.  Escalation procedures are not evident and further 
work is necessary to clarify lines of accountability to resolve the issue. 
 
Within the Breast Screening Programme, a number of challenges remain, despite 
the HIS review of the Programme. The full recommendations of the NSS action plan 
have yet to implemented, whilst awaiting SSC agreement. 
 
There is a general consensus from Clinical Directors and Clinical Leads that the role 
of the IQA groups is unclear, for example, within the Bowel Screening IQA Group, 
they are often asked to approve research projects which they are not set up to 
assess adequately.  Within the AAA Screening Programme, it has been identified 
that altering the thresholds of some KPI’s may help improve uptake, however due to 
the lack of clarity on roles and responsibilities it has been noted that the AAA IQA 
Group is not able to make this decision without the approval of the SSC and 
therefore the autonomy of the programme requires clarification. 
 
In relation to leadership, the quality of input to the screening programme IQA groups 
requires further work to encourage a more robust and open culture of challenge and 
continuous improvement.  There is a need to highlight the importance of ensuring 
that screening programme IQA groups have appropriate, specialist membership, 
vacancies are filled, terms of reference are clear with an agreed workplan in place 
and Chairpersons are fully supported.  All members should have recognition of their 
contribution in their job plans. 
 
8.4 Opportunities for improvement of IQA including any relevant 

recommendations 
 
To ensure effective delivery of screening programmes, opportunities for 
improvement of IQA arrangements should be realised.  To facilitate improvement, 
there is a need to strengthen accountability and the IQA mechanism for screening.  
Furthermore, IQA Group Chairs have expressed the need to strengthen the scope of 
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the screening programme IQA groups and for them to be empowered to effectively 
discharge their responsibilities for quality assurance.  Any revisions to structures 
should ensure that IQA groups are able to assess risks, consider mitigating actions 
and act upon these to resolve issues. 
 
There is need to review membership of current IQA groups to ensure members have 
the appropriate authority, skills and interests to take forward the work of the group.  
Furthermore there is a requirement to clarify relationships between IQA groups and 
NHS organisations that hold accountability for screening programmes in Scotland i.e. 
NHS Boards, SG, the SSC, NSD.  A draft structure chart has been developed 
(Figure 2) to take into account the current strengths, weaknesses and opportunities 
in relation to IQA arrangements.  The structure aims to provide clarity on the 
relationships of key groups for screening programmes as well as the lines of 
accountability.  
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Figure 2: Draft Structure Chart for Scottish Screening Programmes 
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Data requirements for IQA groups: 
• Annual Key Performance Indicators reports to consider performance against  
• Reports of the call and recall function to be able to consider against HIS 

standards 
• Uni-disciplinary QA reports to consider and review against HIS standards 
• HIS external assurance reports on the programme, to be able to consider and 

act upon 
• Reports on the commissioning of the programme 
• Risk logs, relating to the programme, to ensure the risks are assessed, 

considered and mitigating actions are appropriate to offer assurance across 
the programme 

 
Consideration should also be given to the relationship between IQA groups and HIS, 
and a view taken on the external quality assurance model that will align with internal 
programme mechanisms in order to deliver a comprehensive QA framework for the 
national screening programmes.  Healthcare Improvement Scotland has a range of 
complementary functions and screening programme IQA groups should be able to 
draw on all of HIS’ expertise: evidence review; health technology assessment; 
knowledge translation, quality improvement.  Further emphasis should be put on the 
role, contribution and potential impact of those functions to the development and 
ongoing improvement of the screening programmes. 
 
Further support for IQA groups is required, and particularly the Chairperson, is 
necessary to allow members to discharge their responsibilities effectively.  Finally, 
consideration should be given to exploring options to strengthen national leadership 
for screening.  
 
Summary of gaps in relation to the IQA within Screening in Scotland 
 

1. IQA Groups, as currently set up, do not have all the required expertise and 
stakeholders (the interim arrangements, approved by SSC, seek to 
address this).   

2. There is a perceived lack of clarity of the role of NSD in relation to the IQA 
Groups.  NSD provides a secretariat function only.  

3. There is no explicit line of accountability in relation to the remit of the IQA 
Groups. 

4. IQA Chairs are unsupported in terms of time allocation and professional 
development. 

5. IQA Groups require more timely data to inform discussion and analysis. 
6. IQA Groups do not produce formal reports to appropriate stakeholders e.g. 

Health Boards 
7. IQA has limited focus on risk management 

 
Theme 3: Recommendations for Internal Quality Assurance within screening 
programmes 
Recommendation 1: Each screening programme will establish an IQA Group, 
reporting to the newly formed national screening executive function. 
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Recommendation 2: IQA Groups will provide specialist clinical narrative to 
accompany performance monitoring reports (regular and ad hoc) provided to each 
Board DPH, SSC and SG.  IQA Groups will be accountable for monitoring against 
high level quality indicators, providing an escalation point and assessing the 
applicability of new technology. 
 
Recommendation 3: Terms of Reference, Membership and Role of the Chairperson 
will be revised in the light of the interim arrangements approved by SSC.  In 
particular, the Chairs (in common with the Programme Clinical Leads) should work to 
a clearly defined, competency based job description, subject to inclusion in their 
personal professional appraisal.  Dedicated time to enact the role should be 
identified in the relevant job plans.  
 
Recommendation 4: The IQA Groups will extend their role to include a risk and 
issue management within their programme and the interdependency of others.  
 
Recommendation 5: The work of the IQA Groups will require to be underpinned by 
timely access to data and analytical support within an agreed framework of 
monitoring.
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9. Theme 4 – External Quality Assurance (EQA) 
 
9.1 A brief introduction / overview of the EQA theme 

 
Healthcare Improvement Scotland (HIS) is recognised within NHS Scotland as the 
body responsible for independent review of services; standing aside from SG, 
territorial and special NHS Boards and independent healthcare providers to ensure 
that every inspection or review undertaken, and their related publications, are 
independent in nature.  Accordingly,  EQA for screening programmes and standard 
development activities are undertaken currently by HIS, as outlined in 2001 the 
Scottish Executive issued HDL (2001) 48. 
 
As highlighted in chapter 8, in order for robust quality assurance throughout 
screening programmes, the functions of IQA and EQA should be aligned.  Further 
information relating to EQA is available in Appendix 12. 
 
To date, HIS has undertaken the development of standards associated with the 
screening programmes as listed below. 
 

• National Clinical Standards for Abdominal Aortic Aneurysm Screening (2011) 
• National Clinical Standards for Bowel Screening (2015) 
• National Clinical Standards for Diabetic Retinopathy (2016) 
• Development of Pregnancy Screening Standards (ongoing) 
• Development of National Clinical Standards for Breast Screening (Ongoing - 

to be published 2018) 
• Development of National Clinical Standards for Cervical Screening (Ongoing 

– to be published 2019) 
 
 
To fully explore EQA for screening programmes, evidence was drawn upon from a 
number of stakeholders and sources: 

• SG Screening Policy Leads  
• Clinical Directors  
• Clinical Leads PHE, PHW and the PHA in Northern Ireland  
• Screening Programme IQA Group Chairs  
• National Screening Review External Quality Assurance Position Paper – full 

details can be found in Appendix 12. 
 

 
9.2 Current strengths within the screening programmes in relation to EQA 

 
It is important that for effective EQA to take place, the links between HIS and the IQA 
of screening programmes need to be clear.  Evidence has suggested that within the 
Bowel Screening Programme, roles and responsibilities are clear with HIS, and the 
different areas it focuses on.  
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The addition of HIS to the membership of the IQA Groups as proposed in the interim 
arrangements could provide specialist expertise in the development of action plans 
when managing risks and issues arising from programme monitoring.  It should be 
emphasised, however, that the role of HIS is facilitatory in this context and 
should not conflict with their role as EQA assessors. 
 
There is a culture within the Scottish NHS of strong clinical engagement in clinical 
standard setting within and beyond the clinical sphere of screening  
 
Models for Quality Assurance in the 4 countries 
 
In Scotland, IQA and clinical governance are delivered through the relevant provider 
NHS Boards (facilitated by NSS).  EQA and clinical governance is delivered through 
HIS. 
 
In England, quality assurance of screening programmes is the responsibility of PHE.  The PHE 
screening Quality Assurance service is part of the screening division within the Health and Wellbeing 
directorate and works alongside NHS screening programme teams.  Independent external quality 
assurance is delivered by regional Quality Assurance teams who work to a national work plan. 
  
In Wales, Health Boards quality assure themselves and PHW quality assure 
themselves.  There is no facility to support external quality assurance of screening 
programmes.  In Northern Ireland, quality assurance is done by PHA with the 
support of external consultants.  
 
 
9.3 Current challenges within the screening programmes in relation to EQA 

 
Key stakeholders again provide evidence of lack of clarity of ‘governance’ roles and 
responsibilities as well as lack of alignment of internal and external QA processes.  
As an example, a  significant challenge has been evidenced within the 2017 review 
of the AAA Screening Programme;  a  large degree of overlap between the routine 
work of AAA SQARG and the HIS external review  was demonstrated resulting in 
duplication of work as well as the potential loss of a degree of independent oversight.  
Evidence is reported relating to the lengthy timelines for the development and 
implementation of standard setting in each of the screening programmes.  In order to 
mitigate any resultant clinical risk, a more agile approach should be established. 
 
Specific concerns have been raised by SG around the appropriateness of the model 
that is currently being used for clinical standards.  The current process of standard 
development is not considered to be timely or responsive, resulting in programmes 
having out of date standards.  Questions have also been raised as to whether the 
scrutiny and assessment function is right for Scotland, if it provides the SSC with the 
appropriate level of assurance on screening and what benefit it delivers over and 
above the current internal quality assurance. 
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The lack of HIS representation on the current screening programme IQA groups, as 
well a lack of HIS resource to support EQA within any NHS Board has been 
highlighted in the evidence.  
 
9.4 Opportunities for improvement of EQA 

 
There is an opportunity to refine the process of standard development by learning 
from (and indeed contributing to) the work of PHE with the possibility of linking 
standards to outcome based key performance indicators to support performance 
monitoring, quality improvement whilst avoiding duplication of reporting. 
  
Summary of gaps in relation to EQA within Screening in Scotland 
 

1. EQA processes have been under review for several years resulting in 
absence of external scrutiny and assurance 

2. There is no clearly defined, accepted process in place for the development 
and updating of standards, in a timely manner. 

 
Theme 4: Recommendations for EQA within screening programmes 
Recommendation 1: In order to gain greater understanding of the services and their 
personnel, HIS should be in attendance at key IQA group meetings.  This will 
support relationships between HIS and stakeholders and allow HIS to provide 
expertise to support the development of action plans as required.  
 
Recommendation 2: HIS should implement a proportionate, risk based, timely, 
focused and sustainable schedule of external reviews of individual screening 
programmes.  
 
Recommendation 3: HIS should support IQA groups to develop standardised 
regular and relevant reporting templates, aligned to the Quality of Care framework. 
 
Recommendation 4: HIS revises it methodology for reviewing the currency of extant 
standards and the subsequent standards development process to inform the 
development and implementation of a schedule of regular standards updating.  SSC, 
and other relevant stakeholders, will be consulted regarding these and any 
subsequent changes to methodologies.  The schedule of standards development will 
be presented to SSC for approval.  

10. Theme 5 – IT / eHealth 

10.1 A brief introduction / overview of the IT / eHealth theme 
 
The six national screening programmes rely heavily on the national Community 
Health Index (CHI) complex IT infrastructure in order to support the safe and reliable 
delivery of these programmes, including key areas such as call-recall, management 
of appointments, result analysis and reporting for operational and planning purposes.  
The aim is to identify and present opportunities to improve design / delivery of IT to 
support the implementation and operation of the future vision of screening in 
Scotland. 
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Evidence for IT / eHealth Theme 
 
 
To fully explore IT / eHealth for screening programmes, evidence was gathered  from 
a number of stakeholders and sources: 

• Scotland’s Digital Health and Care Strategy – full details are available in 
Appendix 1. 

• NSD Senior Programme Managers Clinical Directors  
• Clinical Leads IT Position Paper – full details are available in Appendix 13 

 
 
A summary of the technologies, supporting services and governance of the current 
IT for screening is shown in Table 5 below: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Table 5: Current IT Infrastructure 
 

Screening 
Service 

System(s) used for 
screening process 

Technical 
support 
provided by: 

Source of 
funding for 
support and 
changes 

Governance for 
changes 

IT Contract, 
Vendor & Service 
Management 

AAA 
Screening 

AAA Screening System Atos eHealth leads Public Health 
Project 
Management 
Group (PMG) 

NSS IT 

Bowel 
Screening 

Bowel Screening System Atos eHealth leads Public Health 
PMG 

NSS IT 

Breast 
Screening 

Scottish Breast 
Screening System 

Atos eHealth Leads Public Health 
PMG 

NSS IT 

Cervical 
Screening 

Scottish Cervical Call Re-
Call Screening 

Atos eHealth leads Public Health 
PMG 

NSS IT 

DRS Vector Northgate 
Professional 
Services 
(NPS) 

eHealth leads Public Health 
PMG 

NSS IT 
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PNBS • Scottish Birth Record 
 

• Child Health System 

• NSS IT 
 

• Atos 

• eHealth leads 
 

• eHealth leads 

• PHI change 
Process 

• Public Health 
PMG 

• NSS In-house 
development 

• NSS IT 

 
 
10.2 What are the strengths of the current IT / eHealth provision in relation to 

screening programmes? 
 

There has been a significant investment in both time and effort over the last 10 years 
to modernise the IT systems underpinning the provision of screening services and, 
as such, the majority of the programmes are supported by modern IT systems.  One 
notable exception, however, is in the PNBS service which is partially covered by two 
IT systems; Scottish Birth Record and Child Health System and two laboratory 
information management systems.  Although these systems do not pose an 
operational risk, there is a business case in preparation to consider replacement of 
the Child Health System in order to provide a platform that can be updated with 
technological advancements at a more affordable cost.  
 
10.3 What are the challenges of the current IT / eHealth provision in relation to 

screening programmes? 
 

Evidence is provided that several ongoing challenges remain despite the introduction 
of expensive new IT systems.  As an example, data output from SBSS is not yet at 
the standard of the previous system and a series of developments of functionality 
have yet to be realised. 
 
Additional to the lack of a single IT system, the absence of a set of national 
standards and the accompanying dataset along with the absence of analytical 
support to the PBNS screening programme precludes effective performance 
monitoring. 
 
There are a number of challenges in ensuring system changes and major upgrades 
are fit for purpose, investment in testing environments for all screening programmes 
is secondary, particularly in relation to the appropriate equipment and software 
available to users to facilitate user acceptance testing (UAT).  Board UAT resource is 
also heavily reliant on a select few. 
 
Governance of the specification to which the IT provider has been commissioned is 
perceived as requiring revision to assure provision which meets the needs of the 
service more flexibly and in a timely manner. 
 
The current mixed model of funding streams is reported to add complexity and delay 
to the commissioning, maintenance and development of IT system support of 
national screening programmes.  The challenge therefore exists to access funding 
held at Board level to implement changes required to national systems.  This 
challenge requires reconciliation. 
 
10.4 Opportunities for improvement of IT including any relevant 

recommendations 
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NSS hosts a dedicated and highly experienced IT resource currently focussed on 
delivering a transformational programme for NHS Scotland.  The Digital Health and 
Care Strategy set out outcomes that could, if exploited, provide the vehicle for 
decision-making regarding future development of the screening services.  It is 
recognised that new screening services or major changes will need to contribute 
towards the following outcomes: 

• People increasingly manage their own health and well being 
• Leadership and digital skills across the whole workforce 
• Effective collaboration and coordination of care 
• Continually improving outcomes for personal care and public health 
• Foundations for transformation through digital innovation. 

 
It is possible that the implementation of the Digital Health and Care Strategy will use 
a scaled Agile framework.  This could allow for the delivery and incremental 
implementation of prioritised features within a fixed timescale, whilst addressing 
challenges as they arise, thereby resulting in continuous business improvements. 
 
Each screening programme will have their own process and set of rules, however 
where possible they will be able to share specific features.  There is already a 
commitment to create a shared platform instead of a single system,  enabling the 
use of shared capabilities, e.g. participant access to information about the screening 
service as well as the development of personalised tools e.g. appointment 
scheduling and results’ access. 
 
The use of Artificial Intelligence (AI) has the potential to address a number of key 
issues; 

• Ownership of the intellectual property developed by the use of NHS data 
• Clarity of liabilities when issues arrive and roles and responsibilities 
• Clear agreements regarding funding models and future commercialisation 
• Design of the service process to enable ‘in-line learning’ while meeting IG 

requirements  
• Technical standards and security arrangements 
• Initial clinical approval and on-going clinical assurance  
• Communications and public engagement to maintain trust (use of data and 

safety of service) 

 
Summary of gaps in relation to IT / eHealth within Screening in Scotland 

1. There are a number of gaps in relation to IT / eHealth within Screening in 
Scotland, having been excluded from the eHealth architecture to date 

2. The current organisation of IT support for ‘Business as Usual’ is perceived as 
being too remote from the service users with resultant impact on service 
delivery. 

3. There is no recognised systematic, transparent process by which the use of 
Artificial Intelligence (AI) can be explored for consideration for 
adoption/implementation within screening services.  To date, there has been 
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very limited use of AI within screening services other than within DRS to 
streamline resource management.  Despite the existence of a number of tools 
to facilitate patient-centred service access and clinical decision making, their 
implementation within the screening services is barred by a lack of a coherent 
system for their evaluation within the context of screening. 

4. There is a lack of investment in modern IT infrastructure 

Theme 5: Recommendations for IT / eHealth within screening programmes  
Recommendation 1: Recognising the critical importance of IT in all aspects of the 
delivery of safe, timely, sustainable and effective screening, IT leadership should be 
included in the national screening executive function.  This will not only strengthen 
links with the Public Health Portfolio Management Group (who hold the funding with 
which to prioritise screening IT developments) but also provide the opportunity for 
consideration of IT aspects of any planned change/development at the earliest 
possible stage of planning. 
 
Recommendation 2: Develop an infrastructure and leadership model to take 
forward integration of screening services within any proposed eHealth architecture. 
Recommendation 3:  The IT Lead in the National Executive should think about new 
digital platforms to better engage with patients.  
  
Recommendation 4: Develop a process for the consideration of the use of AI within 
the screening services that takes into account the following 
 

• How can artificial intelligence assist the clinician in delivering the service  
• Where are the priorities? 
• Where are the volumes of work which are distracting away from the more 

complex or sensitive things? 
• Which parts can be automated? 

 
Recommendation 5: The implementation of the Digital Health and Social Care 
Strategy will result inevitably in a transition period.  In order to mitigate any risks to 
the screening programmes during this transition period, it is recommended that 
‘strategic base lining’ assessment is undertaken to plan the approach for the 
migration from the current architecture to the new architecture.  This will avoid 
pockets of change that do not join up and will identify areas of greatest value to 
prioritise.
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FORTH VALLEY NHS BOARD 
TUESDAY 29 JANUARY 2019  
  
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:     
This report focuses on the position in terms of the eight key standards that are most important to 
patients; 62-day cancer target, 12 week outpatient target, Diagnostics, 12 week treatment time 
guarantee, Access to Psychological Therapies, Access to Child & Adolescent Mental Health 
Services and Accident & Emergency 4-hour wait. Also considered within the report is the Delayed 
Discharge position. The eight key standards are highlighted in table 1 and detailed within the paper 
at section 2 Key Performance Issues. 
 
Table 1: Eight Key Standards 

Measure Target Dec-18 Mar-17 
Cancer 62 day target 95% 83.3% 93.0% 
Cancer 31 day target 95% 94.8% 97.8% 
12 Week Outpatient wait   

Number waiting over 12 weeks  0 3834 2567 
Percentage waiting less than 12 weeks 95% 75.3% 82.9% 

Diagnostic 42 day wait   
Number waiting beyond 42 days - Imaging 0 0 0 

Number waiting beyond 42 days - Endoscopy 0 55 2 
12 Week Treatment Time Guarantee 

Number >12 weeks - Ongoing Waits  0 1104 468 
Psychological Therapies   90% 58.7% 39.1% 
Access to child & adolescent mental health 
services 90% 93.8% 100.0% 

Accident & Emergency 4 hour wait 
Emergency Department  95% 72.6% 96.5% 

NHS Forth Valley Overall 95% 78.4% 97.2% 

 
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 
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Risk Assessment 
Key risks are highlighted within the appropriate level of Risk Register 
 
Relevance to Strategic Priorities 
The Scottish Government requested a focus in 2018/19 on performance, finance and workforce, 
concentrating on the key standards that are most important to patients. 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 
 
Table 2: 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 3 5 2 12 
 TOTAL 11 13 35 14 73 
 

Of the 59 measurable targets with a RAG status within the Balanced Scorecard, 35 are currently 
Green, 13 are Amber, and 11 areas are detailed as Red. A further 14 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 December 2018 monthly position in respect of the 62-day cancer target is that 83.3% of patients 
urgently referred with a suspicion of cancer were treated within 62 days or less. This is a 6.8% 
improvement from the November position of 76.5%. The position for the quarter ending September 
2018 is highlighted as 79.5%, a slight reduction from the reported figure of 81.4% for the quarter 
ending June 2018. 

 
• 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 December 2018, 3834 patients exceeding the standard; an increase of 906 from 
December 2017. 75.3% of outpatients were waiting less than 12 weeks at the end of December 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. 209 patients were treated in December with a wait longer than 12 weeks, a 
decrease of 18 from December 2017. Percentage compliance in December was 70%. At the end of 
December 2018, 1104 patients were waiting longer than 12 weeks. 
 

• Access to Psychological Therapies  
90% target in respect of 18 weeks referral to treatment for Psychological Therapies. During 
December 2018 the RTT position improved to 58.7% of patients treated within 18 weeks of referral. 
This is an in month improvement of 15.6%. Over the period December 2017 to December 2018 an 
average 49.2% of patients were treated within 18 weeks of referral per month.  

 
• 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 December 2018 was 78.4%; MIU 100%, 
ED 72.6%. A total of 1497 patients waited longer than the 4 hour target across both the ED and Minor 
Injuries Unit (MIU) with 236 waits longer than eight hours and 59 longer than 12 hours. The main 
reasons for patients waiting beyond 4 hours remain 640 patients ‘wait for first assessment’ and 435 
patients ‘wait for a bed’.  

 
• 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 December 2018 census position for delays 
over 14 days is 42 against a zero standard. Inclusion of waits less than 2 weeks plus 17 code 9 
exemptions brings the total delays to 78 at the census. 
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The number of bed days occupied by delayed discharges at the December census was 1988. This is 
an increasing or worsening trend January to December 2017 compared with 2018 with a 30% 
increase in the average number of occupied bed days. There is a 154% increase January 2018 to 
December 2018 with an average of 1465 bed days occupied at the monthly census over the time 
period.  
 
 

Key performance status changes since the Performance & Resource Committee on 18 December 
2018 are noted below: 
 
Performance Improvements  
 

• Child & Adolescent Mental Health Services has changed from Red to Green 
• Clinical Quality Indicators: Food, Fluid & Nutrition has changed from Amber to Green 
• Stroke Care Bundle: Swallow screening has changed from Red to Amber 
• Stroke Care Bundle: Brain scan within 24 hours has changed from Amber to Green 

 
Performance Deterioration  
 

• Stroke Care Bundle: Admission to stroke unit has changed from Amber to Red 
 

3. 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 Core Performance Report and Balanced Scorecard 
are presented to the Performance & Resources Committee in support of its role to scrutinise and 
maintain an overview of the breadth of performance in Forth Valley, reviewing red areas and 
fluctuating performance. 

 
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 Core 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. 
 
Clear priorities have been established by the Cabinet Secretary for Health and Sport in respect of: 

• Waiting times and performance improvements in scheduled and unscheduled care and 
delivery of the elective centres 

• Health and Social Care Integration and improving the pace of progress 
• Mental Health and delivering improvements in services and provision 
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In support of delivery, the Scottish Government Waiting Times Improvement Plan was published on 
23 October. The plan focuses on improvements for patients whose treatment is urgent, who have 
a suspicion of cancer, and those who have waited the longest for an appointment. Steps will be taken 
to reduce waiting times for outpatient and inpatient appointments and day cases. 
 
High level trajectories within the improvement Plan are:  
 

• By October 2019 
o 80% of outpatients will wait less than 12 weeks to be seen 
o 75% of inpatients/daycases (eligible under the treatment time guarantee) will wait less 

than 12 weeks to be treated 
o 95% of patients for cancer treatment will be continue to be seen within the 31-day 

standard 
 

• By October 2020 
o 85% of outpatients will wait less than 12 weeks to be seen 
o 85% of inpatients/daycases will wait less than 12 weeks to be treated 

 
• By Spring 2021 

o 95% of outpatients will wait less than 12 weeks to be seen 
o 100% of inpatients/daycases will wait less than 12 weeks to be treated 
o 95% of patients for cancer treatment will be seen within the 62-day waiting-time 

standard 
 

It is anticipated that further detail around Mental Health will be announced by the end of the year.  
 
 

4. 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. 
 
Performance reporting is by exception with measures rated as Red discussed in detail. 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. Additionally, areas that may be of concern that require to be highlighted and 
monitored are reported at the Amber Commentary.   
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The indicators are made up of:  
 

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

 
Outlined below is the key to the scorecard. For the majority of 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.  

 
Table 3: Scorecard Key 

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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5. 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
December 95% 83.3% 83.3% 80.9% Red ◄► Page 11
December 95% 94.8% 98.5% 94.1% Amber ▲ -

2 SG Page 13
December 0 3834 2928 - Red ▼ -
December 95% 75.3% 80.1% 70.5% - ▼ -

LKPI -
December Reduction 10346 8863 - Grey ▼ -
December Reduction 150 98 - - ▼ -

3 SG
December 0 0 0 - Green ◄► -
December 0 55 5 - Amber ▼ -

4 LKPI -
December Reduction 569 118 - Grey ▼ -
December Reduction 358 118 - - ▼ -
December Reduction 149 0 - - ▼ -
December Reduction 62 0 - - ▼ -

5 SG Page 15
December 0 209 227 - Red ▲ -
December 100% 70% 67% 72.9% - ▲ -
December 0 1104 1140 - - ▲ -

6 SG
December 90% 58.7% 55.8% 76.9% Red ▲ Page 17
December 90% 93.8% 62.0% 68.3% Green ▲ -

7 SG Page 19
December 95% 72.6% 70.6% 89.8% Red ▲ -
December 95% 100.0% 99.8% - - ◄► -
December 95% 78.4% 76.6% 91.3% - ▲ -

8 SG November 90% 81.9% 82.1% 78.6% Red ▼ -
9 NR

December Monitor 1.2% 2.0% 1.9% Green ▲ -
December Monitor 5.8% 5.7% 6.8% Green ▼ -

10 LKPI
September 95% 99.1% 98.1% 94.0% Green ▲ -
September 95% 100% 99.7% 98.6% - ▲ -

11 LKPI November 90% 100% 100% 100% Green ◄► -
12 LKPI December Reduction 1229 161 - 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
Accident & Emergency 4 hour wait

Emergency Department 
Minor Injuries Unit

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 June 10% Reduction 14.1% 14.6% 11.2% Green ▼ -

14 LKPI December 0.24 0.34 0.35 - Red ▲ -
December 0.24 0.4 0.3 - - ▼ -
December Reduction 9 7 - - ▼ -
December Reduction 1 2 - - ▲ -

16 LKPI
15 December 0.25 0.1 0.2 - Green ▲ -

December 0.25 0.3 0.1 - - ▼ -
December Reduction 7 3 - - ▼ -
December Reduction 3 1 - - ▼ -

16 LKPI December 95% 98.5% 99.6% - Green ▼ -
17 NR

December 95% 97.0% 99.7% - Green ▼ -
October 4 per month 1 4 - Green ▼ -

November 95% 100% 100% - Green ◄► -
October 95% 99.0% 99.4% - Green ◄► -
January 95% 100% 100% - Green ◄► -
October 95% 100% 100% - Green ◄► -
October 95% 96.9% 96.0% - Green ◄► -
October 95% 100% 100% - Green ◄► -
August 95% 100% 100% - Green ◄► -
October 95% 100% 100% - Green ◄► -

18 LKPI
December Reduction 19 33 - Grey ▲ -
December Reduction 35 53 - Grey ▲ -
December Reduction 73 60 - Grey ▼ -
December Reduction 137 130 - Grey ▼ -

 Number of CDIs in month

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 hospital acquired 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

 Total number of SABs in month

 Number of hospital acquired 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
December 95% 95.0% 97.0% - Green ▼ -
December 95% 93.0% 95.0% - Amber ▼ -
December 95% 95.1% 95.0% - Green ▲ -

20 LKPI
November 4% 5.91% 5.75% 5.47% Red ▼ -
November Reduction 2.42% 2.21% - Grey ▼ -
November Reduction 3.13% 3.29% - Grey ▲ -

21 NR November 80% 75.8% 88.4% 71.0% Amber ▼
November 90% 76.7% 95.1% 82.0% Red ▼ -
November 100% 97.0% 90.5% 75.0% Amber ▲ -
November 95% 100% 100% 91.0% Green ◄► -
November 95% 97.0% 100.0% 93.0% Green ▼ -

22 LKPI
November 80% 85.0% 79.8% 72% Green ▲ -
November 80% 73.9% 66.2% - Amber ▼ -
November 80% 98.3% 98.2% - Green ◄► -
November 20% -4.1% -38% - Amber ▲ -
November 20% -1.4% -50% - Amber ▲ -
November 20% -8.1% -24% - Amber ▲ -
November - 96.0% 98.5% - - ▼ -
November - 65.3% 68.9% - - ▼ -

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

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

                       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

Sickness Absence Rate                                                        
Short Term
Long Term

Stroke Care Bundle 
Admission to stroke unit

Measure

Clinical quality indicators
Falls

Pressure Area Care
Food, Fluid and Nutrition

Attendance Management

Person Centred

Stage 1 response rate w ithin 5 days
Stage 2 response rate w ithin 20 days

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

Exception 
Report 

23 LKPI December Reduction 16.2 14.8 13.5 Green ▼ -
24 LDP December 388 year 172 446 full year - Green ◄► -
25 LDP September 3410 year 2964 4569 - Green ▼ -
26 LKPI January 100% 100% 100% - Green ◄► -
27 LKPI

2017/18 Increase 14,902 14,505 - Grey ▲ -
Sep-18 50 qtr by 2020 72 33 - Grey ▼ -
2017/18 <2% by 2020 6.7% 6.8% - Grey ▲ -

28 LDP December 80% 82.2% 86.2% - Green ▼ -
29 LDP December Increase 29.20% 26.2% 25.3% Amber ▲ -

Equitable 

Measure

Suicide rate per 100,000 population 
Smoking cessation - 12 w eek quits (1/4 2 data complete end January)                                                 
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
December Breakeven -£0.640m -£2.417m - Amber ▲ Agenda Item 8.1

31 LKPI October < Scotland £206.58 £204.02 £206.55 Green ▼ -
32 LKPI Page 22

December 0 42 26 - Red ▼ -
December Reduction 61 44 - Grey ▼ -
December Reduction 1988 1001 - Red ▼ -
December Reduction 1706 742 - - ▼ -

33 LKPI December Reduction 1795 1840 2113 Amber ▲ -
34 LKPI November Reduction 5,232 7644 - Green ▲ -
35 LKPI

December Increase 16,018 15,509 - Green ▲ -
December Increase 5.0% 5.0% - Green ◄► -

36 LKPI
December < Scotland 6.7% 6.6% 9.4% Green ▼ -
December Monitor 6.6% - - Grey - -

37 LKPI November Reduction 4,146 4,715 - Amber ▲ -

Bed days lost due to delayed discharge - Forth Valley

Effective and Efficient

Measure

Finance
YTD Revenue position

New  Outpatients

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 - Total

A&E attendance per 100,000 of population 

Return Outpatients
Emergency Bed Days Patients 75+ rate per 1,000 population 

Long Term Conditions - number of bed days per 100,000 population
Anticipatory Care Plans 

Number of patients
Percentage of Board list size

Outpatient 'Did Not Attends' DNA
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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  

83.3% of patients urgently referred with a suspicion of cancer were treated within 62 
days or less in December 2018 

Scotland 
Performance 

80.9% of patients urgently referred with a suspicion of cancer were treated within 62 
days or less in November 2018 

Lead Mr David McPherson, General Manager 

Supporting Graph 

 

 
 
Commentary 
 
The target is that 95% of patients referred with a suspicion of cancer commence treatment within 62 
days with 95% of patients commencing treatment within 31 days of decision to treat.  
 
The quarterly position to September 2018 highlights that 79.5% of patients with a suspicion of cancer 
were treated within 62 days; a reduction from the reported figure of 81.4% for the quarter ending June 
2018.The Scotland position for the quarter ending September 2018 is noted as 81.4%.  
 
The December 2018 monthly position in respect of the 62-day cancer target is that 83.3% of patients 
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GRAPH 1: Forth Valley 62-day Cancer Standard
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62 day position Target
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GRAPH 2: Forth Valley 62-day Cancer standard 
December 2017 - December 2018

62-day position Target
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urgently referred with a suspicion of cancer were treated within 62 days or less. This is a 6.8% 
improvement from the November position of 76.5%. The percentage compliance for Scotland in 
November was 80.9% in November 2018. 
 
Currently the number of patients being tracked on the 62 day pathway remains between 1500 and 
1600. This high 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. 3-4 weeks for colonoscopy, 3 weeks for 
MRI and 4-5 weeks for photo-triage. It should be noted that the number of confirmed cancer cases has 
remained relatively stable across all specialties.  
 
In terms of the 31-day target, the position for December 2018 is that 94.8% of patients were treated 
within 31 days of decision to treat with the Scotland comparison in November 94.1%.   
 
 
Key issues and actions to address performance  
 
The Performance & Resources Committee received a presentation in respect of cancer services in 
December 2018. 
 
Patients are being tracked for longer on pathways indicating the problem to be around pathway delivery 
early in the step process with challenges in respect of delivering the target multi-factorial. 
 
Key issues: 

• Sustained increase in referrals, conversion static 
• Bowel Screening referrals up 90% in first 11 full months of year due to sensitivity of testing  
• Local and regional workforce challenges particularly in ENT, Radiology, Oncology, job planning 
• Pressure on diagnostics in respect of MRI, Colonoscopy, Guide wires (breast), reporting of MRI, 

Isotope for positron emission tomography (PET) 
• Outpatient appointments in ENT, Colorectal, Breast, Skin, Respiratory, Urology 
• Theatre Capacity in Breast (Radiology) and Micro Laryngoscopy 
• Tracking and Multi Disciplinary Team challenges for Cancer Audit Tracking System (CATS) with 

increased workload and throughput 
     
Improvement work and plans include a number of generic measures in respect of working with the Lead 
Cancer GP across the Primary/Secondary interface; review vetting of referrals in respect of providing 
feedback, downgrading inappropriate referrals and ensuring awareness of pathways e.g. diagnostics 
pathways, neck lump; encouraging Primary Care to undertake relevant tests; use of escalation triggers; 
evaluating the relevance of new technologies and ways of working; increasing access to theatres; and 
prioritising cancer targets over all others.  
 
In respect of the Skin Cancer, Lung Cancer and Colorectal Pathways a number of pathway specific 
actions are being undertaken.  
 
In addition, a number of recommendations are being progressed to support patients on a cancer 
pathway and achievement of the targets. These are noted as: 

• Have visual cue of patients stage in system on CATS ( and ensure that all levels of staff 
involved in the patients pathway have an appreciation of the 31/62 day targets) 

• Day to day focus on potential breachers with escalation as appropriate 
• Ensure waiting time adjustments are being used effectively 
• Peer review of regional practice 
• Downgrade from pathway as soon as possible to ensure CATS resources are used most 

effectively 
• Ensure primary care understand the reasons for downgrading referrals 
• Ensure that patients being transferred to other boards for treatment are not disadvantaged in 

their waiting times 
• When Multi Disciplinary Team summaries are sent out, ensure that GPs are informed of the 

detail and content of the discussion with patients 
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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  

• 3834 patients were waiting longer than 12 weeks at the end of December 2018 
• 75.3% of patients were waiting less than 12 weeks at the end of December 2018 

Scotland 
Performance 

70.5% of patients across Scotland were waiting less than 12 weeks at September 
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 December 2018 the total number of patients waiting for an outpatient appointment that 
exceeded the 12 week waiting time standard was 3834. Graph 3 highlights an increasing or 
deteriorating position from December 2017 with 906 more patients waiting beyond 12 weeks. However, 
there is an in-month decrease of 59 patients November to December 2018. The number of patients 
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GRAPH 3: Outpatient_Waits Number over 12 weeks 
December 2017 to December 2018

Number over 12 weeks Target: March 2017 position
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waiting over 16 weeks was 2009 at the end of December 2018, a decrease of 85 from 2094 in 
November 2018.  
 
75.3% of outpatients were waiting less than 12 weeks at the end of December 2018. This highlights a 
slight improvement however a downward trend is noted December 2017 to December 2018. The 
Scotland position is highlighted as 70.5%. 
 
Outpatient unavailability within Forth Valley is 1.2% of the total waiting list with the Scotland position 
1.9%. The outpatient DNA rate for new patients within Forth Valley is 6.7% which compares well 
against the 9.4% NHS Scotland new patient DNA rate. The provisional Forth Valley rate for return 
outpatients is 6.6% with no Scotland wide DNA rate published for return outpatients.  
 
 
Key issues and actions to address performance  
 
The original target for March 2019, based on delivering the March 2017 outturn, was to reduce the 
number of outpatients to 2,465 over 12 weeks. Despite the number of waits over 12 weeks reducing 
from September 2018 the core funded capacity could not deliver the required activity with the agreed 
target trajectory not achieved. Orthopaedics, General Surgery, Urology, ENT, Dermatology, Pain 
Management, OMFS and Neurology account for 90% of the outpatient long waiters. 
 
In November 2018, NHS Forth Valley submitted a proposal to the Scottish Government for funding to 
generate enough capacity to deliver activity to reduce the number of outpatients waiting beyond 12 
weeks to 1,800 by the end of March 2019.  
 
Operational plans are in place in respect of supporting delivery of the agreed trajectories. The NHS 
Board will receive a detailed update in terms of finance and delivery at Agenda Item 7.5 Elective Care 
Programme – Waiting Times Plan.  
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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  

• 925 patients waited longer than 12 weeks from October to December 2018 – 
65.5% compliance (provisional position) 

• 209 patients waited longer than 12 weeks in December 2018 – 70% compliance 
• 1104 patients were waiting over 12 weeks the end of December 2018 

Scotland 
Performance 

18,278 patients waited longer than 12 weeks in the period July to September 2018 – 
72.9% 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 October to December 2018, management information shows 925 patients waited longer 
than the 12 week Treatment Time Guarantee; 65.5% compliance against the target. The Scotland 
compliance is noted as 72.9%. Graph 5 continues to highlights an increasing trend in terms of the 
number of patients that waited beyond the 12 week guarantee for treatment. 
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209 patients were treated in December with a wait longer than 12 weeks, a decrease of 18 from 
December 2017. 
 
In respect of on-going waits, there were 1104 patients waiting longer than 12 weeks at the end of 
December which is a decrease of 36 from December 2017. Graph 6 highlights the trend in terms of the 
number of patients with an on-going wait over 12 weeks with an average of 1167 patients waiting 
beyond 12 weeks each month. Of note is a 3.2% decrease in the number of patients with an on-going 
wait December 2017 to December 2018. 
 
NHS Forth Valley inpatient in December 2018 was 5.8% of the total waiting list size. Four specialties 
have unavailability higher than the Scotland position of 6.8%; Urology 18.9%, Pain Management 10.7%, 
Gynaecology 9.2% and Paediatric Surgery 8.7%. 
 
 
Key issues and actions to address performance  
 
The original target for March 2019, based on delivering the March 2017 outturn, was to reduce the 
number of inpatients to 465 over 12 weeks. The trend in terms of on-going waits has reduced however 
the agreed target of 964 inpatients waiting beyond 12 weeks was not achieved at December 2018.  
 
In November 2018, NHS Forth Valley submitted a proposal to the Scottish Government for funding to 
generate enough capacity to deliver activity to reduce the number of inpatients waiting beyond 12 
weeks to 1,088 by the end of March 2019.  
 
Operational plans are in place in respect of supporting delivery of the agreed trajectories. The NHS 
Board will receive a detailed update in terms of finance, delivery and risks at Agenda Item 7.5 Elective 
Care Programme – Waiting Times Plan.  
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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  

58.7% of patients were treated with 18 weeks of referral in December 2018 

Scotland 
Performance 

76.9% of patients were treated with 18 weeks of referral in November 2018 

Lead: Mrs Gillian Morton, General Manager 

Supporting Graphs 

 
 
Commentary 
 
Following an improvement over a 3 month period a reduction in RTT performance was noted in 
November. This was due to 4 new in post taking their new patients from the end of the waiting list 
ensuring a large number of new patients are seen. Generally this is people who have already been 
waiting more than 18 weeks. 
 
During December 2018 the RTT position improved to 58.7% of patients treated within 18 weeks of 
referral. This is an in month improvement of 15.6%. Graph 7 highlights the fluctuating position over the 
period December 2017 to December 2018 in respect of access to psychological therapies. Over the 
period, an average 49.2% of patients were treated within 18 weeks of referral per month.  
 
The position across Scotland in November 2018 is that 76.9% of patients were treated within 18 weeks 
of referral.  
 
 
Key issues and actions to address performance  
 

• A responsive support contract with Healthcare Improvement Scotland is in place. Fortnightly 
teleconferences are in place and training for key staff in DCAQ methodology has taken place. 
The initial focus of the HIS support is on the Primary Care psychology team, as of the 10 
subspecialties they have the largest number of people waiting, the largest number of people 
waiting over 18 weeks, and the most significant impact on the overall service queue.  A further 
HIS sessions is planned for 19 March 2019. 

 
• The pathway of care for people experiencing the psychological consequences of trauma has 

been redesigned, and initial implementation in Falkirk has commenced.  As this involves 
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offering, where clinically appropriate, immediate group treatment, it is likely to slightly improve 
the overall service RTT once the first group commences January 2019.  Due to the shifting of a 
proportion of available clinical capacity to provide this treatment, fewer new appointments will 
be available elsewhere in the service which may temporarily increase the waiting list ‘tail’.   

 
• Organisational Development facilitated focus groups have taken place with staff to explore the 

themes raised in a staff wellbeing survey. Outputs from these are being used to produce an 
action plan, which will be implemented throughout 2019. 

 
• Outputs from a recent patient experience survey will be used as the basis of a number of 

patient focus groups in February 2019. 
 

• A fixed term Assistant Psychologist post has been recruited to, and the post holder will work 
with GPs/Primary Care to explore referral patterns.  This work will have a particular focus on 
variations in referral rates, rates of acceptance by the service and rates of patient attendance 
by GP practices. It will also explore patient expectations of psychological treatment and the 
information given to them prior to their first appointment. 

 
• Staffing issues continue, with a number of vacancies currently in the recruitment process.   

o 2 staff have been recruited however notice period requires to be served with their 
current employer 

o 3 posts are currently out to advert  
o 3 further staff are leaving the service in the next 3 months 
o 2 forthcoming maternity leaves 

 
• Further to the Board Seminar of 23 October 2018, more detailed analysis of resource 

requirements and impact on RTT will be presented to the NHS Board at Agenda Item 8.2 
Psychological Therapies. 
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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 December 2018: 
• 78.4% of patients waited less than 4 hours - Forth Valley total 
• 72.6% of patients waited less than 4 hours - ED 

Scotland 
Performance 

In November 2018:  
• 91.3% of patients waited less than 4 hours – Scotland total 
• 89.8% of patients waited less than 4 hours – Scotland ED 

Lead: Mrs Jude Rooney, Service Manager Emergency and Urgent Care 

Supporting Graphs 

 
 
Commentary 
 
No patient should wait longer than 4 hours from arrival to admission, discharge or transfer for accident 
and emergency treatment - 95% standard. 
 
Overall compliance for December 2018 was 78.4%; MIU 100%, ED 72.6%. 
 
In December 2018, a total of 1497 patients waited longer than the 4 hour target across both the ED and 
Minor Injuries Unit (MIU); with 236 waits longer than eight hours and 59 longer than 12 hours.  
 
The main reason for patients waiting beyond 4 hours remains ‘wait for first assessment’ with 684 
patients. 435 patients breached due to ‘wait for bed’, ‘wait for treatment to be completed’ accounted for 
75 waits beyond 4 hours and ‘clinical reason’ accounted for 65 breaches.  
 
Table 4: Emergency Department 4 Hour breaches October 2018 to December2018 
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GRAPH 8: A&E waits : 4 hour compliance
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Table 4 highlights the breaches throughout the months of October 2018 to December 2018. The 
majority of breaches occur in the Emergency Department at Forth Valley Royal Hospital and the 
reasons for breach are detailed.  
 
 
Key issues and actions to address performance  
 

• Work continues to focus on all aspects of unscheduled care to support improvement in 
performance as a whole system. 
 

• ‘Getting ForthRight’, is a year-long programme, launched in September 2018, to improve 
capacity and flow to reduce delays and improve the experience of local patients. A staff 
engagement event was held in September in support of the workstreams in place reviewing the 
Community/Whole System, Emergency Department, Receiving Units, Downstream wards and 
Specialty pathways. Tests of change continue to be applied to certain functions within ED to 
improve the patient and staff experience and performance against the 4 Hour Emergency 
Access Standard. This is supported by National Improvement Advisors from the Scottish 
Government working with the Unscheduled Care Programme Board (UCPB) 
 

• Unscheduled Care Programme Board continually monitors ED performance and attendance 
indicators as part of the six essential actions prescribed by the Scottish Government. 
 

• Work continues to develop a dashboard which updates data items hourly, such as numbers 
awaiting first assessment in ED; Bed Occupancy as well as real time Delayed Discharges 
information. Collaboration between Health and Social Work Colleagues across the two 
partnerships is on-going to support of this in terms of daily intelligence around care home 
activity and opportunities. 
 

• In December the Performance & Resources Committee received an Unscheduled Care Update 
focussing on progress in respect of the redesign of the clinical model for minor injuries which 
was implemented on 5 November 2018. A streamlined process has been developed and 
implemented with enhanced nurse triage in place ensuring relevant diagnostics are ordered 
timeously. Results highlighted that due to a period of high occupancy throughout the site 
impacting on the ability to protect space for minors there had been no increase in the number of 
minors patients seen by Emergency Nurse Practitioners; the number of minors patients seen 
treated and discharged within 2 hours had reduced during the test of change, and there was no 
significant reduction in long wait patients.  

 
 

Month
No. of 
attendances Total breaches % Compliance

WAIT FOR FIRST 
ASSESSMENT

WAIT FOR A 
BED

October 2018 7063 1194 83.1% 574 322

November 2018 6794 1471 78.3% 640 429

December 2018 6943 1497 78.4% 684 435

Month

WAIT FOR 
TREATMENT TO 
BE COMPLETED

CLINICAL 
REASON

WAIT FOR 
SPECIALIST

WAIT FOR 
TRANSPORT

WAIT FOR 
DIAGNOSTIC 
TEST RESULTS

October 2018 60 50 66 8 40

November 2018 56 51 48 16 41

December 2018 75 65 51 11 49

Month
OTHER (PLEASE 
SPECIFY)

WAIT FOR 
DIAGNOSTIC 
TEST TO BE 
PERFORMED NO DELAY

WAIT FOR 
TREATMENT TO 
COMMENCE Wait for Porter

October 2018 28 5 40 0 0

November 2018 79 9 101 1 0

December 2018 29 14 83 1 0
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Next Steps and Current Tests of Concept/Change 

• Introduction of Priority Patient: Each ward identifies one (or more) patients every 
afternoon who will be ready for discharge before 10am the following morning. 

• Reduce turnover interval project: Phase 1 - Process mapping of bed vacation, 
declaration of availability and new patient arriving on downstream wards/units, followed 
by mapping in AMU and with bed/flow team;  
Phase 2 – when bed allocated, shadowing of patient from AMU to downstream ward. 

• Ward communication of free beds: In addition to ward staff amending eWard to show a 
vacant bed, they will use page/call bed flow team to inform them. 

• Predicted Date of Discharge workshops: Short focussed workshops for all members of 
the Multi Disciplinary Team on the importance of predicted date of discharge setting and 
maintenance. 

• Discharge Link Role: Each ward nominates a member of the team as the discharge link 
for the day to ensure discharge actions are completed. 

• Roll out to Surgical wards: Introduction to Surgical wards commencing week beginning 
17 December.  

 
• The Performance & Resources Committee will continue to receive regular updates in respect of 

performance in Unscheduled Care 
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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 December 2018 census: 
• 42 patients were delayed in their discharge for more than 14 days 
• 19 patients delayed less than 2 weeks 
• 10 guardianship delays 
• 7 code 9 delays 
• 9 code 100 delays 
• 1988 bed days were lost due to delays in discharge  

Scotland 
Performance 

There is no Scotland comparison 

Lead: IJB Chief Officers  

Supporting Graphs 
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Commentary 
 
The position for delays over 14 days at the December 2018 census is 42 against a zero standard. The 
local authority breakdown is Clackmannanshire 10 delays, Stirling 3 and Falkirk 26 delays. Three 
delays are noted for Local Authorities outwith Forth Valley. The inclusion of those waiting less than 2 
weeks brings the total delays to 61. 
 
Seventeen Code 9 exemptions, which include issues in respect of Guardianship, brings the total delays 
for the December census to 78 in total; 73 for Forth Valley.   
 
Guardianship and Code 9 breakdown is noted as: 

• Clacks –  3 
• Falkirk – 10  
• Stirling – 3 
• 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 December census was 1988, an 
increase of 987 from December 2017. This is an increasing or worsening trend January to December 
2017 compared with 2018 with a 30% increase in the average number of occupied bed days. There is a 
154% increase January 2018 to December 2018 with an average of 1465 bed days occupied at the 
monthly census over the time period.  
 
1706 bed days were attributed to Forth Valley with the local authority breakdown for December 2018 
noted as Clackmannanshire 442, Falkirk 1050 and Stirling 214. There are 282 bed days occupied for 
local authorities’ out with Forth Valley. Graphs 11 highlight the position in respect of Bed Days 
Occupied per Local Authority, with graph 12 highlighting the total number of bed days occupied by 
delayed discharges December 2013 to December 2018.  
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Variances are noted between partnerships with a reducing trend in Clackmannanshire & Stirling, and an 
increasing trend in Falkirk and for out of area patients.  
 
 
Key issues and actions to address performance  
 

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

 
• Challenges remain in terms of Guardianship issues and Power of Attorney. The monthly 

average number of delays due to these issues over the last year is 19 patients. This has 
previously been discussed at the Performance & Resources Committee in terms of the work on-
going to address this issue.   

 
• Waits for care packages and home care places fluctuate on a day by day basis and remain a 

challenge, with work going on to support this. The number of available care home places is 
pressured in respect to demand from the hospital environment as well as those people in the 
community waiting for a placement.  
 

• Choice Policy allows patients to exercise their statutory right of choice, over the destination of 
their ongoing care and can have a significant impact on the length of time a patient remains in 
hospital once ready for discharge.  

 
On-going actions to support timely discharge: 
 

• Input from the discharge team means patients are reviewed within 72 hours including 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. 
 

• Dynamic Daily Discharge taking a proactive and systematic multidisciplinary approach to 
facilitating early and appropriate discharge plans and ongoing care 
 

• On-going review of patients who are identified for moves to community hospital to explore all 
options ensuring only those who require community hospitals are moved there. 
 

• Multi Disciplinary Team (MDT) meetings to identify discharge pathways and goals. 
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• Support provided to relatives and carers in arranging plans for discharge. 

 
• Targeted, time limited, person centred support in respect of reablement to support long term 

independence continues 
 

The Unscheduled Care Programme Board takes an overview of workstreams that are underway in 
support of improving discharge pathways 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
 

 
 
 
 
FORTH VALLEY NHS BOARD 
TUESDAY 29 JANUARY 2019 
  
7.2 Healthcare Associated Infection Reporting Template 
For 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:     

• SABS remain within normal control limits. There was one hospital acquired SABs in December. 
• DABs remain within normal control limits. There were four hospital acquired DABs in December. 
• CDIs remain within normal control limits. There were three hospital acquired CDIs in December. 
• There have been no deaths with MRSA or C.difficile reported on the death certificate. 
• There was one c-section and one vascular surgical site infection reported in December. 

 
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:   

• Paper is not relevant to Equality and Diversity 
 
Consultation Process 
Infection Prevention and Control Team 
  



2 
 

 

 

 
 
 

 
 

HAIRT REPORT  
 

January 2019 
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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 9 
Hospital 1 
Healthcare 5 
Community 2 
Nursing Home 1 

 
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 69 
 
 
SAB case numbers 

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

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 
 
 

 
 

 
 
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. 
 
The healthcare PVC infection was acquired 
following a blood transfusion; the patient was 
neutropaenic at the time due to underlying 
comorbitities.  The hospital PVC developed after 
a  number of PVC insertions and the removal of a 
PVC by the patient.   

 
 
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 7 
Hospital 3 
Healthcare 3 
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 44 
 

 

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. 
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Healthcare CDIs 

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

CDI Breakdown for this month 
 

Source Case Numbers 
Hospital 3 
Healthcare 3 
Community 1 
Grand Total 7 

 
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 9 
Hospital 4 
Healthcare 4 
Nursing Home 1 

 
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 64 
 

DAB case numbers 

 
Comments:  case numbers this month exceeded control 
limits, please see over page. 
 

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 
 

Healthcare 4 

Hickman 2 

PVC 1 

Urinary Catheter long term 1 

Hospital 4 

Hickman 2 

PVC 1 

Urinary Catheter long term 1 

Nursing home 1 

Urinary Catheter long term 1 

Grand Total 9 
 

 
 
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/ 
 
Ward B11  
Surveillance of the last quarter have indentified higher than expected device associated bacteraemia in ward B11. A 
meeting with relevant stakeholders has been arranged to identify opportunities to reduce infection. 
 
 
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) 1 

Knee Arthroplasty (v) 0 

Hip Arthroplasty (m) 0 

Major Vascular Surgery (m) 1 

Large Bowel Surgery (m) 0 

 

Caesarean Section  

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

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:  case numbers remain within control limits, no 
concerns to raise.   
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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
Jan - March 

2018
April - June 

2018
July - Sept 

18
Oct-Dec 

2018
Cleaning 96 96 96 97
Estates 96 98 98 98

Clackmannanshire Community Healthcare Centre
Jan - March 

2018
April - June 

2018
July - Sept 

18
Oct-Dec 

2018
Cleaning 94 95 92 94
Estates 95 95 90 94

Stirling Community Hospital
Jan - March 

2018
April - June 

2018
July - Sept 

18
Oct-Dec 

2018
Cleaning 96 93 94 95
Estates 89 91 91 92

Falkirk Community Hospital
Jan - March 

2018
April - June 

2018
July - Sept 

18
Oct-Dec 

2018
Cleaning 95 95 94 95
Estates 88 88 87 87

Bo’ness Hospital
Jan - March 

2018
April - June 

2018
July - Sept 

18
Oct-Dec 

2018
Cleaning 92 92 93 94
Estates 90 90 89 84

Bellsdyke Hospital
Jan - March 

2018
April - June 

2018
July - Sept 

18
Oct-Dec 

2018
Cleaning 96 96 95 94
Estates 83 86 84 86

70% - 90%

Partial Compliance

> 90%

Compliant

< 70%

Non-Compliant
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Incidence/Outbreaks 
 
Influenza 
Following the installation of the near patient testing machine for Influenza and RSV, over the festive period FVRH 
saw a rise in the number of inpatients admitted with influenza A.  Fortunately, inpatient numbers did not mirror last 
year and appear to be subsiding.   
 
 

 
 
 
Hand Hygiene  
 
SPSP Hand Hygiene Monitoring Compliance (%) Board wide 
Data taken from TCAB (self reported by ward staff) 
 Jan 

2018 
Feb 

2018 
Mar 
2018 

Apr 
2018 

May 
2018 

June 
2018 

July 
2018 

August 
2018 

Sept 
2018 

Oct 
2018 

Nov 
2018 

Dec 
2018 

Board 
Total 99 99 99 99 99 99 99 98 98 97 97 97 

 
 
Ward Visit Programme 
 
 
Below are tables 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 

Dec-18 3 2 12 80 29 16 16 158 
 
 

Each category of the standard infection control precautions are further sub-divided into more detailed non-
compliances, and are detailed below: 
 
The tables overleaf detail wards non-compliances that have increased, decreased or remained the same 
compared to the previous month to enable the stakeholder an overview of compliance across the 
directorates. 

  

0

5

10

15

20

25

30

35

N
o 

of
 in

pa
tie

nt
s

Total number of  inpatients in isolation with Flu A, B & RSV

Flu A

Flu B

FluA&B

RSV



11 
 

 

 
 
 

 
 
 

Medical Directorate Nov-18 Dec-18

Increase or 
decrease (-) in non 

compliances RAG
AAU3 6 10 4
A22 5 9 4
FCH UNIT 2 1 5 4
WARD 2 BO'NESS 0 3 3
FCH UNIT 5 0 3 3
A31 4 6 2
ENDOSCOPY 0 2 2
A12 6 7 1
FCH UNIT 1 4 5 1
DERMATOLOGY 0 1 1
Out of Hours SCH 2 2 0
AAU 23 22 -1
B21/B22 12 11 -1
Cardiology OPD 2 1 -1
WARD 1 CCHC 2 1 -1
DISCHARGE LOUNGE 1 0 -1
B12 1 0 -1
SCH MIU 1 0 -1
A21 5 3 -2
WARD 2 CCHC 3 1 -2
WARD 3 SCH 2 0 -2
WARD 4 SCH 2 0 -2
B32 5 1 -4
FCH UNIT 4 11 6 -5
OUT OF HOURS FVRH 6 1 -5
FCH UNIT 3 10 4 -6
A32 12 5 -7
CAU 16 8 -8
A11 14 5 -9
WARD 1 BO'NESS 14 4 -10

Surgical Directorate Nov-18 Dec-18

Increase or 
decrease (-) in non 

compliances RAG
PHYSIO/PODIATRY OPD 0 2 2
DAY SURGERY 0 2 2
B23 8 9 1
SAUFVRH 2 3 1
ITU 2 2 0
PHYSIO SCH 2 1 -1
THEATRES  FCH 1 0 -1
OPTHALPAIN MGT DC 2 0 -2
B31 14 7 -7
THEATRES FVRH 7 0 -7
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RAG Rating 
 

 
 
Total number of non compliances by Directorate 
 
Medical Directorate 

 
 
AAU remain having the highest number of non-compliances, however 
over the last three months there has been a steady reduction in non-
compliances.  All non-compliances are fed back to the area at the 
time of visit. Further details of each non-compliance can be found in 
the monthly Directorate Report. 

 

 
 

 
  

WC&SH Directorate Nov-18 Dec-18

Increase or 
decrease (-) in non 

compliances RAG
NNU 2 1 -1

CSD Directorate Nov-18 Dec-18

Increase or 
decrease (-) in non 

compliances RAG
TRYSTVIEW 0 4 4
REHAB HUB SCH 0 1 1
LOCHVIEW HOUSE 1 1 0 -1
TRYSTPARK 1 0 -1
LOCHVIEW HOUSE 3 2 0 -2
WARD 3 FVRH 3 0 -3
LOCHVIEW HOUSE 2 3 0 -3
WARD 1 FVRH 3 0 -3
OPD FCH 3 0 -3
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Surgical Directorate 

 

 

 
 

WC&SH 

 
 

 

 
 

CSD Directorate 

 
 

 

 
 

 
Overall the predominant issues identified are managing patient care equipment, control of the environment and 
managing clinical waste in all directorates. 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 29 JANUARY 2019 
 
7.3    West of Scotland Systemic Anti Cancer Therapy (SACT) Future Service 
Delivery – Strategic Review and Emerging Future Service Model 
 
Seek Assurance 
 
Executive Sponsor: Graham Foster, Director of Public Health and Planning   
 
Author: Janette Fraser, Head of Planning and Sharon Adamson, Director of Regional 
Planning, West of Scotland  
 
Executive Summary: 
 
This paper provides the West of Scotland NHS Boards with an overview of the SACT 
Future Service Delivery Strategic Review and Emerging Future Service Model for 
endorsement. This paper was approved by West of Scotland Health and Social Care 
Delivery Plan Programme Board in April 2018. 
 
 
Recommendation:     
 
NHS Boards in the West of Scotland are asked to: 

• Note the emerging service model included within the strategic review paper and 
endorse its implementation in their Board area; 

• Consider local implications associated with implementation of the emerging service 
model, including requirements for local engagement; and 

• Continue to input to the regionally coordinated SACT future service delivery 
workstream to ensure systematic and consistent implementation of the 
recommendations contained in the strategic review. 

 
Key Issues to be Considered:     
 
Background:  
Recognising the need to ensure safe and sustainable services while meeting an increasing 
demand for SACT services, a regional project was established in August 2015 to work 
towards identification of a sustainable model for safe delivery of SACT services.  
 
The project plan was divided into two phases, within which Phase 1 was focussed on 
identifying the resource requirements for the safe delivery of SACT and quantifying any 
existing gaps in service provision.  
 
An interim report on progress with Phase 1 of the project was submitted to Regional 
Planning Group (RPG) in February 2016, this made a number of recommendations which 
were fully supported. Furthermore, the RPG recommended the development of a regional 
strategy for SACT delivery. This paper provides final output of the phase 2 workstream, 
which is supported by WoS Boards, Directors of Pharmacy, Nursing and Medicine. 
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Strategic Vision: 
The ultimate aim of the West of Scotland Strategic Review of SACT Services is to ensure 
high quality, safe and sustainable SACT services across the West of Scotland. 
The emerging service model aims to: 

• Improve patient experience and outcomes; 
• Deliver treatment in the most clinically appropriate place; 
• Ensure consistency of pathways and processes; 
• Provide equitable access to treatment, including access to clinical trials; and 
• Optimise resource use. 

 
The following core principles underpin this workstream to ensure it successfully delivers 
against the agreed strategic vision and aims. 

• Appropriate level of specialist care available to patients as close to home as 
possible; 

• Redesign how we deliver services to generate the capacity to meet future demands; 
• Emphasise competency based roles and enhancing the role of the wider multi 

disciplinary team; 
• Optimise the use of existing estates; 
• Minimise over treatment; 
• Provide high quality, safe SACT services across the region, ensuring requirements 

of CEL 30 (2012) are met; and 
• Value for money (future investment targeted at clearly identified need). 

 
Key points: 
• There has been a year on year increase in demand for Systemic Anti-Cancer Therapy 

(SACT), with data demonstrating a 35% increase in total episodes of SACT delivered in 
the West of Scotland (WoS) from 2013 to 2017.  

• Demand for SACT is expected to continue to increase with modelling predicting a 
further increase of up to 40% in SACT activity by 2025. 

• Increases in demand necessitate a significant change in the current capacity otherwise 
this will result in an unsustainable position and increased pressure on current 
infrastructure and workforce, leading to impact on waiting times, patient experience and 
outcomes. 

• Mode of treatment delivery is evolving with an increasing number of treatments given 
orally or subcutaneously instead of, or more often in addition to, the intravenous route.  

• Evolution in mode of administration will determine the infrastructure needed for 
treatment delivery, and influence the configuration of the workforce. This supports a 
shift in the model of care with more people being treated at, or near, to home. 

• Phase 1 identified a range of areas where improvements could be made within current 
resource. Significant progress to address phase 1 recommendations and increase 
efficiency within units delivering SACT has been made across WoS Boards. 

• There is high quality evidence to support the implementation of a model of care which 
builds capacity across settings to ensure appropriate level of specialist care available to 
patients as close to home as possible.  
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• A tiered approach to SACT service delivery which expands upon the existing hub 
(Beatson West of Scotland Cancer Centre) and spoke model is proposed.  

• In the medium term, the emerging service model would result in consolidation of cancer 
units in the WoS and an increase of SACT outreach and community delivery models. 
This will be facilitated by the re-profiling of some existing cancer units as outreach 
services.  

• This stratified model of care will: 
o Allow optimum care with most efficient use of resource; 
o Allow patients to remain under the appropriate specialist team whilst receiving 

treatment closer to home by developing community based and outreach 
SACT services; and 

o Consolidate units to improve resilience and optimise resource use, facilitating 
local treatment of rarer cancers where appropriate. 

• The review outlines a number of regional and local actions for the short to medium term. 
In order to achieve maximum impact of the emerging service model systematic 
implementation of these actions at both a local and regional level is required. 

 
 
Financial Implications 
• Given the observed and predicted increase in demand for SACT, even with an increase 

in efficiency delivered following implementation of phase 1 recommendations, the 
resource requirements of treatment delivery will also continue to increase.  

• Current and projected levels of demand create an unsustainable position and increased 
pressure on the current infrastructure and workforce, which will ultimately impact upon 
cancer waiting times, patient experience and outcomes.  

• Given current shortfall in resource to deliver SACT, as demonstrated by phase 1, 
investment in resource will be required to fully support implementation of the tiered 
service model. By changing the service model the level of investment is decreased as 
the increase in demand for SACT will be more effectively and efficiently managed.  

• Investment in staff for SACT delivery (nursing and clinical pharmacy) would be required 
on an incremental basis linked to trajectory for growth in demand for SACT. It is 
anticipated that 2.9 WTE nursing resource (£99,912) and 0.9 WTE clinical pharmacy 
resource (£44,933) would be required per annum regionally (2017/18 prices).  

 
Workforce Implications 
• A review of skill mix was undertaken as part of the strategic review and the emerging 

service model includes recommendations to maximise use of resource, including the 
utilisation of non-medical prescribing.  

• The emerging service model aims to ensure cost efficient roles and optimisation of both 
the non medical and medical workforce. 

 
Risk Assessment 
Not required 
 
Relevance to Strategic Priorities 
Aligns with Healthcare Strategy to deliver the majority of cancer services within Forth 
Valley and where appropriate, deliver care and treatment in the community.  
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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 
• Patient and carer engagement on the emerging model of care has been undertaken 

across all four West of Scotland NHS Boards and the principals of the model widely 
supported. 

• A communication plan has been prepared in order to ensure the outcome of the 
strategic review is communicated consistently to stakeholders across the four Boards. 

• Actions outlined, and the WoS engagement carried out to date, are evidence of work 
done by Boards to comply with CEL 4(2010) Informing, Engaging and Consulting 
People in Developing Health and Community Care Services regarding the strategic 
review and emerging service model. 

• Individual Boards would be required to take advice from the Scottish Health Council on 
further consultation or engagement requirements for any local service changes resulting 
from the implementation the strategic review and emerging service model. 

• To support consistent communication to stakeholders, the project team have prepared 
and provided: 

o A media release for wider cascading and publicising with local stakeholders, 
including: public/patients, IJBs, elected members, third sector etc. 

o A standard presentation for use (and adaptation/localisation as necessary) with 
Health Boards/IJBs and at other meetings. 

o A frequently asked questions document to aid with wider engagement. 
o Video case studies to support wider engagement with public, patients and staff. 
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FORTH VALLEY NHS BOARD 
TUESDAY 29 JANUARY 2019  
 
7.4 Elective Care Programme – Waiting Times Plan 
For Approval 
 
Executive Sponsor: David McPherson, General Manager  
 
Author: Andy Rankin, Head of Patient Access 
 
 
Executive Summary 
 
This paper aims to update Forth Valley NHS Board on the plan to utilise the recent £1.7 million 
funding allocation from the Scottish Government to improve the scheduled care waiting times for 
the period 1 January 2019 to 31 March 2019. This has already been endorsed by the Senior 
Leadership Team.  
 
Recommendation 
     
The Forth Valley NHS Board is asked to: - 

• Approve the proposal to deliver 1,800 new outpatients over 84 days and 1,088 inpatients 
over 84 days using a mixture of private sector and in-house capacity at a cost of £1.7 
million.  
 

Key Issues to be Considered 
 
Table 1 describes NHS Forth Valley’s scheduled care waiting times performance since September 
2018 against the trajectories. The table also provides a projected March 2019 outturn based on the 
capacity generated by the £1.7 million allocated by the Scottish Government. 
 
Table 1: Scheduled Care Waiting Times Performance  

 
 
The original target for March 2019, based on delivering the March 2017 outturn,  was to reduce the 
number of outpatients to 2,465 over 84 days and inpatients to 465 over 84 days. The cost to deliver 
this level of performance was estimated at £7.2 million. The level of funding to deliver this was not 
available. Projections based on using the recently allocated Scottish Government funding of £1.7m 
will reduce the number waiting to 1,800 outpatients and 1,088 inpatients over 84 days. 
 
The operational plan detailed in this document describes a combination of NHS additionality and 
private sector, internal and external providers, to generate the capacity required to deliver the 
affordable projections.  

• At the time of writing, plans are in place to deliver 3,787 (88%) of the required 4,315 
outpatient appointments and 330 (71%) of the 462 inpatient appointments via internal WLI 
and Independent Sector. Further work is underway to secure the remainder of the capacity. 
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Monitoring:  
• Compliance with trajectories of patients waiting over 12 weeks at specialty level will be 

monitored. 
• Waiting time meetings are planned to be held fortnightly. Where there is adverse 

performance the group will agree actions to bring performance within trajectory. 
• Clinic capacity utilisation will be monitored weekly. 
• Performance reports will be submitted to the Scheduled Care Programme Board on a 

monthly basis. 
• Performance reports will be submitted to the National Waiting Times Performance Group.  
• Planned clinic utilisation will be monitored. 
• To ensure the long waiters are seen, the actual waiting time of the patients that are booked 

into the additional clinics will be monitored weekly.  
• To ensure contract compliance, meetings are held with private sector providers weekly. 

Minutes are taken and available for scrutiny. 
• Reports showing retrospective demand, funded capacity utilisation, list size and removals 

are available for outpatients and inpatients.  
 

It may be possible, if further financial resources become available, to generate additional capacity 
using internal private providers at Forth Valley Royal Hospital (FVRH) and external providers for 
non Orthopaedic capacity to reduce waiting times further. This capacity could be focussed on 
General Surgery, ENT and OMFS. The OPD consultation costs approximately £200 per case but 
for every 100 patients seen circa 30 patients will require treatment at an estimated £2,500 per case. 
NHS Scotland Boards are all competing with each other to secure private sector capacity hence 
treatment availability is limited. Access to cross-border and international private sector markets 
have not been considered. 
 
The Scottish Government has indicated that NHS Boards are expected to deliver the Outpatients, 
Diagnostic Waiting Times Standards and the Inpatient Treatment Time Guarantee by 31 March 
2021.  
 
The current situation is described in table 2 with the number of outpatients per specialty waiting 
over 84 days as at 31 December 2018. 
 
Table 2: Outpatients waiting over 12 weeks 

 
 

Directorate Specialty >12 Wks >12 Wks >12 Wks >12 Wks
Clinical Oncology 0 0 1 0
Ear, Nose and Throat 165 154 146 335
General Surgery 87 215 693 659
Haematology 42 39 55 21
Ophthalmology 103 111 115 42
Oral and Maxillofacial 
Surgery 49 3 64 168
Orthodontics 0 0 0 0
Pain Management 52 187 331 321
Trauma and Orthopaedic 
Surgery 899 736 900 789
Urology 110 110 350 347
Vascular Surgery 88 187 141 38
Surgical Unit 1,595 1,742 2,796 2,720
Cardiology 47 36 26 15
Dermatology 194 324 663 321
Diabetes 7 3 22 1
Endocrinology 4 21 32 44
Gastroenterology 139 8 46 4
General Medicine 1 1 1 3
Geriatric Medicine 11 3 5 2
Neurology 214 280 241 172
Renal Medicine 2 26 15 30
Rehabilitation Medicine 29 26 17 1
Respiratory Medicine 29 37 99 65
Rheumatology 14 2 87 28
Medical Unit 691 767 1,254 686
Gynaecology 3 2 2 0
Paediatric Surgery 66 32 51 1
Paediatrics 2 0 14 0
W&C Unit 71 34 67 1
Grand Total 2,357 2,543 4,117 3,407

Mar-18

Women and 
Children's 
Directorate

Medical 
Directorate

Surgical 
Directorate

Jun-18

 NHS Forth Valley                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                     
Specialty Level Compliance With the New Outpatient Waiting Time Standard o84 Days                                                                                                                                                                                                                                                                                                                                         

Period Reported is 31 March 2018 to 31 December 2018       
Dec-18Sep-18
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Key Points:  
• The ISD Publication will show that at 31 December 2018 there were 3,407 outpatients 

waiting over 84 days1. 
• Orthopaedics, General Surgery, Urology, ENT, Dermatology, Pain Management, OMFS and 

Neurology and account for 90% of the outpatient long waiters. 
• Although the number of waits over 84 days has reduced by 710 (17%) since September 

2018 the target trajectory was 2,807. The Scottish Government, via local performance 
meetings, had been advised and had accepted that the revised figure will be 3,400. 
 

Table 3 describes the number of inpatients and daycases per specialty waiting over 84 days as at 
31 December 2018 (figures still to be validated).  
 
Table 3: Inpatients/Daycases waiting over 12 weeks 

 
 
Key Points 

• At 31 December 2018 there were 1,108 inpatient waiting over 84 days 
• 3 specialties Orthopaedics, General Surgery and ENT waiting lists account for 90% of the 

long waiting patients.  
• Although the number of patients waiting over 84 days has reduced by 137 (11%) since 

September 2018 the target trajectory was 964.  
 

Performance Projections to March 2019: The original plan for March 2019 was based on 
delivering the March 2017 outturn of  2,465 over 84 days and inpatients to 465 over 84 days. The 
cost to deliver this level of performance is estimated at £7.2M.  
 
Without additional finance the core funded capacity could only deliver a position of 4,413 
outpatients over 84 days and 1,459 inpatients over 84 days by 31 March 2019. The reason the 
March 19 projection is higher than December is due to the impact of recurrent capacity gaps. The 
methodology for modelling waiting times is described in Appendix 4. 
 
Bid for Resource to Improve Scheduled Care Waiting Times:  
On 21 November 2018 NHS Forth Valley submitted a proposal to the Scottish Government for 
funding to generate enough capacity to deliver the following performance: 

• 1,800 new outpatients waiting over 84 days at a cost of £516,000.  
• 1,088 Inpatients waiting over 84 days at a cost of £1,200,000. 
• For further detail see appendix 3.  

 

                                                 
1 NHS FV Local reports include all services whilst ISD publishes only consultant led services. 

Specialty Mar 18 Jun 18 Sep 18 Dec 18
ANAESTHETICS 0 0 0 0
CARDIOLOGY 0 0 0 0
DIAGNOSTIC RADIOLOGY 0 0 0 0
EAR, NOSE & THROAT                      122 140 236 262
GENERAL SURGERY 267 241 285 189
GYNAECOLOGY 32 25 6 4
OPHTHALMOLOGY 21 8 30 1
ORAL MAXILLIOFACIAL                     12 0 1 5
ORTHOPAEDICS 682 592 589 554
PAIN MANAGEMENT 0 1 1 0
SURGICAL PAEDIATRICS 0 0 0 0
UROLOGY 0 0 0 0
VASCULAR SURGERY 66 73 97 93

1202 1080 1245 1108

 Waiting Times for Inpatient and Day case Admission
Ongoing Waits over 84 Days (Patients on Waiting List).

Reference period is 31 March 2018 to 31 December 2018
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The above proposal was based on NHS Forth Valley delivering the December 2018 performance, 
the provisional outturn for December 2018 was: 

• 2,800 outpatients over 84 days but delivered 3,407 over 84 days which adds a further 600 
new OPD appointments to the March 2019 challenge. 

• 964 inpatients over 84 days but delivered 1,108 over 84 days which adds a further 136 
inpatients to the March 2019 challenge. 
 

Available Finance: NHS Forth Valley has been awarded the £1.7M to improve waiting times.  
Taking account of the available funding and December outturn it is estimated NHS Forth Valley 
could reduce the number waiting to 1,800 outpatients and 1,088 inpatients over 84 days by 31 
March 2019. 
 
The Director of Finance had advised the Surgical Directorate General Manager that there was 
£300,000 remaining of the NHS Forth Valley waiting times budget and this funding was allocated to 
long waiting outpatients in December 2018 by offering 320 patients the opportunity to be seen in 
private sector and if they require treatment be treated within 84 days of the agreement to treat. If 
these patients are listed by 6 January 2019 they will reach their TTG by 31 March 2019. The 
majority of the 320 patients will have had their first consultation by 15 January 2019. 
 
Outpatient Operational Plan 
Aim of Plan: To deliver 1,800 patients over 84 days by 31 March 2019 NHS Forth Valley requires 
4,315 additional appointments.  
 
Table 4 in Appendix 1 demonstrates the planned actions and likely capacity to be generated. In 
summary: 

• At the time of writing, plans are in place to deliver 3,787 (88%) appointments via internal 
WLI and Independent Sector providers. The remainder of the capacity will be agreed with 
providers and service teams imminently. 

• The cost of the additionality is £560,611, a cost per case of £130. 
• The additional new outpatient appointments within the plan have been agreed with the 

specialty level managers and private sector but subject to the availability of OPD rooms and 
staff availability.  

• Reducing the OPD waits below the government requirement will improve the 18 week RTT 
performance.  

• Planning ahead over the 3 month period allows the services time to secure staffing and fill 
gaps for weekend and evening sessions which should mitigate the risk of availability.  
 

Inpatient/Daycase Operational Plan 
Aim of Plan: To deliver 1,088 patients waiting over 84 days by 31 March 2019 NHS Forth Valley 
requires 462 additional treatment appointments.  
 
Table 5 in Appendix 2 demonstrates the planned actions and likely capacity to be generated.  
 
In summary: 

• At the time of writing, plans are in place to deliver 330 (71%) of the 462 appointments via 
internal WLI and Independent Sector.  

o There has been agreement with the theatre service manager and directorate service 
managers to provide 120 of the 330 theatre treatments over the 12 week period. The 
risk is the availability of the consultant surgeons and support staff. In addition, bed 
availability is a risk as these sessions are planned for weekends. The plan to offset 
this is to plan ahead for the 12 week period. Where internal NHS staff are not 
available, external providers may be brought in to treat patients on a planned basis. 

o External Capacity: BMI Kings Park Hospital has agreed to provide 190 theatre 
appointments (50 ENT, 50 General Surgery and 90 Orthopaedic patients). 

• The cost of the additionality is £1,275,400 with a cost per case of £2,760. 
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• Due to NHS Scotland Boards bidding for capacity additional private sector capacity is 
severely limited. It may be possible though for BMI Kings Park to open at weekends to 
generate surgical and ENT capacity.  

• Other Independent sector providers have offered to utilise theatres at weekends. This model 
is being trialled in Orthopaedics in January. The availability of beds limits this option. 
Cancelling private sector capacity at short notice will incur penalties. 
 

Compliance Monitoring: 
• Waiting time meetings are planned fortnightly. Where there is adverse performance actions 

to bring the trajectory back into line will be agreed. 
• Clinic capacity utilisation will be monitored weekly. 
• Reports to the Scheduled Care Programme Board on a monthly basis. 
• Reports to the National Waiting Times Performance Group will be required.  
• The number of patients treated in additional sessions will be monitored weekly.  
• To ensure the long waiters are seen, the actual waiting time of the patients that are booked 

into the additional clinics will be monitored weekly.  
• Compliance with trajectories of patients waiting over 12 weeks at specialty level will be 

monitored 
• Reports showing retrospective demand, funded capacity utilisation, list size and removals 

are available for outpatients and inpatients.  
 
Risks and Assumptions:  

• The generation of additional capacity for inpatients assumes that the private sector and in-
house is able to deliver. Winter pressures may impact on bed availability within FVRH.  

• The inpatient scenarios assume the waiting time improvements will occur within the 
specialties that have the lower cost per case (General Surgery and ENT). This will mean the 
majority patients left waiting over 84 days will be in Orthopaedics. As a result of this 
approach any further reductions in outturn will incur a higher cost per case.  

• Further high risk assumptions are:  
o The acute specialties will deliver the required activity 
o Consultant availability for additional sessions is not compromised by private sector 

interests 
o There are no major increases in demand for services 

• The risk here is the availability of the consultant surgeons and support staff. The plan to 
offset this is to plan ahead for the 12 week period. Where internal NHS staff are not 
available external providers will be brought in to treat patients on a planned basis. 

 
Financial Implications:  

• To support this programme of work the Scottish Government has allocated £1.7 million with 
caveats in respect of ensuring delivery of the agreed plan 
 

Workforce Implications 
• Availability of staff for both private sector and NHS to generate additional capacity as NHS 

is competing with private sector for staff availability. Private sector will also be competing 
with rival companies to secure clinical staff. 

• Availability of outpatient staff at weekends and evenings to provide additionality. 
• Fatigue if doing extra hours. 

 
Risk Assessment 

• The generation of additional capacity for inpatients assumes that the private sector and in-
house NHS are able to deliver.  

• Winter pressures may impact on bed availability within FVRH.  
• The inpatient scenarios assume the waiting time improvements will occur within the 

specialties that have the lower cost per case i.e. General Surgery and ENT. This will mean 
the of majority patients left waiting over 84 days will be in Orthopaedics. As a result of this 
approach any further reductions in outturn will incur a higher cost per case.  

• Further high risk assumptions are:  
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o The acute specialties will deliver the required activity. 
o Consultant availability for additional sessions is not compromised by private sector 

interests.  
o There are no major increases in demand for services. 
o Availability of the consultant surgeons and support staff. The plan to offset this is to 

plan ahead for the 12 week period. Where internal NHS staffing is not available 
external providers will be brought in to treat patients on a planned basis. 

o Market forces increase costs as NHS Boards compete for private sector support. 
 

Relevance to Strategic Priorities 
The Scottish Government requested a focus in 2018/19 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. Elective Waiting Times are a key deliverable of the Operational Plan agreed with the 
Scottish Government.  
 
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 as it is anticipated that all patients will been 
seen in date order 

 
Consultation Process 

• Bid to Scottish Government for £1.7 million - Operational Plan included 
• Surgical General Manager, Service Managers and relevant Consultant staff from Surgery, 

Urology and Orthopaedic specialties 
• Senior Leadership Team received paper and presentation on 10 January 2019 
• Private Sector providers 
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Appendix 1  
 
Table 4: Operational Plan for New Outpatients  
 

 
Key Point:  

• To deliver 1,800 patients over 84 days 4,315 additional appointments are required between 01 January 2019 and 31 March 2019. Plans are in place to 
deliver 3,787 (88%) appointments via internal WLI and independent sector. The cost of the additionality is £560,000, £130 per patient. Still to confirm 
528 appointments at a cost on £95,000(costs included in total) 
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Appendix 2 
 
Table 5: Operational Plan for Inpatients 
 

 
 
 
Key Point:  

• 462 additional treatment appointments required to deliver 1,088 inpatients over 84 days by March 31, 2019. To date 330 appointments are planned. 
• The cost of the inpatient plan is £1.3 million. 
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Appendix 3  
 
Bid of 21 November 2018 to Scottish Government for Funding 
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Appendix 4 - Methodology 
 
Capacity and Demand 
 
Capacity:  
At the start of the 2018/19 financial year each specialty agreed the available capacity for the 
elective OPD and Inpatient/Daycase services. The available capacity was based on the 
number of clinics and theatres per week the department and service managers understood 
their clinical staff provided. Clinicians were assumed not to be available for clinics or theatres 
when they were on-call, on annual leave and study leave.   
The available capacity for the period January 2019 to March 2019 was derived dividing the 
annual capacity by 365 and multiplying by 90 days, the number of days in the period January 
2019 to 31 March 2019.  
 
Demand:  
The demand for the period being modelled was calculated using downloads (Waiting List 
Sizes, Additions to the List, Removals, Growth and Conversions Rates to IP/DC) from our 
PAS system and uploading to bespoke modelling software that works out what size of 
waiting list is required to deliver a set waiting time target. The software was set to provide 
information on the number of patients waiting over 84 days for January, February and March 
2019. 
 
Activity:  
The model assumes that NHS Forth Valley activity remains consistent with an average of the 
3 previous year’s outturn. 
 
Return appointments:  
It is expected that approximately 1/3 of patients will require a return appointment. An 
allocation for return appointments has not been provided or costed. This needs to be 
managed within current resource. Private sector will be responsible for their return 
appointments unless patients are complex and need returned to parent specialty. 
Staffing: an allocation for impact on support services such as AHPs, admin, pharmacy, 
diagnostic services, radiology, endoscopy, district nursing, laboratories preoperative 
assessment, has not been made. 
 
Costing 
 
OPD Sessions:  
Most internal additional in-house clinics are estimated to cost £1,000 per 4 hour clinic with 
the exception of Urology where Vasectomy cases are charged per case. Private sector 
outpatient clinics were costed at £1,200 per clinic. 
 
Theatre session:  
It is assumed each inpatient will be treated in the private sector. The average price of the top 
5 common operations within each specialty of long waiting groups was used to cost the 
additional capacity. 
 



 
 
 

 
FORTH VALLEY NHS BOARD  
TUESDAY 29 JANUARY 2019 
 
8.1 Finance Report    
Seek Assurance 
 
Executive Sponsor: Cathie Cowan Chief  Executive 
 
Author:  Scott Urquhart, Director of Finance 
 
 
Executive Summary 
This report provides a summary of the financial position for NHS Forth Valley to 31st December 
2018.   
 
Recommendation:     
The Forth Valley NHS Board is asked to note: - 
 

• A revenue overspend of £0.640m to 31st December 2018, with a projected year end outturn 
breakeven position. 

• New financial pressures related to Clinical Waste contingency costs, and updated activity 
and price service level agreement with NHS Lothian. 

• Outstanding financial risks, particularly related to capacity / winter pressures, IJB year end 
outturns and finalisation of planned land sale on former Bellsdyke site. 

• A balanced capital position to 31st December 2018 
• Updated projections on savings delivery indicating a requirement for £6.6m non recurring 

sources in-year. 
 

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 are highlighted within the Finance Report  
 
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 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 

December 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 December 2018 
   

Budget Area 
Annual 
Budget 

 

Variance 
at 31 Dec 

2018 
 

Forecast 
Outturn 

  £m 
 

£m 
 

£m 

Core NHS plus Set Aside services   
 

  
 

  
Clinical Directorates   

 
  

 
  

Surgical 80.974   (3.130) 
 

(4.171) 
Medical 72.073   (3.603) 

 
(4.262) 

Cross Boundary Flow 47.439   (1.541) 
 

(2.405) 
Community Services 24.580   (1.310) 

 
(1.796) 

Women and Children 35.554   (1.185) 
 

(1.007) 
Income (25.207)   0.247 

 
0.200 

        
 

  
Facilities / Corporate Functions       

 
  

Facilities and Infrastructure 96.116   (0.069) 
 

0.000 
Area Corporate Services 29.442   0.533 

 
0.521 

        
 

  
Ringfenced and Contingency Budgets 4.284     

 
  

Partnership Funds 6.952     
 

  
Central Budgets for Distribution 14.152   9.604 

 
  

Subtotal 386.359   (0.454) 
          
  Health & Social Care Partnerships       
  Falkirk HSCP 126.145   (0.465) 
  Clacks/Stirling HSCP 113.982   0.279 
  Subtotal 240.127   (0.186) 
          
  Total 626.486   (0.640) 
   

 
The financial position at month 9 (31st December 2018) is an overspend (expenditure higher 
than budget) of £0.640m.  The in-year position comprises an overspend on Health and Social 
Care Partnership (H&SCP) services (which include prescribing and Community Hospitals) of 
£0.186m, and an overspend on Clinical Directorates and Estates / Facilities areas of 
£0.454m.  Further information on the financial position of each Directorate is provided in 
Section 2 of this report.   
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Expenditure on temporary non-core staff (bank, agency, locum and overtime costs) to 31st 
December is £12.746m (previous year comparator of £11.327m).  Further details on 
expenditure trends are provided at Appendix 1.    Medical agency spend is continuing to 
show improvement compared to last year.  The introduction of a Direct Engagement process 
is expected to give some further cost benefits on medical agency costs from January 2019.  
The Nurse bank and agency costs have continued to increase during December and they 
remain higher than last year, partly associated with capacity pressures, and this level of 
spend is not sustainable for future months.   
 
The annual savings requirement for NHS FV in 2018/19 is £18.4m (4%).  Savings plans 
identified to date total £18.4m, including £6.6m non-recurring sources, and savings delivered 
for the nine months to 31st December 2018 total £8.818m.  Further detail on individual 
schemes is provided in Appendix 3 and paragraph 5 of this report.  
 
 

1.4 Outturn Projection 
Further work has been undertaken to review financial projections and agreed actions 
underway for the final quarter of this financial year, with meetings taking place with 
Directorates to closely examine outturn assumptions.  The Board continue to forecast a 
breakeven forecast for 2018/19, however there are some emerging financial issues to be 
managed towards year end.   These are: 
 
• NHS National Services Scotland has put in place contingency arrangements for the uplift 

and treatment of Clinical Waste following the cessation of the contract with Healthcare 
Environmental Services.  The contingency arrangements will be in place until the new 
national contract is awarded which is expected to be June 2019, and due to the different 
specification in place during the contingency period, there will be an additional pressure 
of approximately £0.350m to 31st March 2019.  

 
• The East Cost Costing model for 2018/19 has been received from NHS Lothian. This is 

the model used to identify the costs of NHS Forth Valley residents undertaking treatment 
in NHS Lothian.   An initial review of the model indicates an additional financial pressure 
of £0.475m in this financial year, due to increased activity, particularly in cardiac surgery 
and in cost per case for Neurosurgery.   Further work is underway with colleagues in 
NHS Lothian to finalise the position. 
 

• The National Review of Agenda for Change Band 6 qualified Health Visitors has been 
concluded, with the role now being matched to a Band 7 Advanced Health Visiting profile.   
The Scottish Terms and Conditions Committee (STAC) has approved this change.   
Boards are now required to move to implementation, with an effective of date of 3rd 
December 2018.   The financial implications of this change are currently being assessed 
for impact both for this and future years.  The current year cost is estimated at £0.200m. 
 

Set against these additional pressures, there are some areas where additional resources are 
anticipated.   These are: 
 
• Following significant dialogue with the Home Office, we now anticipate to receive a 

backdated allocation of approximately £0.400m to support the provision of health 
services for Refugees. 

 
• Confirmation has been received from NHS National Services Scotland Practitioner 

Services of the quantum of discounts received for the drugs used to treat the symptoms 
of those patients with Hepatitis C.   This had previously been anticipated but not 
confirmed. 

 
Overall, it is important to highlight that the NHS outturn forecast, consistent with the report 
last month, continues to be subject to three key risks: 
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• Health and Social Care Partnership outturn and risk share arrangements.  
• Potential impact of capacity and winter in terms of contingencies required to maintain 

services.  
• Finalisation of planned land sales on the former Bellsdyke site. 

 
1.5 Capital 

The capital report to 31st December 2018 reflects a balanced position.  Capital expenditure 
for the nine month period April to December totals £5.791m (Appendix 2).   Discussions are 
ongoing regarding planning permission approval for Bellsdyke sites. Colleagues at the 
Scottish Government Health Infrastructure Department have been fully appraised on 
potential outcomes and treatment required. 
 

1.6 Financial Planning 2019/20 
All Boards were advised of their indicative budget allocations for 2019/20 by the Scottish 
Government on 12th December 2018.   NHS Forth Valley has received a baseline allocation 
uplift of £17.7m.  In addition the Board has received an NRAC uplift of £2.2m.   Financial 
Planning is well underway for the five year period commencing with 2019/20, with a financial 
plan session taking place at the Senior Leadership Team meeting on 24th January.   The 
financial plan will be presented to the NHS Board in March.  

 
1.7   Funding Allocations 

Total revenue funding of £626.486m per Table 1 comprises: 
• Confirmed SGHSCD allocation (letter dated 20th December 2018) of £569.038m for core 

revenue and £22.757m for non-core revenue.   Core allocations received in December 
included: 

o Waiting Times Improvement Plan   £1.716m 
o Unitary Charge for Stirling Care Village   £1.278m 
o Infrastructure Support (Capital to Revenue)  £1.200m 

 
• Anticipated core revenue allocations of £0.933m.  
• An indicative budget for Family Health Services (FHS) of £33.758m to match anticipated 

spend.   
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2.0 CLINICAL DIRECTORATES 
 

2.1 Clinical Directorates are reporting an overspend of £10.522m to the end of December 2018. 
   

Directorate 

Annual 
Budget  

£m 

YTD 
Budget  

£m 
YTD Spend   

£m 

YTD 
Variance 

£m 
Surgical  80.974 60.367 63.497 (3.130) 
Medical  72.073 54.159 57.762 (3.603) 
Cross Boundary Flow  47.439 35.597 37.138 (1.541) 
Community Services  24.580 18.341 19.651 (1.310) 
Women & Children  35.554 25.815 27.000 (1.185) 
Income (25.207) (18.875) (19.122) 0.247 
Total 235.413 175.404 185.926 (10.522) 

 
 

• 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 £3.130m to 31st December 2018 

(£2.824m 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.   

   
• The Medical Directorate overspend of £3.603m to the end of December (£3.060m 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.   
2018/19 cross boundary flow proposals have been received from NHS GG&C and the 
Board have now received the updated model of the NHS Lothian Acute SLA.   The 
marginal adjustment is expected the first week in February.   The SLA reports an adverse 
variance for NHS Forth Valley of £0.473m; this movement comprises an increased 
activity costing of £0.322m and £0.141m for unit price movement.   The main specialties 
showing movement are cardiac surgery and neurosurgery. 
 

 
• The Community Services Directorate covers services including Learning Disability, 

Mental Health, Prison Services and Community Nursing.  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 December 2018 is an overspend of £1.310m (£1.213m last 
month). 
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• The Women and Childrens Services and Sexual Health Services Directorate is reporting 
an overspend of £1.185m at month 9 (£1.039m overspend at month 8) 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. 

 
 

3.0 CORPORATE FUNCTIONS AND FACILITIES  
 

3.1 Corporate functions and Facilities reporting an underspend of £10.068m to the end of 
December 2018.    
 

Directorate 

Annual 
Budget  

£m 

YTD 
Budget  

£m 

YTD 
Spend   

£m 

YTD 
Variance 

£m 

Facilities & Infrastructure 96.116 68.209 68.278 (0.069) 

Director of Finance 3.142 2.357 2.333 0.024 

Area Wide Controls 5.029 2.646 2.741 (0.095) 

Medical Director 7.153 5.294 5.302 (0.008) 

Director of Public Health 4.356 3.311 3.278 0.033 

Director of HR 3.726 2.767 2.681 0.086 

Director of Nursing 2.594 1.977 1.969 0.008 

Chief Executive 1.829 1.346 1.182 0.164 

Immunisation / Other 1.613 1.210 0.889 0.321 

Ring-fenced and Contingency 25.388 9.604 0.000 9.604 

Total 150.946 98.721 88.653 10.068 
 
 
• 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 £0.069m is reported to the end of December 
2018.   
 

• 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 £0.186m to 31st December 2018.    
 

HSCP 

Annual 
Budget  

£m 

YTD 
Budget  

£m 

YTD 
Spend   

£m 

YTD 
Variance 

£m 
Falkirk          
  Operational Services 52.796 36.305 35.988 0.317 
  Universal Services 73.349 55.613 56.395 (0.782) 
Subtotal 126.145 91.918 92.383 (0.465) 
Clackmannanshire and Stirling          
  Operational Services 45.841 33.214 32.310 0.904 
  Universal Services 68.141 52.012 52.637 (0.625) 
Subtotal 113.982 85.226 84.947 0.279 
TOTAL 240.127 177.144 177.330 (0.186) 

 
 
• Health and Social Care Partnership budgets detailed above are Health budgets 

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

• The key financial pressure areas for partnership services remain as Prescribing, Complex 
Care and Community Hospital Inpatient 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 HSCPs.  The financial position 
includes costs in relation to extended winter arrangements at Falkirk and Bo’ness 
Community Hospital settings.   

 
• Work is underway with the IJB Chief Finance Officers to refine the outturn projections.   

The most recent IJB finance reports set out the following position: 
 
o The projected year end position for Falkirk IJB is £2.370m (Source: December 

2018 IJB papers), of which £1.083m relates to the Set Aside budget which is met 
by NHS FV, and an overspend of £1.287m which are pressures on the health arm 
of the partnership and therefore also expected to be met by NHS FV in 2018/19. 

 
o The projected year end forecast position for Clackmannanshire and Stirling IJB is 

an overspend of £2.733m (Source: November 2018 IJB papers), of which 
£0.420m relates to projected overspends on the health arm of the partnership with 
the balance of £2.313m for overspends on the adult social care arm.  There is a 
further projected overspend in relation to set aside services of approximately £1m.  

 
• 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 NHS Board set a total recurring savings requirement for 2018/19 at £18.407m based on 

the gap between planned resources and planned costs, as part of the Board financial plan 
approved in March 2018.  Savings plans have been identified, risk assessed, and continue to 
be closely monitored on a regular basis.  Full details of these plans are provided in Appendix 
3. 
   
An updated assessment on year end savings delivery between recurrent and non recurrent 
sources is set out below.  These are estimates based on savings positions review and further 
work will continue to drive improvement on underlying recurrent savings delivery which is 
essential for longer term sustainability: 
 
Anticipated delivery of recurrent savings       £ 8.7m 
 Based on 100% ‘green’ plans and 35% ‘amber’ plans 

 
Movements in recurring funding and cost from the opening plan position  £ 3.1m 
 Based on additional funding not initially anticipated and  

planned investments no longer expected 
 
Forecast delivery of non-recurring savings      £ 6.6m 
 Based on known non recurrent sources including n/r rebates 

financial flexibility, central budget slippage and balance sheet provisions 
 
Total            £18.4m 
 
 

5.2 As at 31st December savings to the value of £8.818m have been delivered, which include 
approx £4.339m non-recurring benefits. This is slightly ahead of plan at £8.710m based on 
trajectory per below. 
 
Savings Plans by Directorate 
 

  
Savings Delivered 

at 31 Dec 2018  
Savings Forecast 

to be delivered 
Directorate £000  £000  
Medical Directorate 888 1,324 
Surgical Directorate 937 1,332 
Women and Children Directorate 587 1,324 
Community Services Directorate 388 668 
Prescribing 523 1,008 
Facilities & Infrastructure 279 558 
Corporate and Area Wide  877 5,551 
Additional funding beyond plan 

 
1,324 

Investments no longer anticipated 
 

1,332 
Non-recurring savings 4,339 6,643 
Subtotal 8,818 18,407 
Unidentified Savings 0 0 

TOTAL  

    
8,818 18,407 
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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.   A longer term 
financial plan will be prepared from 2019/20 to set out the planned position for future 
years. 
 

• New Drugs / Drug demand - proportion of spend on hospital drugs in particular has been 
rising above inflation year on year. 

 
• Workforce pressures and recruitment issues for some specialist areas are contributing to 

a requirement for higher cost temporary locum staffing requirements.  There are further 
workforce risks arising from planned EU withdrawal arrangements. 

 
• Capacity issues resulting from a range of factors including delayed discharge, activity 

profiles and winter pressures continue to present service and financial risks. 
 
• 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 can create financial turbulence and reduce the flexibility 
that NHS Forth Valley has to achieve financial break-even. Outturn risk share 
agreements require to be finalised for the Clackmannanshire and Stirling IJB. 

 
• Finalisation of Stirling Health and Care Village financial arrangements and implications 
 
• Property sales, in particularly via Bellsdyke agreement, remain subject to variation and 

potential timing change. 
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7.0   CAPITAL 
  

Forecast gross direct Capital Expenditure for 2018/19 is £21.426m comprising Scottish 
Government Health Directorate General Core Allocation of £4.367m, forecast Property 
Disposal receipts to the value of £7.382m, and funding in respect of Stirling Care Village 
addition of £9.677m per table below. (see also Annex 2).   
 

        
Total        
£m 

Capital Resources         
   General Allocation (including anticipated)     4.367 
   Property Disposals (including anticipated)     7.382 
   Stirling Care Village Asset addition       9.677 
Total Capital Resources       21.426 
          
Capital Expenditure         
   Spend to 31st December 2018       5.791 
   Anticipated Spend Jan 2019 to March 2019     5.958 
   Stirling Care Village Asset Addition 

  
 9.677 

Total Planned Expenditure       21.426 
 
 
Capital expenditure to 31st December 2018 was £5.791m, includes an in-month increase to 
the value of £0.494m, summarised as follows: 

 
• Strategic & Regional Priorities – during December no further expenditure was incurred 

within this category. Total expenditure therefore remains at £0.198m.   
 

• Primary & Community Services – expenditure to date within this category equates to 
£0.884m and is in relation to fees and own staff costs 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. 
During December a further £0.107m was spent on the Doune Health Centre project. 

 
• Community Hospitals – during December 2018 in-month expenditure equated to 

£0.058m, and mainly related to costs incurred on Boiler Decentralisation at Stirling 
Community Hospital.    

 
• IM&T and Medical Equipment – to date £1.610m has been spent on projects being taken 

forward as part of the eHealth financial plan, and also a further £1.000m on the Medical 
Equipment replacement programme. 

 
• Area Wide Expenditure – as at 31st December 2018 £0.223m has been spent on Fire 

Safety/Statutory Standards/HEI and Energy Efficiency projects on various sites within the 
NHS Forth Valley estate. In-month expenditure equated to £0.074m with costs incurred 
on the upgrade to St Ninians Health Centre to accommodate moves related to the Stirling 
Care Village project and also an Estates Workbase creation.  
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Appendix 1 – Non-Core Staffing Cost Trends 
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Appendix 2 – Capital 
  

CAPITAL RESOURCE LIMIT 

Annual 
Budget  

£000 

YTD 
Budget 

£000 

YTD 
Spend   
£000 

YTD 
Variance 

£000 
As at 31st December 2018         
CAPITAL RESOURCES     

 
  

SGHD - General Allocation 6,085 4,128 4,128 0 
SGHD - Other Allocations 1,750 317 317 0 
SGHD - Improving Access to Elective Care 2,700 0 0 0 
SGHD - Equally Safe 232 6 6 0 
SGHD - Anticipated Phasing to future years -4,000 0 0 0 
SGHD - Capital Exp charged to Revenue -2,400 0 0 0 
General Allocation 4,367 4,451 4,451 0 
Stirling Care Village Asset Addition 9,677 0 0 0 
Total Core Capital Resource Limit 14,044 4,451 4,451 0 
Property Disposals 7,382 1,340 1,340 0 
Total Capital Resources 21,426 5,791 5,791 0 
PLANNED CAPITAL EXPENDITURE     

 
  

Strategic & Regional Priorities     
 

  
PFI Hospital Variations 100 0 0 0 
Stirling Care Village Asset Addition 9,677 0 0 0 
Stirling Care Village Variations 270 192 192 0 
Equally Safe 252 6 6 0 
Improving Access to Elective Care 2,700 0 0 0 
Total 12,999 198 198 0 
Primary & Community Services     

 
  

Primary Care Premises Review 1,001 567 567 0 
Doune Health Centre - Hub D&B 1,100 317 317 0 
Total 2,101 884 884 0 
Community Hospitals     

 
  

Community Hospital Retained Sites 537 329 329 0 
Stirling Care Village Equipping 1,600 1,547 1,547 0 
Total 2,137 1,876 1,876 0 
IM&T and Medical Equipment     

 
  

IM & T Strategy 3,110 1,610 1,610 0 
Medical Equipment Replacement 
Programme 1,750 1,000 1,000 0 
Total 4,860 2,610 2,610 0 
Area Wide Expenditure     

 
  

Fire Safety / Statutory Standards / HEI 
Property Maintenance 1,229 223 223 0 
Energy Efficiency / Carbon Management 500 0 0 0 
Capital to Revenue Transfers -1,200 0 0 0 
Capital Grants -1,200 0 0 0 
Total -671 223 223 0 
Total Capital Expenditure 21,426 5,791 5,791 0 
Savings/(Excess) Against Resource Limit 0 0 0 0 
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Appendix 3 – Savings Plans 
 

 
 
 
 
 
 
 

NHS Forth Valley
Savings 2018/19
At December 2018

Identified Saving Scheme
Savings 

Delivered to 
Date

Forecast 
Year end 
Delivery

SURGICAL DIRECTORATE £000 £000

St
at

us

RED AMB GRN

Health Records : Service redesign 106 141 Green
Health Records : Travel expenses and overhead reduction 3 4 Green
Health Records : Replace PFB process with Direct Booking 0 1 Amber
Health Records : Uniform and stationery review 2 3 Green
Health Records : Electronic self check in at outpatients 0 0 Red
Dietetics : Contract review 30 40 Green
Dietetics : Use of electronic resources for education 0 2 Amber
Dietetics : Use of in-house structured education programme 1 1 Green
Dietetics : Use of existing resources to progress time limited projects 3 4 Green
Theatres : Review of agency requirement 0 23 Amber
Theatres :  Review of loan equipment charges 0 5 Amber
Theatres : Review of drugs 0 2 Amber
Theatres : Review stock control measures 0 17 Amber
Laboratories : Review of materials 1 1 Green
Laboratories : review of charges for training 8 8 Green
Laboratories : Review of testing 2 3 Green
Laboratories : Review of testing 2 2 Green
Laboratories : Review of testing 13 18 Green
Laboratories : Review of testing 4 6 Green
Laboratories : Review of testing 1 1 Green
Radiology :  Review diagnostic consumables 15 20 Green
Radiology :  Review of diagnostics materials 6 8 Green
Radiology : Review procurement 0 2 Amber
Radiology :  Review diagnostics contrasts 91 121 Green
Radiology :  Review diagnostics contrasts 48 64 Green
Radiology : Pricing review 4 5 Green
Orthopaedics : Review pays 14 18 Green
Review drugs to reduce waste, variation, biosimilars 311 414 Green
Use of Avastin for intra-viteal injections 0 0 Amber
Review staffing recharges 0 0 Red
Admin : Stationery review 11 15 Green
Admin : Review of paperlight opportunities 59 78 Green
Admin : Review training budget 8 10 Green
Medical staffing :  Opportunities to reduce WL initiatives 0 0 Red
Medical staffing : workforce planning 198 264 Green
Directorate Wide : Reduce non-core staff costs by 10% 0 33 Amber
Subtotal 937 1,332

MEDICAL DIRECTORATE
Medical Pays : Review expenditure, planning, Waiting List Initiatives 103 201 Amber
Nursing Pays : Review bank & agency expenditure 0 0 Red
Drugs : review of expenditure 718 949 Green
Service Redesign : OPAT, Specialist Rehab provision, Day Hospital review, Frailty 0 50 Amber
Service Reconfiguration : Insulin Pumps, Hep C, capacity use 19 26 Amber
Housekeeping and Other Operational Efficiencies 49 98 Green
Subtotal 888 1,324

WOMEN, CHILDREN & SHS
Review Maternity Casenote 0 4 Green
Offsite Storage 0 0 Amber
Midwifery Supervision 2 2 Amber
Review Parentcraft Provision 0 0 Amber
4 contingency Beds (dependent on area wide approach - capacity/flow) 0 0 Red
Switch of supplies 0 0 Green
Re-useable supplies 0 0 Amber
Review Clinic Requirements 0 1 Amber
Interface Ultrasound Scans to Badgernet 0 0 Amber
Home Care - Ivacaftor 76 115 Green
Melatonin Drugs 0 0 Green
Oral Rehydration Salts 0 0 Green
NNU milks 0 0 Green
Reduce Supplementary Expenditure 0 0 Red
Equipment review 0 0 Green

Risk Assessment
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Identified Saving Scheme
Savings 

Delivered to 
Date

Forecast 
Year end 
Delivery

£000 £000

St
at

us

RED AMB GRN

Generic drug - TRANSFER 1 - K (depending on legal outcome & full activity funding) 12 18 Green
Generic drug - TRANSFER 2 - T (depending on legal outcome & full activity funding) 78 117 Green
Review Coil Insertions 0 0 Amber
Review Charts (HEPMA) 0 2 Green
Badgernet refund lower activity 17/18 22 22 Green
Housekeeping and Other Operational Efficiencies 0 0 Green
High Cost Drug Non Compliance 54 269 Green
HIV Homecare 17/18 Price Reduction evidenced now final recharges processed 30 150 Green
Badgernet 17/18 Charge accrued no charge to directorate 13 65 Green
Delay in recruiting to Snr Nursing/Medical 43 217 Green
Best Start - Allocation not anticipated and resource phased in anticipation no longer 
required

43 128
Green

Health Visiting vacancy management & skill mix review 110 110 Green
AHP Childrens services n/r vacancies various skill mix April - Dec 105 105 Green

Subtotal 587 1,324

CSD
Drug prescriptions (Qtp) 8 46 Amber
Specialist MH : Community Rehab Teams 65 200 Green
Specialist MH : Cap non-core staffing 0 0 Red
Hope House Bed Income 0 0 Red
Prisons : Review staff skill mix 0 0 Red
Prisons : GP OOH switch to Custody Nursing 7 30 Green
Prisons : Patient Complaints bank staffing reduction 8 9 Green
Integrated MH Service : Saving against IPS project costs 39 70 Green
Health Improvement And Corporate Services 10 13 Green
AMD Mental Health : Reduction in catering 1 2 Green
AMD Mental Health : Reduction in student accommodation costs 5 6 Green
LD Lochview : Management Part time post budget 8 11 Green
LD Lochview : Non pay 15 20 Green
Management & Others savings target 37 50 Green
Management- 0.85 wte post n/r- 8 mths 47 52 Green
LD CRR -service N/R non pay 5 7 Green
LD CRR-wforce - care packages review-Budget alanmor 27 36 Green
Older people services- CMHT (N) 16 21 Green
Older people services- CMHT (S) 16 21 Green
AHP MH service N/R vacancies various skill mix- 1819 29 29 Green
Adult SLT Review of service to voice patients/ information group sessions 0 0 Red
Adult SLT N/R vacancies 18/19 8 8 Green
Clacks/Stirling District Nursing N/R vacancies-1819 37 37 Green
AHP, MH LD and OAP Care Group - various skill mix changes 0 0 Red
Subtotal 388 668

FACILITIES AND INFRASTRUCTURE
Estates: Review cleaning frequency 4 5 Green
Estates : Automatic door maintenance change 3 4 Green
Estates : Review SCH Telephony 5 7 Green
Estates: Review steam boiler maintenance SCH 2 2 Green
Estates: Review mechanical trade labour 23 30 Green
Estates - Review of Winter maintenance contracts 30 40 Green
Utilities - Housekeeping - 16 21 Green
Telecomms - housekeeping 5 6 Green
Soft FM: Review first class mail 0 4 Red
Soft FM: Community reduction in cleaning /introduce recycling bins 0 16 Amber
Soft FM: Removal mail delivery/collection from mail rooms community 0 1 Red
Soft FM: Review domestic services to Junior Docs accom 4 5 Green
Soft FM: Relocation of Bo'ness Hosp laundry 0 4 Amber
Soft FM: Review mail delivery to FCH SCH 5 6 Green
Soft FM: laundry price - NHS Fife SLA 38 50 Green
Soft FM: Service Redesign of Domestic model at Bellsdyke 17 22 Green
Fleet: Change from 7.5t to 3.5t van for supplies delivery 0 3 Green
Fleet: Provide Sanitact service in-house 1 1 Green
Fleet: Review use of ICT delivery van 2 2 Green
Fleet: MH utilise cheaper lease vehicles 2 2 Green
Fleet: Review of requirement for specific vehicle 2 2 Green
Fleet Management: Provision for costs no longer required 26 26 Green

Risk Assessment
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Identified Saving Scheme
Savings 

Delivered to 
Date

Forecast 
Year end 
Delivery

£000 £000

St
at

us

RED AMB GRN

Transport - Negotiate new contracts for Private ambulance and taxi use 0 21 Red
Transport - redesign transport arrangements for travel out of area 0 4 Red
Transport - review of shift patterns 0 20 Red
Transport - reduce opening hours of transport hub at weekends 0 4 Red
Health & Safety : Skill mix review training staff 7 7 Green
Travel Plan: Review 5 6 Green
Review cleaning 0 19 Red
Redesign of catering processes 18 24 Green
Rates - Wk Reduction 2 3 Green
Med Physics : Review spend on spare parts 68 90 Green
Subtotal 279 558

PRESCRIBING
Part 7 tariff reductions full year effect 23 30 Green
Full year effect of technical switches 49 65 Green
Reduction Childhood immunisations 10 10 Green
18-19 part 7 tariff reductions/off patent benefits 350 500 Green
Technical switch: edoxaban 0
Technical switch: Aminosalicylates 0 15 Amber
Technical switch:  mucolytics 0 159 Amber
Technical switch: Antimuscarincs 0 112 Amber
Non steroidal anti-inflammatory drugs 0 16 Green
Scriptswitch 59 59 Green
Review of primary care prescribing : over-ordering & waste 0 0 Amber
Changes in Melatonin Protocol 32 42 Green
Subtotal 523 1,008

AREA WIDE SERVICES
2017/18 planned savings -all directorates incl additional FYE 124 535 Amber
Ongoing drugs efficiencies incl new contract switches 0 40 Amber
Delivery of new national and local procurement savings 354 800 Green
Implement direct engagement agency - commencing December 18 0 132 Amber
Minimise discretionary Spend : Hospitality / advertising / general waste/ travel etc 18 177 Green
Maximise efficiencies from electronic systems 0 0 Amber
Benchmarking -discovery /costbook 0 0 Amber
Estates schemes - waste  / energy / transport
Tightening review and control of outflow activity- ongoing review / repatriation / comms 28 120 Green
Reduction in management and admin costs incl remaining bank /agency
Release bed capacity
Income generation - target income from overseas non residents and EHIC 0 58 Amber
Non financial target delivery - reduce all triple time payments to double time
Capital and estates options incl property sale 0 39 Amber
Replacement wifi 0 40 Amber
Prescribing- implement GP prescribing incentive scheme 
Inflow SLA (18/19 update) 252 336 Green
NHS Board - Band 2 post, photocopiers, equipment, postage, travel 49 65 Green
HR Directorate 52 70 Green

Additional Funding allocated beyond initial financial plan - recurring 1,890 Green
Investment Plans assessed as no longer required - recurring 1,250 Green

Red
Subtotal 877 5,551

TOTAL RECURRING SAVINGS 2018/19 4,479 11,764

NON RECURRING SAVINGS SOURCES
Financial Management - review of available credits 582 1,275 Green
Financial Management - Pre 2010 Provisions - non recurring 1,104 1,472 Green
Prior year NHS Board underspend b/fwd 1,019 1,358 Green
Slippage in central budgets 1,127 1,502 Green
Rebates and other one-off benefits 130 450 Green
Directorate non recurring schemes - Women and Children 378 586 Green

TOTAL NON RECURRING SAVINGS 2018/19 4,339 6,643

TOTAL SAVINGS PLANS 18/19 8,818 18,407

Risk Assessment
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SENIOR LEADERSHIP TEAM 
Thursday 24 January 2019 
 
Item 8.1 Psychology Input to the Mental Health Unit, FVRH 
 
For Approval/ Seek Assurance 
 
Executive Sponsor: Mrs Kathy O’Neill, General Manager, Community Services 
 
Author: Dr Jennifer Borthwick, Head of Psychological Services 
 
 
Executive Summary 
A recent Mental Welfare Commission visit to the Intensive Psychiatric Care Unit at FVRH raised 
concerns regarding the lack of psychology input to the Unit, and requested that NHS Forth Valley 
address the issue.  This paper details the MWC comments and presents options to improve clinical 
service provision, thereby addressing the MWC’s concerns. 
 
 
Recommendation     
The Senior Leadership Team is asked to: 

• Note the comments of the Mental Welfare Commission regarding psychology provision to 
the Mental Health Unit at FVRH 

• Consider the options described in this paper 
• Agree which, or any, option they would like to be progressed 

 
 
Key Issues to be Considered     
The Metal Welfare Commission (MWC) carried out an announced visit to the Intensive Psychiatric 
Care Unit (IPCU/Ward 1) at FVRH on 8 November 2019.  Their report states: 
 
Psychology services are not involved with patients within IPCU. On our visit to the ward last year 
we heard that psychology provision to the ward was limited, but this situation has deteriorated 
further with clarification that there is no capacity for psychology services to IPCU. This is a concern, 
particularly in light of the complex nature of the presentations this service manages. 
 
It was felt that the statement regarding the deterioration in psychology provision was inaccurate, as 
there has never been psychology input to the unit, and this was fedback to the MWC.  The 
remainder of their report however is correct.  Kathy O’Neill wrote to the MWC assuring them that 
we would review psychology provision across the Mental Health Unit (MHU), that this was likely to 
identify the need for new investment which would have to be taken though the Board’s financial 
planning process, and the MWC would be kept informed as to progress. 
 
Current Psychology Provision to the NHSFV Mental Health Unit 
There is currently extremely limited psychology input into the MHU.  There is no input to Ward 1, 
and only 0.2 WTE Band 8a across Wards 2 & 3.   
 
There is also sessional input (0.3 WTE) to Wards 4 & 5, provided by the Old Age Psychology team.  
This was resourced due to additional funding provided at a national level (via NES) specifically to 
improve the provision of psychology services to older people. 
 
When the MHU was established there was no dedicated funding made available for psychology 
provision. This was partly due to the expectation that patients would not remain in the Unit, and 
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particularly in the IPCU, for a sufficient length of time to benefit from direct psychology input.  
However length of stays are on occasion longer than would have been originally anticipated.  In 
addition the role of psychology within inpatient settings has evolved, and evidence now suggests 
that a large benefit to patients can be gained from psychology contributing to the overall inpatient 
environment via consultation, training etc, as well as via direct clinical interventions. 
 
Redistributing resource from elsewhere within the Psychological Therapies Service to provide a 
greater level of input to the MHU has been considered.  However given the significant waits for 
outpatient psychology (currently 38 weeks within the community secondary care team, where the 
appropriate clinical expertise is housed), and the continued challenge of achieving the LDP waiting 
times standard, the clinical impact of reducing available resource elsewhere to accommodate this is 
felt to be too great for this to be a viable option.  
 
Role of Psychology Within the Mental Health Unit 
With sufficient resource, the specific roles of a psychologist in an inpatient setting can include: 

• Offering specialist assessment, formulation, and intervention directly to inpatients ensuring 
increased access to psychological input and equality of care. 

• Offering training and modelling good psychological practice to other clinical staff. 
• Offering psychologist led multidisciplinary formulation sessions and complex case 

discussion.  It has been suggested that what provides the single biggest impact on overall 
quality and effectiveness of care is psychology led multidisciplinary formulation of patients’ 
individual lives, challenges, traumas, strengths and recovery needs (British Psychological 
Society).  For example, one potentially useful model is for all inpatients with a  length of stay 
of 12 weeks or more to receive a full psychological formulation, which NHS FV is currently 
not able to provide due to the limited psychology resource available. 

• Offering supervision of staff trained in psychological therapies. 
• Contributing to the development of a person centred environment. 
• Utilising audit and evaluation skills ensuring people with lived experience and carers are 

involved in service development. 
• Contributing to the development of a trauma friendly environment. There is an increasing 

focus on delivering services in a trauma-informed way (cf Trauma Bees), and psychologists 
have a key role to play in supporting their development, delivery and supervision. 

The MWC published an Adult Acute Themes Visit Report in 2017 which, in addition to highlighting 
good practice, detailed areas where Boards need to improve.  These include: 

• Care plans: Psychologists can contribute to the care plan/discharge planning from a 
systemic perspective as well as having an opinion on which of the formulation informed 
evidence based psychological therapies are most likely to be effective.    

• Length of stay: Work completed by members of the NHS Benchmarking Network has 
demonstrated that having access to higher levels of both Psychology and Occupational 
Therapy has a significant impact on the average length of stay in some inpatient settings, 
with reductions in the region of 20% in comparison with units with lower levels of psychology 
and OT provision.  Psychological therapies adapted to the inpatient setting reduce 
emotional distress, which is likely to lead to a reduction in the length of stay and possibly 
readmission rates. For those who experience first episode psychosis, psychologists can 
provide access to psychological therapies and a formulation, which meets national 
guidelines and is likely to have a positive impact on their prognosis. 

• Access to Psychologists: The report specifically mentioned the need to improve access to 
psychologists, and stated that although the increase in nurses delivering psychological 
therapies was welcomed, this did not replace the need for referral to a psychologist where 
this was indicated. 
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Financial & Workforce Implications 
 
There are several options to address the availability of psychology to patients and staff with the 
MHU: 
 
Option Impact Recruitment Cost Viability 
A Status quo None.  Psychology 

provision remains at 0.2 
WTE across Wards 2 & 3, 
with no input to Ward 1 

0 £0 √ 
With risk of 
further 
criticism from 
MWC. 

B Resource 0.6 WTE 
psychology to provide 
input to Ward 1 and 
enhance service 
across the AMH MHU. 

Patients in Ward 1 have 
access to psychology.  
Provision across MHU 
enhanced, including direct 
and indirect clinical work. 

0.6 WTE 
Band 8a 

£38,391 
recurring 

√ 

C Resource 0.8 WTE 
psychology to provide 
input to Ward 1, 
enhance service 
across AMH MHU and 
lead the delivery of 
psychological 
therapies across MHU 
(including OAP wards) 

Patients in Ward 1 have 
access to psychology.  
Provision across MHU 
enhanced, including direct 
and indirect clinical work.  
Development of PT 
provision across AMH and 
OAP wards.  Training, 
supervision and support of 
MDT staff in PTs, in 
collaboration with Lead 
Nurse & Clinical Nurse 
Manager. 

0.8 WTE 
Band 8b 

£61,620 
recurring 

√ 

D Resource the MHU to 
psychology staffing 
levels as 
recommended by the 
British Psychological 
Society and the Royal 
College of Psychiatry 
(0.5 WTE per ward) 

As for Option C plus 
additional clinical input 
across AMH and OAP. 

0.8 WTE 
Band 8b 
 
1 WTE 
Band 7 

£116,563 √ 
With 
significant 
financial 
investment. 

 
 
Recommended Options 
Option D would allow for the most significant improvement in clinical service provision across the 
MHU and would meet recommend staffing levels.  However it could be considered that Option B 
and Option C represent the most appropriate balance between clinical improvement, risk reduction 
and financial outlay. 
 
 
 
 
Risk Assessment 
 
Option Key Risks 
A Ongoing clinical risk due to patients in Ward 1 having no access to psychology.   

Risk of continued criticism from MWC. 
Psychology staffing across the MHU remains significantly below recommended levels, 
so patient and staff access remains very limited. 

B & C Some financial risk. 
Staffing, and therefore access for patients and MDT, significantly improved but 
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remains below recommended levels. 
D Financial risk due to level of recurring cost. 
 
 
Relevance to Strategic Priorities 
This proposal is consistent with the following strategic priorities: 

• NHS Forth Valley Healthcare Strategy  
• LDP Standard for Psychological Therapies 
• Evidence-Based Practice – all psychological therapy staff use evidence-based interventions 

(cf The Matrix: A Guide to Delivering Evidence-Based Psychological Therapies in Scotland 
• Mental Health Strategy 2017-2027  

 
 
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 
Paper is not a clinical protocol or policy. 
□ Screening completed - no discrimination noted 
□ Full Equality Impact Assessment completed – report available on request. 
 
 
Consultation Process 

• Clinical Nurse Manager, MHU 
• Consultant Clinical Psychologist, Lead for Secondary Care Psychology Service 
• Clinical Psychology MHU staff 
• Service Development Manager, Mental Health 
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SENIOR LEADERSHIP TEAM 
Thursday 24 January 2019  
 
8.2 Psychological Therapies 
 
For Assurance 
 
Executive Sponsor: Mrs Gillian Morton, Programme Director, Elective Centre/Head of Midwifery 
 
Author: Dr Jennifer Borthwick, Head of Psychological Services 
 
 
Executive Summary 
This paper describes the improvement work to date within the Psychological Therapies Service, the 
ongoing challenges around improving RTT performance and some options for increasing the 
available resource.  
 
Recommendation     
The Senior Leadership Team is asked to: 

• Note the completed improvement actions 
• Note the ongoing improvement work, including that supported by HIS 
• Consider the options for investment presented in this paper 

 
Key Issues to be Considered 
Since the introduction of the HEAT target (now LDP Standard) for Psychological Therapies in 
December 2014, NHS Forth Valley has consistently failed to achieve the expected performance of 
90% of patients starting treatment within 18 weeks.  Current performance (December 2018) stands 
at 58.7%. 
 
The service has been involved in an ongoing programme of service improvement since 2014, 
details of which are provided in Appendix I. 
 
The Mental Health Access Improvement Support Team have also been supporting the service with 
two specific pieces of improvement work: 

• Staff wellbeing 
• Pathway for people who are experiencing the psychological consequences of trauma 

 
In addition, a Responsive Support Contract is currently in place with HIS.  This work has two main 
strands: overall service improvement and DCAQ 
 
Overall Service Improvement 
HIS are providing support to the service around a programme of patient engagement.  Following a 
patient experience survey completed in November 2018, the results are going to be used as the 
basis of patient focus groups to explore the key issues in greater depth.  These are being 
scheduled for February 2019, and HIS have offered to provide support to the consultant leading this 
piece of work.  They have also offered to share mapping tools to support wider stakeholder 
engagement later in the year. 
 
The HIS/ISD Information Analyst is providing ongoing support to the recording of clinical outcomes, 
and is currently working on anonymising the data for sharing with staff, prior to developing regular 
reporting mechanisms. 
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HIS are also supporting more general data improvement across the service, including the impact of 
internal transfers on capacity, investigating redirected/rejected referrals, understanding the impact 
of part-time working patterns and looking at discharge rates. 
 
DCAQ 
DCAQ (Demand Capacity Activity Queue) is a methodology which allows for the accurate 
measurement of the demand on and the capacity of a service, and the calculation of the size of any 
gap between the two.  HIS provided expert training in DCAQ to two members of the psychology 
management team, as well as data tools and ongoing support in their useage. 
 
The Psychological Therapies Service consists of ten subspecialties, five of which are currently 
achieving the 18 week LDP Standard.  A sixth team is predicted to also meet this on recruitment to 
a current vacancy.  After discussion, it was agreed with HIS to focus DCAQ work initially on two of 
the four teams which are not achieving the Standard:  Primary Care and Clinical Health. 
 
Primary Care has the largest demand within Psychological Therapies, and correspondingly the 
longest waits and the most people awaiting treatment.  As has been illustrated in previous papers, 
the Primary Care queue drives the overall Psychological Therapies queue.  Of all the 
subspecialties, improvement in this part of the service would have the biggest impact on the 
performance of the service as a whole.  A detailed DACQ analysis of the Primary Care service was 
completed, which demonstrated a gap between current demand and capacity.  This information 
was then used to populate a projection tool developed by NHS FV EPQi to model the impact on the 
waiting list over time.  Five options were modelled, the content of which are detailed in the table 
below. 
 
Clinical Health is a smaller specialty covering a diverse group of physical health conditions 
including chronic pain, diabetes, cancer and neurological presentations. In common with Primary 
Care, the service has an increasing number of referrals and significant difficulty in achieving the 
LDP Standard.  The service has a specific plan of improvement, including training with the wider 
acute health team and streamlining referral and opt-in processes.  However DCAQ analysis also 
indicates a discrepancy between their capacity and ongoing demand.  As for Primary Care, options 
for additional resource and their likely impact are detailed in the table below. 
 
Different approaches are required for the two remaining subspecialties, Secondary Care and 
Behavioural Psychotherapy. 
 
The Secondary Care psychology team work very closely with the Integrated Mental Health Teams 
and work exclusively with patients with long-term, complex mental health needs.  A greater 
proportion of the psychologists’ time is spent on supervision, training and consultation with the 
wider mental health team than for the Primary Care psychology team.  The Service is about to 
commence a trial of the HIS DCAQ tools, and HIS have asked for feedback on this as it is not yet 
clear how applicable they will be to this type of service.  Therefore, although there are currently 
waiting list pressures within this tea, it is not yet clear whether or not these require additional 
investment. 
 
The Behavioural Psychotherapy team, which consists of nurse therapists who specialise in working 
with people who have experienced trauma, is currently undergoing significant change.  The 
pathway for trauma patients referred to Psychological Therapies has been completely redesigned, 
and is being piloted in the Falkirk area prior to evaluation and probable roll-out across NHSFV.  As 
the evaluation is still at an early stagy, it is not possible to quantify the impact on the service 
demand and capacity, or on the waiting list.  Therefore, although there is a significant waiting list 
issue with this team, it would not be appropriate to request any additional resource until the impact 
of the new clinical pathway is known. 
 
It is therefore important to note that if resource is allocated to Psychological Therapies, it would be 
directed to the areas where there is clear evidence that it is required.  There may however remain 
waiting list pressures in other areas where work is at too early a stage to determine whether it is  
additional resource or further internal improvement work which is required. 
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Financial & Workforce Implications 
 
Primary Care Psychology 
 
Option Impact Recruitment Cost Viability 
A Status quo None.  Waiting list likely to continue 

to increase and RTT unlikely to 
significantly improve. 

0 £0 √ 

B  Match capacity 
and demand 

Waiting list size will stabilise.  RTT 
unlikely to significantly improve. 

2 WTE Band 7 
2 WTE Band 8a 

£237,856 
recurring 

√ 

C Match capacity 
and demand, 
remove waiting 
list by March 
2020 

Waiting list will be quickly removed.  
RTT will reach target performance 
in 2020.  Improvement will be 
sustained if demand remains 
constant. 

2 WTE Band 7 
2 WTE Band 8a 
 
10 WTE 
Band7/8a fixed 
term for 18 
months 

£237,856 
recurring 
 
£891,960 
non-
recurring  

X 
 
Not enough 
staff 
available 
for FTC 

D Match capacity 
and demand, 
reduce waiting 
list to c500 by 
March 2020, 
remove waiting 
list by summer 
2021 

Waiting list will be reduced by 2020 
and removed by 2021.  RTT will be 
improved, with target performance 
achieved 2020/21.  Improvement 
sustained for increase in demand 
of up to 30%. 

4 WTE Band 7 
5 WTE Band 8a 

£539,697 
recurring 

? 
 
Availability 
of staff? 
 
Risk of 
overstaffing 
by 2021? 

E Match capacity 
and demand, 
reduce waiting 
list to c500 by 
summer 2021, 
remove waiting 
list by 2023 

Waiting list will gradually reduce, 
with improved RTT 2020/21.  
Improvement sustained for 
increase in demand of up to 10 %. 

3 WTE Band 7 
3.5 WTE Band 
8a 
 

£388,776 
recurring 

√ 
 
With 
proviso 
recruitment 
likely to be 
phased 

 
 
Clinical Health Psychology 
 
Option Impact Recruitment Cost Viability 
A Status quo None.  Waiting list likely to continue 

to increase and RTT unlikely to 
significantly improve. 

0 £0 √ 

B  Match capacity 
and demand 

Waiting list size will stabilise.  RTT 
unlikely to significantly improve. 

1 WTE Band 7 
1 WTE Band 8a 

£118,928 
recurring 

√ 

C Match capacity 
and demand, 
reduce waiting 
list  

Waiting list will be gradually 
reduced.  RTT will improve, and 
performance will be sustained if 
demand remains constant. 

1 WTE Band 7 
1.5 WTE Band 
8a 
 
 

£150,921 
recurring 
 
 

√ 
 
 

 
 
Recommended Options 

• Primary Care – Option E 
• Clinical Health – Option C 
• Further review in 6 months to allow evaluation of the impact of the revised trauma pathway 

and the GP project, DCAQ analysis of the Secondary Care team, and completion of the HIS 
support. 
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Risk Assessment 
It is important to note some caveats to all the impact projections described above, as there are a 
number of factors which could lead to either quicker or slower progress towards the RTT Standard.  
It is not currently possible to project the individual impact of these, but they include: 
 

• Referral rates.  All projections are based on stable referral rates.  However these may 
increase due to factors outwith the control of the service, leading to slower improvement of 
waiting times.  They may also decrease, potentially as a result of the project work being 
undertaken with GPs, or the enhanced mental health provision within GP practices, which 
would lead to quicker waiting times improvement. 

• Impact of H&SC Integration.  One of the anticipated outcomes of H&SC Integration is more 
strategic and planned delivery of support for people with mental health issues from third 
sector organisations.  In the medium to long term this may have the effect of reducing 
referrals into secondary care mental health services, including Psychological Therapies.  
However as yet there is insufficient evidence to quantify either the degree to which this is 
likely or the timescales which may apply. 

• Staff absence rates.  Service average rates for sickness (3%), mat/pat leave (6%) and 
vacancies (9%) have been used in all calculations.  These can clearly go both up and down, 
with the corresponding impact on waiting times.  

• Trauma pathway.  It is hoped that providing patients with effective triage and better matched 
care will have a positive impact on the overall RTT.  However the pathway is still in the pilot 
phase so it is not yet possible to evaluate the impact of this. 

 
Key risks of maintaining the status quo: 

• Continued inability to meet the LDP Standard for Psychological Therapies, with the 
associated organisational, political and reputational risk. 

• Continued long waits for patients, with the associated clinical risk. 
• Decreasing staff morale and wellbeing. 

 
Key risks of proceeding with investment: 

• Potential financial risk, including redeployment/redundancy arising from fixed term 
contracts. 

• Potential for incomplete recruitment due to limited workforce availability and inter Board 
competition. 

 
 
Relevance to Strategic Priorities 
This proposal is consistent with the following strategic priorities: 

• NHS Forth Valley Healthcare Strategy – delivering a redesigned Psychological Therapies 
Service is one of the key examples given in the Mental Health and Learning Disabilities 
workstream’s strategy. 

• Annual Operational Plan – the Plan includes specific commitment to the sustainable 
improvement of waiting times for Psychological Therapy. 

• LDP Standard for Psychological Therapies 
• Evidence-Based Practice – all psychological therapy staff use evidence-based interventions 

(cf The Matrix: A Guide to Delivering Evidence-Based Psychological Therapies in Scotland 
• Mental Health Strategy 2017-2027- specifically Action 24. 

 
 
 
 
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. 
 



5 
 

Further to an evaluation it is noted that:  (please tick relevant box) 
□X Paper is not relevant to Equality and Diversity 
Even if approved, the options contained within this paper do not include any service redesign or 
change of clinical model. 
□ Screening completed - no discrimination noted 
□ Full Equality Impact Assessment completed – report available on request. 
 
Consultation Process 

• HIS 
• Psychological Therapies Management Group 
• W&C Senior Management 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Appendix I 
 
Improvement work within the Psychological Therapies Service since 2014: 
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• Rationalisation of operational management structure. 
• Introduction, review and ongoing monitoring of job plans. 
• Fortnightly waiting times meetings. 
• Introduction of capacity planning at individual and team level. 
• Service redesign – introduction of single point of referral and allocation process. 
• Review of criteria for clinical priority. 
• Review of referral criteria for all teams. 
• Embedding of Stress Control and Beating the Blues into tiered model of care. 
• HR agreement reached to use Annex U process in recruitment. 
• HR support agreed for prioritisation of vacancy process. 
• Introduction of annual casenote audit. 
• Review of department protocols e.g. reporting of sickness absence, storage/transfer of 

casenotes, ‘time off in lieu’. 
• Review of appointment booking process to reduce new patient DNAs. 
• Pilot of offering phone appointments for short notice cancellations by patients.. 
• Opt-in process for new referrals rolled out to all clinically appropriate specialties. 
• Use of SCI Gateway for all new referrals from GPs. 
• Review of department clinical supervision arrangements. 
• Review of all vacancies as they arise to ensure most appropriate use of resource e.g. 

banding, clinical specialty. 
• Allocation of all new resource to areas of greatest demand/capacity mismatch (except 

where proscribed by funding source e.g. NES). 
• Development of staff skills in the diagnosis of ASD – 2 inhouse CPD events held and 2 staff 

supported to complete additional training and act as ‘champions’ within the service. 
• Training plan developed with agreed priorities for funding as available. 
• Programme of 2 inhouse CPD events per year for all staff commenced. 
• Design, development and delivery of psychology-led multidisciplinary Pain Management 

Programme. 
• Introduction of routine clinical outcome recording and reporting. 
• Introduction of patient experience questionnaire. 
• Control Book compliance target of 80% achieved. 
• Development of neuropsychology service. 
• New work with GPs and Primary Care colleagues around referral rates, criteria, etc. 
• Working with eHealth to explore options for EPR within PTs 
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8.2   Psychological Therapies 
For Approval 
 
Executive Sponsor: Mrs Gillian Morton, Programme Director/Head of Midwifery & Mrs Kathy 
O’Neill, General Manager 
 
Author: Dr Jennifer Borthwick, Head of Psychological Therapies 
 
 
Executive Summary 
Further to discussion at the SLT meeting on 24 January 2019, a decision was made to seek 
investment in the Psychological Therapies Service to address waiting times over a 3 year period in 
line with the national waiting times approach. 
 
Recommendation     
The Forth Valley NHS Board is asked to:  

• Approve the proposed investment outlined below. 
 
Key Issues to be Considered     
Of the 10 subspecialties within Psychological Therapies, 5 are currently meeting the waiting times 
standard, and a 6th is predicted to achieve this once fully staffed (February 2019).  An ongoing 
programme of service improvement is being supported by MHAIST and HIS, which is focused on 
the 4 areas where the waiting times standard continues to be a challenge:  

• Primary Care & Clinical Health: full analysis of both services completed using DCAQ 
methodology to quantify the current gap between available clinical capacity and demand.   

• Secondary Care: piloting HIS DCAQ tools to evaluate their applicability with this clinical 
population. 

• Behavioural Psychotherapy: revised clinical pathway in place as of December 2018, impact 
evaluation pending. 

The outputs of the DCAQ analysis, supported by HIS, indicate that in spite of continuous 
improvement work there remains a gap between the level of demand on the service and the clinical 
capacity to meet this.  Several options for investment were therefore modelled using EPQi tools to 
demonstrate the impact on the waiting list of different levels of investment. 
 
The SLT considered the options for investment and the impact each would have on waiting times.  
The decision reached was that Option E for Primary Care and Option C for Clinical Health (see 
Appendix 1 – paper presented to SLT 24/01/19) represented the most appropriate balance between 
clinical, workforce and financial requirements.  Due to the restricted workforce availability, these 
posts would require to be recruited to on a phased basis.  The impact of this on waiting times would 
be: 

• Year 1 -  stop further deterioration in performance, reduce longest waits 
• Year 2  (or Year 1 if additional resource allocated via waiting list monies) – further reduce 

longest waits, reduce waiting list size, improve RTT performance (Year 2) 
• Year 3  - further reduce waiting list size, further improve RTT performance 

 
A Mental Welfare Commission report of an unannounced visit to the Unit of 8 November 2018 
expressed concern at the lack of psychology provision to the Unit, and in particular to the Intensive 
Psychiatric Care Unit. Therefore the SLT also considered the options for investment in psychology 
in the Mental Health Unit, and agreed that Option B (see Appendix 2 – paper presented to SLT 
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24/01/19) was the most appropriate currently.  However while this would significantly improve 
psychology provision to the MHU it is recognised that this would still be a limited resource, and 
would require to be evaluated and the need for further investment reviewed in due course. 
 
Financial Implications 
Year 1 – £200,000 (Primary Care & Clinical Health) + £40,000 (MHU) 
 
With the potential for this to be increased to £400,000 via waiting list monies 
 
Year 2 – an additional £200,000 
 
In previous years,  NES/SG have provided additional resource to support improvements within 
Psychological Therapies, and it is as yet unclear whether further central resource is to be made 
available.   In addition, there may be some resource which could appropriately be allocated from 
the Action 15 monies.  It is important however  to note the risk of resourcing from non-recurring 
funding sources, both in terms of the difficulty recruiting to fixed term clinical posts, and the 
requirement for a sustained increase in capacity to provide sustained improvement. 
 
Workforce Implications 
Please see Appendices 1 & 2 (papers presented to SLT 24/01/19) 
 
Risk Assessment 
Please see Appendices 1 & 2 (papers presented to SLT 24/01/19) 
 
Relevance to Strategic Priorities 
This proposal is consistent with the following strategic priorities: 

• NHS Forth Valley Healthcare Strategy – delivering a redesigned Psychological Therapies 
Service is one of the key examples given in the Mental Health and Learning Disabilities 
workstream’s strategy. 

• Annual Operational Plan – the Plan includes specific commitment to the sustainable 
improvement of waiting times for Psychological Therapy. 

• LDP Standard for Psychological Therapies 
• Evidence-Based Practice – all psychological therapy staff use evidence-based interventions 

(cf The Matrix: A Guide to Delivering Evidence-Based Psychological Therapies in Scotland 
• Mental Health Strategy 2017-2027- specifically Action 24. 

 
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 

• HIS 
• Psychological Therapies Management Group 
• W&C Senior Management 
• CSD Senior Management  
• Clinical Nurse Manager, MHU 
• Consultant Clinical Psychologist, Lead for Secondary Care Psychology Service 
• Clinical Psychology MHU staff 
• Service Development Manager, Mental Health 
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Item 8.3   Elective Care Development Programme 
For Assurance 
 
Executive Sponsor: Scott Urquart, Director of Finance 
 
Author: Gillian Morton, Programme Director and Janette Fraser, Head of Planning 
 
 
Executive Summary 
 
The Elective Care Development Programme has been established to plan and implement the 
delivery of additional capacity for day case and inpatient surgery in Forth Valley and additional MRI 
imaging, in order to reduce waiting times for elective treatment.  An indicative allocation of £7.2M 
capital and £10.5M revenue funding has been made by Scottish Government to support this 
development. 
 
Recommendation: 
     
The NHS Board is asked to:  
 

• Note progress with delivering the Elective Care Development Programme 
 
Elective Care Development Programme 
 
Delivery of this programme will include providing additional theatre sessions at Forth Valley Royal 
Hospital, by utilising unstaffed sessions in the existing 14 theatres and bringing into to use the 2 
unused theatres, extending the capacity of the day surgery facility and providing additional inpatient 
beds. An additional MRI scanner will also be installed. 
 
An Elective Care Development Programme Project Working Group has been established to provide 
leadership and coordination for the Programme.  The Working Group is also expected to ensure 
that the Programme is aligned both to existing areas of work underway and to the day to day 
activities of the surgical teams.   
 
Workstreams have been agreed, along with associated leads and each workstream is contributing 
a project plan and timeline, to the overall Programme Plan. 
 

 
Structure  
 
The Elective Development Programme Working Group has representation from the following areas 
and meets weekly. 
 

• Programme Director 
• Planning  
• Estates and Capital Planning  
• HR 
• Staff Side 
• AHPs 
• Medical Physics 
• Forth Health 
• Finance  
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• Radiology 
• Theatres  
• Surgery 
• IM&T 

 
 
The Working Group reports to the Programme Oversight Group, chaired by the Director of Finance 
which meets monthly.  The Oversight Group has representatives from the Executives, Senior 
Clinicians, Senior Managers and staff side representation and provides governance and assurance 
for the Programme.  The Director of Finance represents Forth Valley on the national Elective Care 
Centre Programme Board. 
 
The Oversight Group reports to the Scheduled Care Programme Board, chaired by the Chief 
Executive.  
 
Elective Programme Workstreams 
 
The Programme Director and Head of Planning have undertaken a series of scoping meetings with 
key stakeholders, to identify the actions which must be delivered as part of the Programme, and 
those actions which are associated with the day to day responsibilities of operational teams.   
 
Brief updates are given below in relation to the main workstreams.  Each workstream reports 
fortnightly on progress to the Working Group. 
 
MRI 
The order has been placed for the second MRI scanner.  Details of the turnkey installation will be 
finalised over the next 2 weeks and it is expected that installation will be completed by June.  The 
radiography and support staff workforce requirements have been approved and posts will be 
advertised shortly.  Whilst additional radiologists have been identified as part of the workforce plan, 
national recruitment challenges indicate that recruitment may not be possible and therefore other 
options to ensure that images can be reported are being progressed. 
 
Theatres 
The additional workforce will be recruited in phases and phase 1 recruitment is underway, with 
interviews scheduled over the next few weeks.  Once the additional staff are in post, the first phase 
of additional capacity will then be available in theatres.  Work is underway, alongside the elective 
capacity planning and the Forth Valley Waiting Times Plan, to finalise how this additional capacity 
will be used. 
 
Day Surgery 
As the majority of elective surgery in Forth Valley is either day case or 23 hour, the relocation of 
Day Medicine to the ground floor, will enable the vacated space, adjacent to the existing Day 
Surgery Unit and Endoscopy Suite, to be used to increase the capacity for day surgery.  This area 
is currently being used as a winter inpatient area and will be reconfigured to create 16 day surgery 
places in Endoscopy, with the Endoscopy facility moving to the former Day Medicine area.  This will 
then enable the phased increase in theatre capacity to start to treat additional day and 23 hour 
surgery patients from April 2019. 
 
Inpatient Ward 
Detailed capacity planning and bed modelling will identify the number of inpatient beds required to 
support the additional inpatient elective capacity needed for Forth Valley.  Potential locations for an 
inpatient ward have been identified, depending on the overall size of the additional ward required.  
Each of the options has an impact on a department or services within Forth Valley Royal Hospital 
and discussions have taken place with managers and staff groups in most of the areas which may 
potentially be affected by this development.  An option appraisal will then be undertaken to 
ascertain the preferred location. 
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Infrastructure 
The Estates and Capital Planning team, along with Forth Health, have provided options for the 
reconfiguration of areas to create a ward, alterations to the day surgery area and relocating storage 
areas to support the theatres and medical physics.   
 
Bed Modelling and Capacity Planning  
Detailed work is underway to identify the additional capacity which will be provided and how this 
should be allocated in order to reduce waiting times and put in place sustainable arrangements for 
elective surgery.  Initial work has focussed on inpatient surgery in order to size the number of beds 
needed and once this is complete, demand and capacity work will then focus on day case surgery.  
This work will also inform the final workforce requirements, including medical, AHP and the nursing 
workforce. 
 
Modernisation and Improvement 
The Project Group will work with existing projects and programmes in Forth Valley, where there are 
opportunities for service improvement and modernisation.  It is also essential that the project plans 
for each workstream include objectives which drive quality, efficiency and value, in line with high 
performing organisations.   
 
The elective development in Forth Valley is also aligned to the National Elective Centre Programme 
and therefore relevant national assumptions in relation to demand, capacity, activity and quality will 
require to be considered locally.    
 
The Elective Care Development Programme in Forth Valley has been identified as a potential 
project to collaborate with Project Lift.  The Project Lift Live Collaborative Leadership work offers 
participants the opportunity to contribute to live projects and learn collectively, in practice, about the 
roles, responsibilities, opportunities and challenges of working in a team.    
 
Timeline 
Whilst the programme is expected to provide additional elective capacity by November, a detailed 
timeline is being prepared, taking into account the outcomes of the inpatient bed modelling work 
and the option appraisal.   It is expected that a firm timeline will be in place for March 2019. 
 
Actions Planned 
 
The key actions planned for the next 4 weeks include the following: 

• Conclude initial bed modelling assessment. 
• Undertake option appraisal and agree preferred location for the inpatient beds. 
• Agree preferred option for any services which require alternative accommodation. 
• Prepare first draft of the Full Business Case. 
• Prepare communication plan. 
• Finalise Turnkey installation plan for the MRI. 
• Update workforce plan and finance plan. 
• Commence discussions with the Golden Jubilee Foundation regarding potential joint 

appointments and the activity assumptions for the Golden Jubilee elective programme. 
 
 
Financial Implications 
 
An indicative allocation of capital and revenue funding has been made by the Scottish Government 
to deliver additional elective capacity and reduce waiting times, in line with the detailed financial 
plan submitted by Forth Valley.  As the capacity modelling progresses, the financial plan will be 
reviewed and revised, with a detailed costed plan to be submitted to Scottish Government. 
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Workforce Implications 
 
A workforce plan was submitted to Scottish Government, as part of the overall financial plan for the 
increase in elective capacity.  This plan will also be reviewed and updated as the capacity plan 
develops and in response to progress with the phased recruitment.  Recruitment of the workforce to 
deliver the additional elective capacity is the most significant Programme risk identified to date. 
 
The National Elective Centre Programme is hosting a workforce workshop on 28 January 2018 to 
progress with an overarching workforce plan for the elective care developments across Scotland.  
Forth Valley will be represented at this event. 

 
 
Risk Assessment 
 
A detailed risk assessment for the Programme is being developed.  The most significant risk 
identified to date is associated with the workforce as outlined above. 

 
Relevance to Strategic Priorities 
 

• Delivery of increased capacity for elective treatment 
 

• Reducing waiting times for elective treatment, towards the waiting time standards 
 

• Delivering a more sustainable future model for elective treatment 
 
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 
 
Communication and engagement plan to be prepared.  
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8.4. Primary Care Update 
 
For Approval 
 
Executive Sponsor:  Cathie Cowan, Chief Executive 
 
Authors:   Cathie Cowan, Chief Executive 

Scott Urquhart, Director of Finance  
 
 
Executive Summary 
 
This paper is intended to update the NHS Board on progress to implement the Primary Care 
Improvement Plan (PCIP) approved by the NHS Board, Local Medical Committee and both 
Integration Joint Boards.   
 
The Plan was submitted to Scottish Government as requested by the 31 July 2018.  The NHS 
Board received indicative confirmation of funding to support the Plan and the actions to meet the 
negotiated contractual agreement between the Government and the BMA and supported by 
members.   
 
The indicative Scottish Government financial allocation is not sufficient to meet the planned PCIP 
workforce requirements for 2019/20 and future years.  The funding shortfall is anticipated to be met 
through a combination of redesign, workforce re-alignment, and additional investment. 
 
Recommendation:     
The Forth Valley NHS Board is asked to:  
 

• Approve non recurring bridging funding to support the PCIP recruitment plan in 
2019/20, to a ceiling of £0.400m, with further detail to be agreed at Senior Leadership 
Team in terms of priority work stream areas and skill mix.  
 

• Note a further paper will be brought to the NHS Board in March 2019 to confirm the 
updated PCIP Scottish Government allocation, and updated progress against plan.  

 
Key Issues to be Considered:     
 
The Primary Care Improvement Plan 2018-2021 outlines the NHS Board’s ambition for Primary 
Care and the transformational change to provide services closer to home within designated 
localities.  It is intended bring together an enhanced and expanded workforce that in turn will 
participate in multi-disciplinary teams to improve outcomes and support the delivery of person 
centred, safe and effective care. 
 
To date, 91.0 wte additional staff have been recruited at a full year cost of £4.361m.  Whilst this is 
broadly affordable within the total PCIP funding envelope, it leaves minimal flexibility to take 
forward further recruitment to the plan during 2019-20 based on the indicative resource available. 
 
To fully meet the PCIP strategic direction would require recruitment of a further 33.4 wte staff in 
2019-20 across a range of workstreams at an additional cost of approx £1.4m which is not 
affordable within current resources identified.   
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Details of the final 2019-20 PCIP funding allocation are expected to be issued in due course. In the 
meantime in order to progress development of the PCIP, it is proposed that additional funding of 
£0.400m be made available locally in 2019/20 as non-recurring bridging finance to enable key 
elements of the recruitment programme to progress.   
 
This will enable the NHS Board to recruit to additional posts in pharmacy and consider appointment 
of further ANPs, subject to the NHS Board’s overall financial plan, to be considered in further detail 
at the Senior Leadership Team in February 2019.   
 
A further paper will be presented for consideration by NHS Board approval in March 2019, by which 
time the longer term financial position and PCIP funding allocations are expected to be confirmed.  
 
Workforce Implications 
 
The proposal outlined meets the commitments in the approved Workforce Plan and PCIP. 
 
Risk Assessment (Extract from the Corporate Risk register) 
 
‘There is a risk that NHS Forth Valley is unable to meet and maintain its obligations to implement 
the PCIP.’   
 
The consequences of not mitigating this risk will impact on service sustainability, failure to recruit 
and retain staff, poor patient and staff experience, reputation of the NHS Board and service 
affordability (cost of agency/locum staff) to support contingency arrangements.  The proposal to 
recruit to the posts outlined above reduces the likelihood and impact of this risk. 
 
Relevance to Strategic Priorities 
 
The paper in line with our approved Healthcare Strategy ‘Shaping the Future’ and corporate 
objectives and supports our ambitions to realise the six outcomes for Primary Care: 
 

• we are more  informed and empowered when using primary care 
• our primary care services better contribute to improving population health  
• our experience of primary care is enhanced 
• our primary care workforce is expanded, more integrated and better co-ordinated with 

community and secondary care  
• our primary care infrastructure : physical and digital is improved 
• primary care better addressed inequalities   

 
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 
 
The PCIP was developed and agreed following an extensive engagement process which resulted in 
the support/sign off of the LMC, NHS Board and both Integration Joint Boards. 
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9.1   Integration Update: Co-ordination of In-Scope Services: Phase 2 

For Assurance 

Executive Sponsor: Mrs Cathie Cowan, Chief Executive 

Author: Miss Linda Donaldson, Director of HR  

 

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.   It has been agreed that the transfer of 
operational management would happen in 2 phases.   The first phase would see the transfer of the majority 
of core in-scope services identified as part of the integration legislation.  

The second phase would move all services that will be co-ordinated by the Chief Officers and where there 
will be a lead Partnership for those specialist / smaller services that it has been deemed inappropriate to 
dismantle.  

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 nationally agreed GP contract) have been established.   These services will be reviewed in 
October 2020. 

For services not in scope notably:  Children’s Services, operational management arrangements are now in 
place and the staff have transferred to the Women and Children’s Services Directorate.   

In November 2018, with the assistance of Scottish Government colleagues, a workshop exploring the 
concept of hosting arrangements provided clarity regarding governance, operational management 
arrangements and the roles and responsibilities of each organisation.   The paper provided by Alison Taylor 
and Christina Naismith provided the clarity for all in attendance (Appendix A).  The feedback and comments 
from the 3 groups at the workshop have been reflected in Appendix B. 

At the workshop, the groups heard from those specialist teams where we needed to make a decision about 
how we organise and manage services. Based on those presentations and subsequent discussion within 
Forth Valley Health Board, it is proposed that services set out in Table 1 will be organised/managed as 
follows: 

Table 1: PHASE 2: CO-ORDINATION ACROSS FORTH VALLEY HEALTH AND SOCIAL CARE AREAS 
•  Rehab Care Group: Area Rehab Specialist Services 

(Clackmannanshire and Stirling) 
•  AHP Outpatients Care Group  

(Falkirk) 
•  Rehab Care Group: Area wide SLT Rehabilitation 

(Clackmannanshire and Stirling) 
•  Health Improvement services  

(Falkirk) 
 

Specialist Acute Mental Health Services are complex with  in-scope and out of scope interdependencies 
(e.g. Inpatient Psychiatric Intensive Care) and will in the meantime continue to be operationally managed 
by NHS Forth Valley.  ; These arrangements  will be reviewed in October 2020 (12/18 months after change 
to operational management arrangements) along with the other services being managed within Health on 
an interim basis.   Appendix 3 provides a summary of all of the above changes. 



Following a discussion with Scottish Government colleagues and Alison Taylor on Tuesday, 15 January 
2019 it was agreed and confirmed that both Alison Taylor and Christina Naismith will be happy to work with 
the Forth Valley Integration Working Group (Appendix 4) to agree how coordination / lead partnership 
arrangements / principles could work in practice.       

In summary, the report is intended to provide assurance to the NHS Board and IJB’s that NHS Forth 
continues to be committed to delivering improved outcomes for people through greater integration and 
enhanced partnership working.  The delegation of operational management arrangements to the Chief 
Officers for those Health Board functions in scope is nearing completion.    

Recommendation:     

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 
• note the feedback from the workshop identified in Appendix B  
• note that in-scope services that require co-ordination on behalf of Forth Valley partners is set out in 

Table 1 
• note that those services that are remaining with NHS Forth Valley will be reviewed in October 2020 

and will involve all partners 
• note that the Forth Valley integration working group will agree Co-ordination principles and 

timescales for implementation in each of the HSCP’s   
 

 
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 not 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 as the employer and service provider will continue to manage risks 
associated with the delegation of operational arrangements and escalate issues and/or risks associated 
with this work through the NHS risk management arrangements and to the IJBs if/when appropriate. 

 

 

 

 

 

Appendix 1: Governance & Operational Arrangements Paper from SG colleagues 



 

Appendix 2:  Outputs from HSCP Hosting Workshop on 26/11/18 
 



Reflections following Alison & Christina’s presentation 
Chief Executives Table Falkirk Partnership Table Clackmannanshire & Stirling Partnership Table 

 
• Mutually responsible 
• Do not dismantle services 

for the sake of it 
• Co-ordinating not hosting 
• Drop 'hosting' language, 

use "lead partnership" "co-
coordination function" 

• What is stopping us now to 
do the 'integration ... whole 
system etc etc bit!' 

• Organise services  
• Show me how you are 

delivering? 
 
• What it is not: 

o Power 
o Not about IJB making 

decision for all 
o The intention is not to 

split in all cases 
 

• Helpful focus on 'co-
ordinating' rather than 
'hosting' 

• Very helpful to now consider 
the term "lead partnership" 
rather than hosting 

• Services should be designed 
around public need rather 
than control 

• We can't start from what is - 
start with what could be 

• Critically important to be 
reminded the legislation is 
intended to drive change - we 
don't need to follow the "aye 
bin" principle 

• Working in localities is about 
teams not places/venues 

• Importance of having a 
systematic  transfer board to 
move services together at the 
start 

• Important observation, the 
issue is to facilitate the 
exercise and ownership of 
responsibility - the issue is 
not about power 

• Useful insight in to each 
service - good dialogue 

• Very useful - clarified a lot of 
issues.  Key issue is our 
collective accountability and 
responsibility across FV in 
developing and managing 
these services.  Better 
understanding of services so 
far. 

• Helped clear a few issues re 
governance, role of CO 
Officer 

• Helpful to be reminded that 
the guiding principle is 
improving outcomes, at 
individual and population 
level 

• Service reviews being 
progressed should be done in 
partnership and jointly to 
identify improvements and 
outcomes for local community 

• We need to be able to explain 
& articulate to staff and the 
public how this works and 
what difference it should 
make to people 

 

• Governance and central direction, versus flexibility 
and locality service delivery - need pragmatic 
solutions 

• Already concerned about the quality of governance 
and scrutiny.  Such interventions further complicate 

• Joint working between both IJB and CO to set 
strategy for shared services critical  

• Need to ensure governance links back to respective 
IJB's 

• Scope for more integrated approach across IJBs 
• Financial model required to be examined for more 

effective use of resource 
• We need to establish a much greater/clearer 

distinction between the H&SC Partnerships and the 
Integration Joint Boards 

• Too much information to be able to discern what we 
have to work with 

• How many WTE based/focussed on each area? 
• It would be helpful to understand both service 

capacity, ie workforce, service activity by IJB - service 
demand by IJB/Locality 

• Surely the Chief Officer acts as a responsible officer 
for the IJB and cannot also therefore manage a 
service which the IJB directs 

• What is likely to get in the way of delivering services 
across FV?  Rules & Regulations, Relationships, 
Leadership, Structures, Terms & Conditions 

• Can't help think that we are focussing too much on 
structure without fully understanding first the functions 
to be delivered  

• Setting operational parameters for shared services 
critical to ensure proposed changes in service for one 
IJB doesn't undermine services to the other 

• 1st of a series of discussions? 
• Need to understand the function in order to form 
• Co-ordinating rather than hosting - is helpful way of 

describing how best to deliver across FV 
• Co-ordinating the service is more understandable 

than hosting 
• Need to consider every opportunity to integrate 

services which maximise whole system and whole of 
resources.  Co-ordination can then help where 
resource is limited 

• Room for greater focus on AHP delivery - look at 
locality provision in a way that improves outcomes.  
Possibility of regional provision for some service 
delivery to increase efficiency 

• The ways we work regionally is similar to how AHP 
working could be going forward 

• Services to be planned on basis of best outcomes for 
patients using totality of available resources 

• What is the need to change the structure and 
management of the service when we have not yet 
even tried to use directions to steer the service? 

• With a bit of imagination and goodwill we could get on 



with integration without any structural changes or 
disagreements at all 

• Not heard any conversation in favour of NOT working 
across Forth Valley.  We need therefore to discuss 
the HOW and not the WHY?  

• Dividing the current service would make the overall 
service unsustainable 

• Presentation re AHPs all about NHS services - 
communities need services integrated therefore all 
AHPs should be looked at - those in NHS and those 
in Councils.  However, if the service provides the 
service the people living in the communities needs - 
why change the service - if the management needs to 
change to fit in with IJB governance why change the 
delivery?   

• We need to look at what the service needs to be - I 
think this today is starting at the wrong place. 

Q.1 What do you understand from the term co-ordinating responsibilities? 
Chief Executive Table Falkirk Partnership Table Clackmannanshire & Stirling Partnership Table 

 
What was good to hear? 
IJBs will "lead" for their population 
- not about hosting 
This is not about splitting services 
- it is about changing services 
 
What are requirements of 
populations? (data) 
What is available? 
What do we currently have in 
place? 
What are the needs? 
What is the gap? 
 
We need to look for creativity at 
- partnership level 
- locality level 
- FV level 
 
 
 
  
 

• Integration - gift that keeps 
on giving 

• IJB retain strategic planning 
& governance 

• Partnership co-ordinate 
delivery of pan FV services 

• Deliver what each IJB 
wants - outcomes per 
strategic plan 

• Professional advice to IJBs 
• Conflict resolution 
• Consensus & Collaboration 
• Monitoring & Performance 
• Enabling environment - 

responsible / trust / respect 
/ can do / flexible 

• IJB Chief Officers 
collectively accountable for 
co-ordinating services 
across FV from strategic 
governance point of view, 
married with IJB 
accountability included, 
then can do needs options 
of how it could work to a 
consensus going forward.   

• Need a mechanism for the 
strategic conversation to 
get a "this is how we work 
in FV" 

 
 

• Co-ordinating service/responsibilities is contingent on 
shared vision and effective communication 

• This is more than just at a senior level, we need to 
have staff on board from ground up 

• Suggest there should be a programme board with 
wider representation to influence ‘co-ordinating’ 

• (not a view shared by all sitting at the table) 
• It's a whole system approach - driven by public 
• Key to success is accessibility to services in a decent 

time 
• Patients don't care who provides the service as long 

as it's delivered at the time and place they want it 
• A model: (not agreed by all, suggested by some that 

the Public should be included) 
 

 
 

 

Q.2 What steps do we need to take to move forward from 'aligned' 
services to truly integrated at locality, partnership  and FV wide level? 
Chief Executive Table Falkirk Partnership Table Clackmannanshire & Stirling 



Partnership Table 
 

1. Create conditions for design and 
creativity of services 
 
2. Bring together teams to look at what we 
can achieve together 
 
 
3. Define priorities 

 - focus on fewer things 
 - too many papers for noting 
- focus on decision making 
- relationship building 

 
4. Recognition that there is integrated 
working happening already 
 
5. Look for opportunities to co-locate 
 

• Set up core group - empowered - 
COs and Prof Advisors 

• Make decisions 
• Setting criteria to decide which 

partnership co-ordinates 
• Present plan to chief execs 
• "Aligned" is a red herring ---> definite 

move to partnership working 
• Need agreement or better 

understanding of where things are 
signed off - making it less 
bureaucratic 

• Need better relationships 
• Understanding of roles - today 

helped 
• Joint FV vision 
• Agreed road map 
• Require strategic coming together of 

two IJBs and Board and shared 
agenda - how/who, etc 

 
 

• Evaluate the local situation 
• Imperative we understand where 

we are 
• Preparedness to ‘delegate’ ‘shift’  

services  
• Genuine sharing for best possible 

outcome 
• Recognise new tailored packages 

would be GP driven 
• Begin working closer – not sitting 

at separate tables like today – this 
is not useful 

• An evaluation framework is 
required 

 

 

Q.3 What are the opportunities that integration offers us as partners at:- 
IJB, Partnership?  
Chief Executive Table Falkirk Partnership Table Clackmannanshire & Stirling 

Partnership Table 
 

IJB 
- efficiency 
- quality - use of resource 
- transforming service for users 
(better outcomes) 
- sustainability 
- creativity 
- comm. planning and HSCP 
 
Partnership 
- delegate responsibility to 
partnerships - where we have 
agreement 
- care & clinical governance - 
working well 
 

• Shared outcomes 
• Delivering what has been promised to population 
• Support staff 
• Efficiency 
• Girfec Model 
• Better opportunity for transformation of services across 

the old boundaries 
• Ability to agree and make changes over time 
• Ability to look/consider across boundaries - to ensure 

best use of skill/budget/care given, etc 
• Also allow us to consider service changes outwith 

integration which could positively or negatively impact, 
eg CAMHS, maternity 

• Support care given at every level = eg mental health 
presentation.  Acute expertise could support care 
delivered by people who work in community - evidence 
based care - best practice 

• Opportunity to agree how we prioritise - we can't do it all 
at once 

• Opportunity to ensure changes at the beginning of the 
change process and co-produce true partnership across 
FV 

• Clarity of vision 
• Well communicated vision 

across FV 
• Relentless communication 
• Consistency of 

communication across all 
partners 

• Involve third sector 
• Use our professional 

experts to advise on areas 
which they have more 
knowledge about and can 
better inform decision 
making, enabling better 
use of resource 

 
 



Appendix 3:  Summary of Operational Arrangements for Forth Valley Health and Social 
Care Integration Services 
 

DELEGATION OF OPERATIONAL ARRANGEMENTS TO DATE 
•  LD Community Teams: Falkirk, Clackmannanshire 

and Stirling 
•  Mental Health Resource Centre CCHC 

•  Woodlands Resource Centre: Falkirk •  Mental Health Resource Centre Livilands 
 
IN-SCOPE FUNCTIONS AGREED FOR TRANSER IN PHASE ONE ( these will be shared across both Partnerships 
unless location specified) 
•  LD Community Residential Resources •  District Nursing Services  
•  Community Mental Health (Older People) Services 

including care home liaison and day therapy 
•  Dementia Outreach Team (Clackmannanshire and 

Stirling) 
•  Out of hours night nursing (Falkirk) •  AHP Rehabilitation Care Group: Core ReACH 
•  Community Hospital Inpatient Service   
 
PHASE 2: CO-ORDINATION ACROSS FORTH VALLEY HEALTH AND SOCIAL CARE AREAS 
•  Rehab Care Group: Area Rehab Specialist Services 

(Clackmannanshire and Stirling) 
•  AHP Outpatients Care Group  

(Falkirk) 
•  Rehab Care Group: Area wide SLT Rehabilitation 

(Clackmannanshire and Stirling) 
•  Health Improvement services  

(Falkirk) 
 
REMAINING WITH NHS FORTH VALLEY: For review in October 2020    (INTERIM ARRANGEMENTS) 
•  Primary Care Services and PC Nursing Teamslinked 

with 2c practices 
•  Public Dental Service 

•  ALFY Service add reference to Partnership Funding •  Portfolio GPs – Closer to Home Service 
•  LD: Lochview Final decision still to be made regarding the following:  
•  Specialist Mental Health Services including acute 

inpatient beds 
•  Complex Care (Adult) Marlyn paper  

•  AHP Mental Health Care Group •  Continence Advisory Service  
•  Psychological Therapies •  Tissue Viability Service 
•  Psychiatry KathyO’Neill has an options paper – this will be discussed 

at the Integration Meeting on 22nd January 2019) 
 
SERVICES NOT IN SCOPE 
•  School Nursing •  Disability Service 
•  Health Visitors •  Prisons 
•  Family Nurse Partnership •  Acute AHP Care Group 
•  AHP Children’s services •  Complex Care (Children) 
 

 

 

 



Appendix 4:  Membership of Forth Valley Integration Project Team  
 

Ian Aitken Interim Chief Officer, Clackmannanshire & Stirling HSCP 

Karen Algie Head of HR & Business Transformation, Falkirk Council 

Chris Alliston HR Service Manager, Clackmannanshire Council 

Lynda Bennie Acting General Manager, Medical Directorate NHS Forth Valley 

Patricia Cassidy Chief Officer, Falkirk HSCP 

Cathie Cowan Chief Executive, NHS Forth Valley (Chairperson) 

Linda Donaldson Director of HR, NHS Forth Valley 

Simon Dryburgh Associate Director of Finance, NHS Forth Valley 

Graham Foster Director of Public Health, NHS Forth Valley 

Kristine Johnson Chief Officer HR, Stirling Council 

Bette Locke Associate Director of AHPs, NHS Forth Valley 

Joe McElholm Head of Social Work Adult Services, Falkirk Council 

Ewan Murray Chief Finance Officer, Clackmannanshire & Stirling HSCP 

Kathy O’Neill General Manager, Community Services Directorate 

Amanda Templeman Chief Finance Officer, Falkirk HSCP 

Angela Wallace Director  of Nursing, NHS Forth Valley  
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Foreword 
Effective Risk Management is a fundamental cornerstone of good Corporate Governance and 
Internal Control and is an essential component in delivery of the Health Board’s corporate 
objectives.  This Risk Management Strategy has been written for and with staff and is intended to:  

• Influence culture by helping staff better understand how to evaluate and take actions on all 
their risks to increase the probability of success whilst reducing the likelihood of failure. 

• Ensure high conformity with applicable rules, regulatory regulations and mandatory 
obligations. 

• Provide assurance to the Health Board, Integration Joint Boards and its Audit and 
Assurance Committees that risk management and internal control activities are 
proportionate, aligned, comprehensive, embedded and dynamic. 

• Support decision making using a risk based approach. 
• Adopt ‘rules of engagement’ whilst working in partnership with external stakeholders that 

are clear and unambiguous to support a culture of engagement and collaboration.  

A good understanding and awareness of risks, based on the identification, assessment and 
mitigation processes as outlined in this Strategy, will enable the health Board to successfully 
deliver the vision as set out in our Healthcare Strategy 2016-2021: ‘Shaping the Future’ and the 
Health Board’s corporate objectives. 
I want NHS Forth Valley to be a high performing Health Board.  High performing organisations 
have good governance and management arrangements in place.  I believe effective risk 
management is a key component of these arrangements.  This Strategy aims to support a risk 
management culture that encourages us to be risk aware but not risk averse.  
I want us to adopt good risk management behaviours and practice and this will requires all of us to 
be familiar with our systems, policies and processes and to be able to identify, assess and respond 
to risks within our operating environment.  Training and support will available to staff to underpin 
this Strategy.  
In summary, risk is unavoidable. It is an important part of life that allows us all to move forward and 
develop. Successful risk management is about ensuring that we have the correct level of control in 
place to provide sufficient protection from harm, without stifling our development. This Strategy 
sets out our approach to risk management and outlines the key objectives and responsibilities for 
the management of risk throughout our organisation.   
 
This Strategy applies to all staff and contractors who work on our NHS owned sites. It will be 
distributed in electronic format and made accessible to all staff through the Health Board’s staff 
intranet and internet sites. I believe we should not shy away from risk but instead seek to 
proactively manage it. This will allow us not only to meet the needs of today, but also be prepared 
to meet the future challenges of tomorrow. 
 
 
Cathie Cowan 
 
Cathie Cowan 
Chief Executive 
January 2019 
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Glossary of Terms 
Acceptable Risk. An everyday risk, minor in nature, occurring on a routine basis.  
 
Adverse Event. Any incident / near miss, event or circumstance arising during NHS 
service provision that could have or did lead to unexpected harm, loss or damage.  
 
Assurance. Stakeholder confidence in our service gained from evidence showing that risk 
is well managed.  
 
Contingency. An action or arrangement that can be implemented to minimise impact and 
ensure continuity of service when things go wrong.  
 
Consequence. Most predictable consequence to the individual or organisation if the 
circumstances in question were to occur.  
 
Controls. An existing process, policy, device, practice or other action that acts to minimise 
negative risk or enhance positive opportunities.  
 
Elimination of Risk. Do things differently and thus remove the risk where it is feasible to 
do so.  
 
Governance. The system by which organisations are directed and controlled to achieve 
objectives and meet the necessary standards of accountability, probity and openness in all 
areas of governance.  
 
Initial Risk. Based on the likelihood x consequence, this is the assessed level of risk if no 
controls were in place  
 
Internal Control. Corporate governance arrangements designed to manage the risk of 
failure to meet objectives.  
 
Likelihood. Used as a general description of probability or frequency which can be 
expressed quantitatively or qualitatively.  
 
Mitigating Controls. Something done to minimise risk to an acceptable level either by 
reducing the likelihood of an adverse event or the severity if its consequences or both.  
 
Partnership. Way of working where staff at all levels, and their representatives, are 
involved in developing and putting into practice the decisions and policies which affect 
their working lives.  
 
Current Risk. Based on the likelihood x consequence, this is the assessed level of risk 
remaining after implementation of controls. 
 
Risk. The chance of something happening that will have an impact on the organisations 
ability to achieve its objectives.  
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Risk Appetite. The level of risk that an organisation is prepared to accept in pursuit of its 
objectives and before action is deemed necessary to reduce the risk. It represents a 
balance between the potential benefits of innovation and the threats that change will 
without doubt bring.  
 
Risk Assessment. The overall process of risk identification, risk analysis, risk evaluation.  
 
Risk Register. A risk management portfolio which allows the register and active 
management of risks. Its purpose is to help managers prioritise available resources to 
minimise risk to best effect and provide assurances that progress is being made.  
 
Risk Level. The classification of a risk expressed as a combination of its likelihood and 
severity of consequence.  
 
Risk Control Measure. An action undertaken that will reduce risk to an acceptable level 
either by reducing the likelihood of an adverse event or the severity of its consequences or 
both.  
 
Risk Escalation. The process of delegating upward, ultimately to the Board, responsibility 
for the management of a risk deemed to be impossible or impractical to manage locally.  
 
Risk Management. The culture, processes and structures that are directed towards 
realising potential opportunities whilst managing adverse effects.  
 
Risk Management Framework. Set of elements of an organisation’s management 
system concerned with managing risk. These include strategic planning, decision making 
and other strategies, processes and practices for dealing with risk.  
 
Risk Tolerance. The acceptable level of variation relative to the achievement of a specific 
objective, and will be set at the time of assessment of a risk.  
 
Root Cause Analysis. Structured techniques to establish the true systematic causes of 
an event as opposed to its apparent causes.  
 
Severity. Most predictable consequences to the individual or organisation were the 
circumstances in question to occur.  
 
Significant Risk. A risk with a grading of high (orange) or very high (red) determined by 
using the Risk Grading matrix.  
 
Stakeholder. Those people and organisations who may affect, be affected by, or perceive 
themselves to be affected by a decision, activity or risk.  
 
Statement on Internal Control. A statement by the accountable office within the 
published Annual Report, required by HDL(2010)11, on the effectiveness of systems of 
internal control, for which risk management is a key component.  
 
Tolerable Risk. A risk that is allowed to exist so that certain benefit can be gained whilst 
there is an acceptable level of confidence that the risk is under control.  
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1. Approach to Risk Management   
1.1 Risk   

Risk is uncertainty of outcome, it is something that has not yet happened but has some 
probability of occurring.  The delivery of the Health Board’s corporate objectives is 
surrounded by uncertainty caused by actions or inactions and/or events which pose 
threats to success and/or offers opportunity for increasing success.  Our approach to 
managing our exposure to risk involves 5 key stages: 

1. Identification:  What are the risks at an individual, team/service and organisational 
level?  

2. Assessment/Evaluation:  What is the likelihood of the risk occurring and how severe 
will the risk impact be at an individual, team/service and organisational level?    

3. Management/Response:  What can we (individually, team/service/partnership, 
organisationally) do to reduce the impact of the risk where possible, considering the 
current risk level against the organisational risk appetite? 

4. Monitoring/Control:  Has the situation changed and/or are there new risks emerging? 
5. Reporting and Assurance 

1.2 Risk Management Objectives   
Good risk management is about identifying what might go wrong, what the consequences 
might be of something going wrong and finally deciding what we can do to reduce the 
likelihood or the impact of something going wrong.  

Our approach to risk management ensures that organisationally we can make better 
decisions through a good understanding of potential risks and their likely impact.   NHS 
Forth Valley in this regard is committed to the maintaining a systematic approach to the 
identification and management of all risks surrounding our activities past, present and 
future.   Our risk management objectives include: 

• Identifying and mitigating threats to the achievement of key strategic objectives 
• Raising awareness of the need for everyone to adopt consistent risk management 

behaviours and actions in our everyday business  
• Empowerment of all staff to make sound judgements and decisions concerning the 

management of risk and risk taking  
• Ensuring risk management is clearly integrated and evidenced in our organisational 

culture  
• Anticipating and responding to changing political, environmental, social, technology 

and legislative requirements and/or opportunities 
• Informing all strategic and operational decisions using a risk identification process that 

assesses risk likelihood and impact        
• Complying with health & safety and legislative requirements  
• Managing risk in accordance with our strategy and best practice 
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• Preventing injury and/or harm, damage and losses   

These objectives will be achieved by: 

• Clearly defining the roles, responsibilities and reporting lines for individuals, teams and 
assurance committees within NHS Forth Valley for risk management 

• Incorporating risk management issues in all Senior Leadership Team, Health Board, 
Integration Joint Board and Assurance Committees reports and when taking decisions  

• Demonstrating and reinforcing the importance of effective risk management principles 
in our everyday activities 

• Maintaining risk registers linked to the organisations corporate or strategic objectives at 
an: 

- operational service level - wards/departments 
- business unit level where this is appropriate – primary/community care 

(Partnerships), hospital and business support functions (e.g. HR, finance) 
- corporate level – whereby a risk is escalated  

• Safeguard is our risk management system and is an integral part of our risk 
management approach 

• Maintaining a health & safety management system that aligns with our risk 
management approach 

• Maintaining business continuity plans to ensure service continuity where there is a 
potential for an event to have a major impact on our ability to function and provide 
services 

• Monitoring and reviewing arrangements quarterly as part of our culture and 
commitment to ongoing learning and improvement     

• Additionally seeking to obtain assurance that controls relied on to mitigate key risks are 
effective 

1.3  Risk Management Structure 

The Board of NHS Forth Valley is corporately responsible for this Risk Management 
Strategy and for ensuring that significant risks are adequately controlled.  To support the 
Board a number of formal committees have been established and are responsible for 
various aspects of risk management, principally these are the Audit, Performance & 
Resources, Clinical Governance and Staff Governance Assurance Committees.  All Health 
Board Committees are responsible for monitoring the effective and efficient management 
of risks relevant to their areas of responsibility.  The Audit Committee has a responsibility 
for overseeing the operation of this risk management strategy (as distinct from the 
management of specific risks), taking assurance from the Senior Leadership Team. 

Diagram 1 illustrates NHS Forth Valley’s risk management structure and how they relate 
to the Chief Executive, Senior Leadership Team and Directorates/Partnerships 
responsibilities. 
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Diagram 1 – Risk Management Structure 

  

1.4 Roles and Responsibilities  

The role of the NHS Board is to provide leadership to NHS Forth Valley (the organisation) 
within a Corporate Governance framework that describes prudent and effective controls to 
enable risk to be appropriately assessed and managed. 

The Chief Executive has overall accountability for Risk Management.  The Chief 
Executive has delegated this responsibility to an Executive lead for Risk (Director of 
Finance).  The Executive Lead for Risk is responsible for formally reporting on a quarterly 
basis to the Board of NHS Forth Valley on the development and progress of Risk 
Management, and for ensuring that the Risk Management Strategy is implemented and 
evaluated effectively.   

The Non-Executive and Executive Directors also play key roles in the management of risk.  
The Executive Directors are accountable and responsible for ensuring the Corporate 
Directorates are implementing the Risk Management Strategy and related policies. For 
example:   
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• The Director of Finance for managing the Board’s principal risks relating to health and 
safety and risks relating to delivery of financial balance.   

• The Director of Nursing is responsible for managing the principal risks relating to 
infection control.  

• The Medical Director for managing the principal risks relating to patient safety. 
• The Director of Public Health for managing the principal risks relating to business 

continuity and service recovery, including major emergency and continuity planning. 
• The Human Resources Director for managing the principal risks relating to staff 

governance standards.   

The Non-Executives and Executives Directors have a collective responsibility as a 
Board of Governance to ensure that the Risk Management processes are providing them 
with adequate and appropriate information and assurances relating to risks against the 
Boards approved corporate objectives.   In addition, Non-Executive and Executive 
Directors are responsible for ensuring that they are adequately equipped with the 
knowledge and skills to fulfil this role.  Risk management training sessions will be provided 
as part of this Strategy launch in March 2019.   

The Head of Risk Management is responsible for maintaining and updating appropriate 
and compliant Risk Management policies and procedures.  In addition, this postholder will 
be responsible for ensuring the Board has a comprehensive and dynamic Risk register 
and working with Senior Managers and Professional Leads to ensure that they 
understand their accountability and responsibilities for managing risks within their areas. 

The Director Facilities and Infrastructure has responsibility for ensuring that safe systems 
of work are in place for the management of buildings, catering, transport, security and 
waste management risk. Specialist advice is sourced through appropriate channels where 
required. 

All staff are required to be conversant with the Risk Management Strategy and have a 
working knowledge of all related risk policies. In addition, all staff are required to 
acknowledge that risk management is integral to their working practice and comply with 
NHS Forth Valley (Board) policies, procedures and guidelines to protect the health, safety 
and welfare of any individuals affected by Board activity.  In the event of an incident or 
near miss, all staff have a duty to report all incidents in line with policies and to take action 
to reduce or eliminate further incidents.        
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2. Risk Management Process  
2.1  Risk Identification and reporting 

Risk identification is an ongoing process that determines what risks might threaten the 
delivery of the Health Board’s corporate objectives whether these are strategic or 
operational.  NHS Forth Valley aims to minimise the likelihood and impact or severity of 
risk events by the recording of all incidents or near misses through our Safeguard system - 
a patient safety and risk management software application to enable incidents to be 
logged, registers to be updated, and trends to be tracked as incident/adverse events occur 
and reduce future harm by prioritising risks and putting in place corrective actions.    

Risks can be identified from a number of sources, including: 

• Bi annual horizon scanning using a PESTLE approach led by the Board and involving 
the Senior Leadership Team 

• Changes in the authorising/operating environment 
• Planning as part of strategic, corporate and operational levels financial, service and 

workforce strategies/plans   
• Health Board Assurance Committees including the Audit Committee (role to monitor 

audit and performance risks), each Assurance Committee will seek assurance on risks 
and internal audit reports assigned to them  

• Projects (separate risk and issues and lessons learned logs)   
• Incident Management/Reporting    
• Inspections 

It is intended that a quarterly Risk Management report will be presented to the Health 
Board, the report will report on our corporate risks.  Assurance Committees will also be 
required to provide assurance supported by their designated Executive Director Lead on 
the management of corporate risks assigned to their area of scrutiny.  The Senior 
Leadership Team will act as the Risk Management Steering Group and minutes will be 
shared with the Audit Committee to enable it to fulfil its risk management oversight role to 
assure the Health Board. 

Risk Management KPIs will be developed and reported within the Risk Management 
report as part of this strategy to enhance annual risk assurance reporting. These will 
include: 

• Frequency of full review of the Corporate Risk Register; 
• Analysis of risks moving towards the risk appetite;   
• Percentage of risks reviewed/closed within agreed timescales; 
• Corporate Risk reporting to Board and Standing Committees; 
• Timely review of corporate, directorate, service and departmental risks. 

The Health and Social Care Integration Schemes for both Falkirk Integration Joint Board 
(IJB) and Clackmannanshire and Stirling IJB, detail the requirements and responsibilities 
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regarding Risk Management for the IJBs and constituent parties.  The IJBs will establish a 
Risk Management Strategy including a risk monitoring framework, and a Risk Register, to 
be maintained and shared between parties.  Risks on delegated services which are 
shared between parties will require to be communicated across partner organisations with 
clear responsibilities, ownership and timescales. 

2.2 Risk Assessment     

Following the identification of a risk, a risk will be assessed using the approved risk 
assessment process and included in the appropriate risk register. All risks will be 
assessed using a standard classification matrix set out below.  This classification will be 
applied consistently across NHS Forth Valley.  This will involve the assessment of risk in 
terms of likelihood and impact or consequences of occurrence and/or missed opportunity.  

Risk Classification Matrix 

  Impact 

Likelihood 

    Negligible Minor       Moderate Major Extreme 

    1 2 3 4 5 

Almost Certain 5 Medium  High High Very High Very High 

Likely 4 Medium Medium High High Very High 

Possible 3 Low Medium Medium High High 

Unlikely 2 Low Medium Medium Medium High 

Rare 1 Low Low Low Medium Medium 

 

2.3 Risk Appetite 

Risk appetite is the amount of risk that NHS Forth Valley is prepared to accept, tolerate or 
be exposed to at any point in time.  The Health Board may have different appetites for 
different categories of risk.  As part of the Health Board’s annual performance review, the 
Board will consider its risk appetite for each of the categories of risk as set out below: 

• Hungry (eager to be innovative and to choose options offering potentially bigger 
rewards despite greater inherent risk) 
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• Open (willing to consider all options and choose the one that is most likely to result in 
success, while also providing an acceptable level of reward) 

• Cautious (preference for safe delivery options that have a low degree of inherent risk 
and may only have limited potential for reward) 

• Minimalist (preference for ultra-safe business delivery options that have a low degree 
of inherent risk and only have a potential for limited reward) 

• Averse (avoidance of risk and uncertainty is a key organisational objective) 

The Health Board will need to consider the level and types of risk it is prepared to take in 
delivering its corporate objectives.  Table 1 below describes 5 risk categories that are 
aligned to our Corporate Objectives and will help the Health Board describe its risk 
appetite for each risk category. 

Table 1 - Risk Categories 

Risk Category Corporate Objective 
Strategic and Reputational: 
Implementing our vision and 
strategy 

• Plan for the future 
• Improve the Health and Wellbeing of the people of 

Forth Valley whilst reducing health inequalities  
 

Clinical • Improve our focus on safety and quality  
 

People • Value and develop our people  
(Board members are responsible for modelling the 
Heath Board’s Values through the management of 
people and engagement with stakeholders - 
People/Workforce agenda) 

 
Innovation and 
Transformation  

• Demonstrate behaviours that nurture, and support 
transformational change across our health and care 
system  
(Reform agenda - creating a culture that promotes 
improvement, integration and innovation) 

 
Finance and Sustainability • Demonstrate best value using our resources 

• Promote and build integrated services locally and 
regionally  
(Value and service/funding sustainability agenda) 

 
Performance  • Demonstrate best value using our resources 

(Ensure the Board meets and maintains its performance 
and delivery of key objectives and agreed LDP 
standards) 
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2.4 Risk Response 

All significant risks (high or very high) identified within a ward/department/service or on the 
and/or captured on the Corporate Risk Register will be required to have a supporting 
action plan that describes the activities being taken to mitigate the risk (or prevent the risk) 
to an acceptable tolerance level.  Risk management and our response can be captured in 
four key categories: 

• Prevent risk having determined that there is no missed opportunity: activities with a 
high likelihood and high impact should be avoided or terminated (e.g. project) to 
eliminate the risk or alternatively deliver in a different way   

• Mitigate risk: activities with a high likelihood of occurring but the impact is small is best 
addressed using management control systems including providing an alternative to 
reduce the risk 

• Transfer risk: activities with a low likelihood of occurring but with a high impact should 
be transferred to a third party (e.g. CNORIS) or in patient safety terms to another NHS 
Board who has the capability and capacity to care/manage the patient’s condition 
(regional and national agenda) 

• Accept risk: if the cost-benefit analysis determines the cost to mitigate the risk is higher 
than the cost to bear the risk then the response would be to accept and monitor the 
risk 

• Escalate Risk: as detailed in Section 2.6.      

It is important to note that risk is everyone’s responsibility.  Accountability for risk 
management is held at all levels of the organisation and everyone has a duty for taking 
appropriate action on a risk.  

2.5  Risk Registers and Mitigation  

Risk mitigation involves the actions and controls that managers and/or the Health Board 
intend to put in place to reduce or minimise the likelihood and/or impact should the risk 
occur.  The net risk is the residual risk which takes account of the mitigations.  It is good 
practice at this stage to determine our risk target or the tolerable level risk that is intended 
to aim for. 

Risk registers are a key component of our risk management arrangements. 
Wards/Departments/Partnerships/Directorates (and specific Projects) are expected to 
have active risk registers which when audited show documented evidence of a regular 
review process.   A single framework for the assessment, rating and management of risk 
operates throughout NHS Forth Valley.    Table 2 below describes the risk rating and the 
level of monitoring.  

 

 



14 
 

Table 2 – Risk Monitoring 

Risk 
Rating  

Priority Response Level of Monitoring 

Green  Low (score 
of 3 or 
below) 

Accept No further action or recording required.   

Yellow Medium 
(score of 4 
to 9) 

Mitigate Action required to mitigate risk to an 
acceptable tolerance level with monitoring 
as part of Operational Risk Register 
monitoring arrangements in place. 

Amber High (score 
of 10 to 16) 

Mitigate/Prevent Monitoring of actions at Risk Management 
Steering Group to mitigate and/or prevent 
risk to within an acceptable tolerance level. 

Red Very High 
(score of 16 
to 25) 

Prevent  Monitoring of action at SLT level to avoid 
activities to avoid /prevent risk. 

 

The Risk Register will capture risk to inform priorities/actions and monitoring of agreed 
mitigating controls.  Each risk will be allocated a risk owner (s) who will be responsible for 
taking appropriate action to minimise impact.  Review of the risk register will be a standing 
management agenda item at Ward/Departments/Partnership/Directorates (and specific 
Projects) at team meetings to help inform planning, management decisions and priorities.   
Management Teams will be expected to regularly review and update their risk registers.  
The Risk Management Steering Group will be responsible for reviewing a risk register 
quarterly with the Management Lead (s). The Risk Management Steering Group will be 
required to report to the SLT quarterly.  This reporting will be synchronised to inform 
Health Board reporting. 

2.6 Risk Escalation 

This is a process that ensures significant risks identified that are deemed impossible or 
impractical to manage by a local team or function, are escalated appropriately following 
the Health Board’s line management arrangements.  Assessment and 
improvement/mitigation would then be monitored through inclusion in the Corporate Risk 
Register.  The natures of risks that may need to be escalated include: 

• Significant threat to achievement of Government objectives and/or standards 
• Assessed to be a substantial or intolerable risk, above the agreed risk appetite 
•  Widespread beyond local area span of control 
• Significant cost of control beyond scope of budget holder 
• Potential for significant adverse publicity 
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3 Aligned Risk Strategies 
3.1 Health and Safety 

Managing Health & Safety is a legal requirement and in this regard NHS Forth Valley is 
fully committed to promoting the health, safety and welfare for its entire staff. The Health 
Board will provide leadership to ensure that exemplary health and safety practices are 
firmly embedded throughout our organisation to provide a secure and healthy environment 
in which to work.  There is an obligation upon every line manager to ensure that staff are 
informed and instructed with regards to health and safety training and that such activity is 
properly recorded and records maintained. Staff also have a responsibility to ensure that 
they are compliant with the Health & Safety Policy (here) and participate in training 
opportunities (at least annually). 

3.2 Patient safety 

Risk Management is a process by which we identify factors which may prevent us from 
providing person centred, safe and effective care.  Risk can occur in a variety of ways, for 
example as a result of changes in how/where we deliver care and/or services. At the heart 
of our services are our patients and part of our risk process includes ensuring that any 
areas where patient safety may be compromised or where something is identified that may 
have the potential to cause harm to our patients, is managed.  Identifying and reporting 
safety issues early ensures that we can put in place controls to reduce the likelihood of 
those risks happening again.  

As a Health Board we place  the  quality  of  patient  care,  especially  patient  safety,  
above  all  other aims.  By prioritising patient safety we are asking staff to report all 
incidents or near misses and in return we can together build a fair culture that embraces 
transparency, learning and continual improvement.  To help us deliver on this ambition we 
also align safety with our person centred agenda and by listening to what our patients tell 
us through ‘their stories/experience’, complaints and surveys.  It is intended that we:  

• Adopt a ‘no needless’ quality improvement approach to promote: 
 no needless deaths 
 no needless pain or suffering 
 no helplessness in those served or serving 
 no unwanted waiting (e.g. excludes people not able to attend due to ‘social 

unavailability’) 
 no waste 
 no one left out  

• Lead a review Assurance Committee Improvement Frameworks as a part of 
overhaul of risk management arrangements 

• Lead the redesign of Board Performance reporting 
• Invest in QI cohorts to build capacity and capability in improvement 

methods/behaviours 
• Direct and oversee a review of quality walk rounds 
• Support risk management training to align with Launch of this Strategy  

https://policies.staffnet.fv.scot.nhs.uk/health-and-safety/
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3.3 Emergency planning and business continuity  

Emergency Planning and Business Continuity are also integral parts of this risk 
management strategy and the Board has in place a Major Emergency Procedure 
supported by a number of specific Emergency Plans which cover responses to particular 
threats. In addition all of our teams and services have in business continuity plans in place 
to reduce any disruption to services in the event of incident.   
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FORTH VALLEY NHS BOARD  
TUESDAY 29 JANUARY 2019  
 
 
10.1  Risk Management Strategy  
For Approval 
 
Executive Sponsor: Mrs Cathie Cowan, Chief Executive 
 
Author: Mrs Cathie Cowan, Chief Executive and Mr Scott Urquhart, Director of Finance  
 
Executive Summary 
Effective Risk Management is a fundamental cornerstone of good Corporate Governance and 
Internal Control and is an essential component in delivery of the NHS Board corporate objectives. 
 
The NHS Board discussed risk management arrangements at the Board Seminar in December 
2018 and noted that an internal review of risk would be undertaken by the Chief Executive. This 
has now been concluded and the Risk Management Strategy has been updated accordingly to 
reflect NHS Forth Valley’s approach to risk management, outlining the key objectives and 
responsibilities for the management of risk throughout the organisation.  
 
Recommendation:     
The Forth Valley NHS Board is asked to: - 

• Approve the Risk Management Strategy 
• Note that the Corporate Risk Register will be presented to the NHS Board Seminar in 

February 2019  
 

Key Issues to be Considered:     
The Strategy sets out the 5 key stages to manage NHS Forth Valley’s exposure to risk, including 
identification, assessments/evaluation, management/response, monitoring/ control, reporting and 
assurance. These will ensure a good understanding of the potential risks and their likely impact 
which will inform the decisions required to address. 
 
Although the Chief Executive has the overall accountability for Risk Management, the responsibility 
has been delegated to the Director of Finance (Executive Lead for Risk) who will ensure 
implementation of the Strategy and provide quarterly updates to the NHS Board. Non-executives 
and Executive Directors also have a collective responsibility to ensure the risk management 
processes are providing them with adequate and appropriate information and the assurances 
relating to risks against Forth Valley NHS Board’s approved corporate objectives. 
 
The work to review the Corporate Risk Register (CRR) was concluded at the Senior Leadership 
Team on 24 January 2019 and the finalised full review of the CRR will be presented to the NHS 
Board’s Seminar in February 2019 as part of the wider governance review. 
  
Financial Implications 
There are no specific implications in respect of this Strategy. 
 
Workforce Implications 
There are no specific implications in respect of this report however the Risk Management will 
provide further clarity and guidance for staff and support high quality, safe and sustainable health 
services. 
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Risk Assessment 
Management of organisational risk is incorporated within the Strategy 
 
Relevance to Strategic Priorities 
Appropriate management of risk is integral to delivering our corporate objective sand 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. 
 
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 
Draft document has been to Audit Committee and Senior Leadership Team for discussion and 
comment. 
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Foreword 
 
NHS Boards across the UK operate in an increasingly demanding environment. The impact of 
demographic change and the growth in long term health conditions bring their own challenges at a 
time of financial constraint.   

 
Good governance is essential in addressing the challenges the public sector faces and providing 
high quality, safe, sustainable health and social care services depends on NHS Boards developing 
robust, accountable and transparent corporate governance systems. 
 
Governance issues are increasing in the public sector, as is the public interest in governance 
problems being experienced by public bodies. 
 
The Scottish Government and the NHS Chairs Group have recognised the need to ensure that the 
governance arrangements in NHS Scotland keep pace with the changing policy and financial 
environment. The changes in how services are delivered and who is responsible for delivery as a 
result of health and social care integration also need to be considered.  In response to this 
challenge, the Scottish Government commissioned a review of best practice in corporate 
governance with the aim of providing a blueprint for an effective corporate governance system that 
could be adopted across NHS Scotland.   
 
This document emphasises the importance of good corporate governance, introduces a refreshed 
corporate governance blueprint and describes how adopting this blueprint can help NHS Boards 
improve their corporate governance system and deliver a consistent and transparent governance 
approach.  
  
We would like to thank all those in the Scottish Government, NHS Scotland and the other public 
and private sector organisations who have contributed to this review into best practice in corporate 
governance. We are also grateful to NHS Highland and NHS Tayside for providing an opportunity 
to test the application of the corporate governance blueprint in a live environment. This has given 
us confidence that the approach described in this report has the potential to improve corporate 
governance across NHS Scotland. 
 
 
 
 
 
 
  
John Brown CBE Susan Walsh OBE 
NHS Greater Glasgow and Clyde   Health Improvement Scotland 
NHS Tayside 
 
 
 
 
15th October 2018 
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1. Introduction  
 

The Review 
 
1.1 The purpose of this report is to provide the Scottish Government and the NHS Chairs 

Group with the findings of the latest review of best practice in corporate governance and 
includes details of a refreshed corporate governance blueprint for NHS Scotland.  
 

1.2 The scope of this review did not include the governance arrangements of the integrated 
health and social care system or the delivery of the national and regional planning 
initiatives being developed to deliver the NHS Scotland Health and Social Care Delivery 
Plan. These issues are key to the success of the Delivery Plan and are the subject of other 
initiatives currently being taken forward by NHS Scotland, working in partnership with 
COSLA as appropriate.  
 

1.3 As the principles and framework that the governance blueprint offers can equally be 
applied to the Integration Joint Boards and the arrangement currently being developed to 
implement regional service planning, this report will be shared with colleagues considering 
those challenges. 

 
Describing Corporate Governance 

 
1.4 The UK Corporate Governance Code defines corporate governance as the system by 

which organisations are directed and controlled.   
 

1.5 While this definition remains relevant today, the Independent Commission on Good 
Governance in Public Services emphasised that effective governance also leads to good 
management, good performance, good stewardship of public money, good public 
engagement and ultimately good outcomes.   

 
1.6 The Commission also stated that weak or ineffective governance fosters low morale and 

adversarial relationships that lead to poor performance or even, ultimately, to dysfunctional 
organisations. Therefore, effective governance is essential in addressing the challenges 
the NHS faces in Scotland.  

 
1.7 The purpose of corporate governance is to facilitate effective, innovative and prudent 

management that can deliver the long–term success of the organisation.  
 

1.8 In the NHS corporate governance includes not only financial, staff and information 
governance but also clinical and care governance and the governance of clinical education 
and training. 
 

1.9 Corporate governance is about what the Board does and should be distinguished from the 
day-to-day operational management of the organisation by the Executive Leadership 
Team.  A good governance system helps individuals avoid the tension and conflict that can 
arise in an organisation where these boundaries are not clear.  
 

1.10 Corporate governance involves setting strategic aims; holding the executive to account for 
the delivery of those aims; determining the level of risk the Board is willing to accept; 
influencing the organisation’s culture; and reporting to stakeholders on their stewardship. 
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Leadership and Corporate Governance 
   
1.11 When considering the importance of good governance, and the place of the Board in 

achieving this, it is important to acknowledge that securing high quality, effective and 
efficient organisational performance also relies on the leadership skills of Board Members 
and members of the Executive Team.   
 

1.12 If the NHS is to achieve the ambitions of the Scottish Government, then work on 
developing leadership capability and capacity must be carried out in parallel to work on 
enhancing governance.  This work is being taken forward by NHS Education Scotland and 
includes initiatives on Board leadership, executive leadership and clinical leadership.  
 

2. The Corporate Governance Blueprint  
 
Constructing the Blueprint 
 
2.1 To construct a blueprint that clearly defines an effective corporate governance system, the 

review team considered multiple sources of evidence, including governance frameworks, 
models and codes of conduct, such as that of the Care Inspectorate, CIPFA and the UK 
Corporate Governance Code.  
 

2.2 The NHS Chairs Group’s Quality Portfolio Committee’s work and publications on improving 
Board effectiveness were also considered in the construction of the blueprint.  As was the 
Scottish Parliament Health and Sport Committee’s review of the governance of the NHS in 
Scotland. 
 

2.3 The review team also systematically sourced academic literature and grey literature, for 
example, Parliamentary Audit Committee Reports from both the UK and Scottish 
Parliaments and other governance codes.  A list of the research material examined by the 
review team is included as Appendix One.  
 

2.4 Finally, the team also looked at other lessons learned from positive governance initiatives 
and failures across the UK public sector.  

 
Using the Blueprint 
 
2.5 By creating a corporate governance blueprint for NHS Scotland, the review team expect to 

not only create a shared vision of what a good governance system looks like but also to 
support the following activities: 

 
- Setting standards for corporate governance in NHS Scotland by defining the functions, 

enablers and support required of an effective governance system. 
 

- Contributing to the development of the policies and processes required by the Scottish 
Government’s Public Appointments Team by describing the skills, experience and 
diversity required by NHS Board Members to deliver the corporate governance 
functions. 
 

- Improving the induction training, targeted education and the development activities 
available to Board Members by highlighting the skills required to deliver their roles and 
responsibilities. 
 

- Supporting the Board in holding the NHS executive leadership to account by providing a 
template for the design of assurance information systems.  
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- Ensuring administration arrangements effectively support the operation of the 
governance system by describing the Board’s expectations of the Board Administrator 
and their support team. 

 
- Facilitating the performance appraisal of Board Members by clearly describing their 

roles and responsibilities and the values and standard of behaviours expected of them, 
individually and collectively. 

 
Ownership of the Blueprint 
 
2.6 Ownership of the corporate governance blueprint rests with the Cabinet Secretary for 

Health & Sport, the Scottish Government and the NHS Scotland Chairs Group.  To 
discharge this responsibility, a forum is required to provide the necessary leadership, 
support and guidance to the development of NHS Scotland’s approach to corporate 
governance.  The terms of reference and membership of this steering group have still to be 
finalised but they should include the following remit: 
 
- To set the standards for corporate governance in NHS Scotland by approving the 

framework and blueprint to be applied across all 22 NHS Boards. The blueprint will 
define the functions, enablers and support required of an effective governance system. 
 

- To input to the development of the policies and processes required by the Scottish 
Government’s Public Appointments Team to ensure NHS Boards have the appropriate 
skills, experience and diversity to deliver their functions. 
 

- To commission and approve the induction and skills training and the development 
activities required to support Board Members in delivering their roles and 
responsibilities. 

 
- To commission and approve an appropriate assurance information system to support 

Boards in holding the NHS executive leadership to account.  This to include introducing 
national systems to report on service delivery, human resources, finance and risk. 
 

- To oversee the arrangements for the procurement, delivery and evaluation of the 
Internal and External Audit services being delivered to NHS Boards. 
 

- To commission and approve effective administration arrangements for NHS Boards, 
including templates for Standing Instructions, Schemes of Delegation, Sub-Committee 
Terms of Reference, etc. 
 

- To agree the Non-Executive resources required to deliver the governance functions and 
recommend the appropriate level of remuneration for the variety of Non-Executive roles 
across NHS Scotland. 
 

- To determine and roll out an effective performance appraisal system for Board 
Members that reflects the functions and roles described in the governance blueprint. 
 

- To determine and roll out an appropriate system for reviewing Board effectiveness, 
including annual self-assessments by Boards and external validation of these 
assessments at regular intervals. 

 
- To commission and approve written guidance on corporate governance arrangements 

in NHS Scotland. 
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- To advise and support NHS Scotland colleagues in discussions with COSLA 
concerning the development of more effective governance arrangements for the 
integrated health and social care system in Scotland. 
 

- To oversee the conduct of any external, ad-hoc reviews of NHS Boards; ensuring 
lessons learned are shared across other Boards as appropriate. 
 

- To engage with key stakeholders to ensure that NHS Scotland arrangements 
continuously improve and reflect best practice in corporate governance in the public 
sector. 
 

- To promote and share the NHS Scotland approach to colleagues in other parts of the 
public sector. 

 
The Model  
 
2.7 The corporate governance blueprint developed by the review team describes a three-tiered 

model that defines the functions of a governance system, the enablers and the support 
required to effectively deliver those functions.   

 

 
 
2.8 What distinguishes this model from other governance models is its clear acknowledgement 

of the importance of how the Board approaches the achievement of its strategic aims and 
objectives as well as its focus on performance and outcomes. Although the model is 
presented as three distinct sections, they are in reality inter-dependent. 
 

2.9 As the values, attitudes and behaviours that individuals demonstrate through their work as 
Board Members and Executive Team members play a major part in influencing the 
organisation’s culture and ethos, we contend that having positive values, attitudes and 
behaviours underpin Board success. 
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The Functions 
 
2.10 The detailed version of the blueprint defines the functions of a corporate governance 

system as: 
 

- Setting the direction, clarifying priorities and defining expectations. 
 

- Holding the Executive Leadership Team to account and seeking assurance that the 
organisation is being effectively managed.  

 
- Managing risks to the quality, delivery and sustainability of services. 
 
- Engaging with stakeholders.  
 
- Influencing the Board’s and the organisation’s culture. 

 
The Enablers 

 
2.11 The enablers identified in the blueprint are:  

 
- Acquiring and retaining the necessary skills, experience and diversity at Board level. 

 
- Defining clear roles, responsibilities and accountabilities for the Board Members and the 

Executive Leadership Team. 
 

- Creating relationships and conducting business in line with agreed values and 
standards of behaviour. 

 
The Support 
 
2.12 The blueprint also identifies three categories of the support required for effective 

governance: 
 

- Assurance information systems that help the Board to hold the Executive Leadership 
Team to account. 
 

- Audit services that provide the Board with independent assurance. 
 

- Administration arrangements that ensure the smooth operation of the Board and its sub-
committees. 

 
 
3. Delivering the Functions 
 
Setting the Direction 
 
3.1 To set the direction the NHS Board should: 
 

- Provide leadership, support and guidance to the organisation, including determining the 
organisation’s purpose and ambition.  
 

- Approve the strategies and plans to deliver the policies and priorities of the Cabinet 
Secretary for Health and Sport and the Scottish Government. 
 

- Allocate the budgets and approve the capital investments required to deliver strategic 
and operational plans. 
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- Agree aims, objectives, standards and targets for service delivery in line with the 

Scottish Government’s priorities 
 
Holding to Account 
 
3.2 In order to hold the Executive Leadership Team to account the Board should: 
 

- Monitor, scrutinise, challenge and then, if satisfied, support the Executive Leadership 
Team’s management of the organisation’s activities in order to ensure that the 
organisation’s aims, objectives, performance standards and targets are met. 
 

- Safeguard and account for public money to ensure resources are used in accordance 
with Best Value principles. 
 

- Ensure compliance with the requirements of relevant regulations or regulators.  
 

- Ensure the application and implementation of fair and equitable systems of pay and 
performance management for the Executive Leadership Team. 

 
- Ensure continuous improvement is embedded in all aspects of service delivery, 

identifying system failures and receiving assurances of remediation action 
 
Assessing Risk 
 
3.3 Assessing risk requires that the Board should: 
 

- Agree the organisation’s risk appetite. 
 

- Approve risk management strategies and ensure they are communicated to the 
organisation’s staff.  

 
- Identify current and future corporate, clinical, legislative, financial and reputational risks. 
 
- Oversee an effective risk management system that assesses level of risk, identifies 

mitigation and provides assurance that risk is being effectively treated, tolerated or 
eliminated. 

 
Engaging Stakeholders 
 
3.4 To effectively engage with its stakeholders the Board should: 
 

- Involve stakeholders in the development of policies and the setting of priorities. 
 

- Take into account the views of stakeholders when designing services. 
 

- Ensure priorities are clear, well communicated and understood by all stakeholders, 
including staff, service users and the general public. 
 

- Establish and maintain public confidence in the organisation as a public body. 
 

- Report on stewardship and performance and publish an Annual Report and Accounts.  
 
- Contribute to the development of Scottish Government policies. 
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Influencing Culture 
 
3.5 To influence the organisation’s culture the Board should: 
 

- Determine and promote shared values that underpin policy and behaviours throughout 
the organisation. 
 

- Demonstrate the organisation’s values and exemplify effective governance through 
Board Members’ individual behaviours. 

 
- Develop a cultural blueprint consistent with the organisation’s purpose and ambition that 

describes an organisation where: 
 

- People are treated fairly, with respect and valued for their individual differences. 
 

- People are clear about their objectives and are sufficiently challenged. 
 

- People have an input to how they deliver their responsibilities and are involved in 
relevant decisions that affect their work. 
 

- People are well informed and get the right information, at the right time, delivered in 
the right way. 
 

- People receive the right training at the right time. 
 

- Encourage a leadership approach where: 
 

- Leaders are sufficiently visible and give a clear sense of purpose and ambition. 
 

- Leaders help people understand how they contribute to achieving the Board’s 
purpose and ambition. 
 

- Leaders recognise good performance and deal with poor performance. 
 

- Leaders encourage people to challenge and look for ways to improve 
performance. 
 

- Leaders help people identify and make best use of development and career 
opportunities. 

 

4. Describing the Enablers 
 
Skills, Experience and Diversity 
 
4.1 Research has shown that Boards require a common set of competences and experience in 

order to discharge the minimum level of their responsibilities.  Clearly having a highly skilled 
and diverse Board membership, with rich life and work experience would be preferable and 
beneficial; however, not every member of the Board will require every skill or experience.  It 
is the responsibility of the Chair to ensure across the Board, all necessary skills, experience 
and diversity are present. This includes determining the Board’s requirements during 
recruitment and the on-going development of the skills of existing Board Members. 
 

4.2 The principles and personal attributes that individuals bring to the Board are as important 
as their skills and knowledge. These qualities enable Board Members to use their skills and 
knowledge to function well as part of a team and to make an active contribution to effective 



A Blueprint for Good Governance  

Page | 10 

governance. The personal attributes that are required to ensure Board Members add value 
to the Board include being: 

 
- Committed - able to devote the required time and energy to the role and being 

ambitious to achieve best possible outcomes for patients and service users.  
 
- Confident - demonstrating an independence of mind, be able to lead and contribute to 

constructive conversations, to express their opinion and to play an active role on the 
Board.  

 
- Critical - valuing their role as critical friend which enables challenge and support, self-

reflection and the pursuit of learning and development opportunities to improve their 
own and whole Board effectiveness.  

 
- Creative - able to challenge conventional wisdom and be open-minded about new 

approaches to problem-solving; recognising the value of innovation and creative 
thinking to organisational development and success. 

 
Skills 
 
4.3 To effectively operate an effective governance system Board Members should have the 

following skills: 
 

- The insight into the organisation and an awareness of its operating environment. 
 
- The capacity to question and challenge constructively. 
 
- The ability to analyse and review complex issues, weighing up conflicting opinions and 

making evidence-based, well-informed and risk-assessed decisions. 
 
- The interpersonal skills to communicate and engage with a wide range of organisations 

and individuals. 
 

- The confidence and self-awareness to Chair, or participate as a member of, key 
committees that support corporate governance.  

 
Board Membership should collectively cover all of these areas and where there are gaps 
these should be filled by alternative means. 

 
Experience 
 
4.4 Board Members should have experience gained in the public, private, third or voluntary 

sectors of some of the following: 
 
- Leadership. 
 
- Strategic planning. 
 
- Change management. 
 
- Operations management. 
 
- Financial management.  
 
- Risk management 
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- Patient/service user experience 
 

- Procurement.  
 
- Capital investment. 
 
- Human Resources management. 
 
- Customer relationship management. 

 
- Digital/Information Technology. 
 
- Media and communications. 
 
- Legal issues. 
 
- Equality and diversity issues. 

 
Diversity 
 
4.5 Whilst Board Members do not represent any particular group, it is advantageous to secure 

a diverse range of people to join Boards.  Diversity has been demonstrated as bringing 
many benefits to Boards.  Boards should therefore actively pursue widening access and 
inclusion initiatives to bring greater diversity to their membership and encourage 
applications from a wide range of talented people irrespective of their religion or belief, 
gender, age, gender identity, disability, sexual orientation, ethnic origin, political belief, 
relationship status or caring responsibilities. 
 

4.6 Applications should be particularly welcomed from groups currently under-represented on 
Scotland’s public bodies, such as women, disabled people, those from minority ethnic 
communities, and people aged under 50.  Boards should also be mindful of the Gender 
Representation on Public Boards (Scotland) Act 2018 which describes the ‘gender 
representation objective’ for a public board as having 50% of Non-Executive members who 
are women. 

 
Roles, Responsibilities and Accountabilities 
 
4.7 There should be clarity and a common understanding of the roles and responsibilities and 

accountability of the groups and individuals involved in the corporate governance system, 
namely: 

 
The Chair 
 
4.8 The Chair is personally responsible for: 
 

- Leadership of the Board, ensuring that it effectively delivers its functions in accordance 
with the organisation’s corporate governance arrangements. 
 

- Appointing Board Members to Standing Committees, Integration Joint Boards and other 
roles within the NHS Board and partner organisations. 

 
- Keeping the organisation’s governance arrangements and the Board’s effectiveness 

under review. 
 
- Setting the agenda, format and tone of Board activities to promote effective decision 

making and constructive debate. 
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- Developing the capability and capacity of the Board by advising on the appointment of 

Board Members; appraisal and reporting on their performance; identifying appropriate 
training and development opportunities; and ensuring effective succession planning is in 
place.  

 
- Providing performance management and development opportunities for the Chief 

Executive. 
 
- Representing the organisation in links with Ministers, the Scottish Parliament and other 

key stakeholders. (Dual responsibility with the Chief Executive.) 
 
The Vice Chair 
 
4.9 In addition to that of a normal Board Member, the role of the Vice Chair to: 
 

- Deputise for the Chair as required in any of his/her duties. 
 

- Chair key Committees.  
 

- Provide support and assistance to the Chair in carrying out his/her responsibilities. 
 

- Act as a ‘sounding board’ and ‘critical friend’ to the Chair, Board Members and 
members of the Executive Team.  
 

- Provide an alternative route for other Board Members to raise issues or concerns if they 
are unable to do so with the Chair. This is an important part of the checks and balances 
within governance and accountability and is analogous to the role of Senior 
Independent Governor recommended in the UK Code of Corporate Governance. 

 
The Board Members 
 
4.10 Board Members are personally responsible for: 

 
- Ensuring the Board keeps focus on developing and maintaining its strategic direction in 

order to deliver the Scottish Government's policies and priorities. 
 

- Providing effective scrutiny, challenge, support and advice to the Executive Leadership 
Team on the delivery of the organisation’s aims, objectives, standards and targets. 
 

- Contributing to the identification and management of strategic and operational risks.  
 

- Bringing independence, external perspectives and impartial judgement to the business 
of the Board to support evidence-based, well-informed and risk-assessed decision 
making at Board meetings. 
 

- Upholding the highest standards of integrity and probity and acting in accordance with 
the principle of collective and corporate responsibility for Board decisions. (No member 
is appointed on a representative basis for any body or group.) 
 

- Undertaking ongoing personal development activities. 
 

- Understanding and promoting diversity and equality. 
 

- Engaging with stakeholders, including service users, the public, managers and staff. 
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In addition to discharging the above responsibilities, Board Members may also be required  
 to support the business of the Board by chairing committees and meetings. 

 
These responsibilities apply to all Board Members, including Non-Executive, Executive and 
Stakeholder Members. 

 
The Chief Executive 
 
4.11 In addition to their responsibilities as a Board Member, the Chief Executive is personally 

responsible for: 
 

- Developing the policies, strategies and plans required to deliver the organisation’s 
purpose and ambition. 
 

- Building the organisational capability and capacity necessary to deliver the agreed 
outcomes and objectives. 
 

- Leadership of change where required to improve services, including development of 
joint working with other organisation involved in the delivery of health and social care on 
a local, regional and national basis. 

 
- Leadership and day-to-day management of the organisation and its staff, ensuring the 

Board’s decisions are implemented and the organisation’s aims, objectives, standards 
and targets are met. 
 

- Proper management of public funds and for ensuring the regularity, propriety and value 
for money in the management of the organisation. Accountability for this function is 
directly to the Scottish Parliament under Section 15 of the Public Finance and 
Accountability (Scotland) Act 2000. 
 

- Introducing an appropriate management structure and recruiting, training and 
developing an Executive Leadership Team that will deliver an appropriate and effective 
leadership and management approach for the organisation. 
 

- Representing the organisation in links with Ministers, the Scottish Parliament and other 
key stakeholders. (Dual responsibility with the Chair.) 

 
The Executive Leadership Team 
 
4.12 Members of the Executive Leadership Team are personally responsible for: 
 

- Providing advice and support to the Board to assist in the development of strategies 
and policies to deliver the Scottish Government’s priorities. 
 

- Developing strategic and operational delivery plans and processes to implement the 
Board’s decisions. 

 
- Monitoring progress towards aims, objectives, performance standards and targets for 

service delivery and providing the Board with appropriate information on performance, 
expenditure, issues, risks and successes. 
 

- Developing the organisation’s capability and capacity to meet the Board’s current and 
future expectations. 
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The Board Secretary 

4.13 The Board Secretary is personally responsible for: 
 
- Leading the continuous development and implementation of the Board’s corporate 

governance system, providing expert advice and support to the Chair, Chief Executive, 
Board Members and other stakeholders on governance matters as required. 

 
- Providing advice and guidance to ensure the Board acts within its legal authority and 

statutory powers and that its Members comply with the Ethical Standards in Public Life 
(Scotland) Act (2000) and the Model Code of Conduct for Members of Devolved Public 
Bodies (2014). 
 

- Ensuring that Board business is conducted in a spirit of openness and transparency. 
 

- Managing the administrative and secretarial support to the Board and other appropriate 
governance Committees to deliver effective administration support to Board business. 

 
- Providing personal support and guidance to the Chair and Chief Executive and 

managing the business of their private office, including the handling  of Parliamentary 
Questions and enquiries from Ministers and other elected representatives,   
 

Values Relationships and Behaviours 
 
4.14 Board Members should consider what is expected of them individually and collectively in 

terms of demonstrating the values, conducting the relationships and demonstrating the 
behaviours expected of a NHS Board.   

 
Values 
 
4.15 Board Members are expected to demonstrate and uphold the core values of NHS Scotland, 

as published in the 2020 Workforce Vision Everyone Matters in June 2013. These values 
are: 
 
- Care and compassion. 

 
- Dignity and respect. 

 
- Openness, honesty and responsibility. 

 
- Quality and teamwork. 
 

Behaviours 

4.15 The standards of behaviour expected from Board Members are laid down in the Model 
Code of Conduct for Members of Devolved Public Bodies (2014). This document describes 
the key principles underpinning public life in Scotland as: 

 
- Duty. 

 
- Selflessness.  

 
- Integrity.  

 
- Objectivity.  

 



A Blueprint for Good Governance  

Page | 15 

- Accountability and stewardship.  
 

- Openness.  
 

- Honesty. 
 

- Leadership. 
 

- Respect.  
 
4.16 Board Members must also comply with the Board’s rules regarding remuneration; 

allowances; expenses; gifts and hospitality; lobbying; registration of interests; and the 
confidentiality of information. 

 
Relationships 
 
4.17  Board Members should apply the values of NHS Scotland and the principles of the Model 

Code of Conduct for Members of Devolved Public Bodies to their dealings with fellow 
members of the Board, its employees and other stakeholders.  
 

4.18  Board Members should also observe the principles of this Model Code in dealings with the 
public when performing duties as a member of the Board.  
 

4.19  Board Members must respect the Chair, colleagues and management and staff in meetings 
and comply with rulings from the Chair in the conduct of the business of Board meetings. 

 
 
5. Providing the Support 
 
5.1 To support the Board in delivering good governance, the organisation needs to provide 

suitable assurance information systems, effective audit services and efficient administrative 
arrangements.  

 
Assurance Information Systems 
 
5.2 The Board should commission assurance information systems that deliver the necessary 

information to assist them in obtaining assurance on the delivery of the organisation’s 
strategic, operational and financial plans.   

 
5.3 The assurance information systems should be designed to provide frequent and informative 

performance and financial reports to assure the Board that it is delivering safe, accessible, 
quality, affordable and sustainable services. These systems should deliver relevant, 
accurate and timely information on: 

 
- Performance Management. 

 
- Quality Management. 

 
- Financial Management. 

 
- Human Resource Management. 

 
- Change Management. 
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- Risk Management.  
 

- Information Management. 
 
5.4 The assurance information systems should also measure the organisation’s performance 

by benchmarking results against those of similar organisations.   
 
Audit Services 
 
5.5 The corporate governance system includes the audit services required to provide the Board 

and key stakeholders with assurance that the system of internal controls is functioning as 
intended. 

 
Internal Audit 
 
5.6 The role of the internal audit team should include: 
 

- Reviewing accounting and internal control systems. 
 

- Reviewing the economy efficiency and effectiveness of operations.  
 

- Assisting with the identification of significant risks. 
 

- Examining financial and operating information. 
 

- Special investigations. 
 

- Reviewing compliance with legislation and other external regulations. 
 
To ensure that internal audit is an independent objective assurance activity, the Board 
should ensure that the internal auditors are independent of executive management and 
should not have any involvement in the operations or systems they audit.  The Head of 
Internal Audit should report directly to the Audit Committee and the Chief Executive, but 
also have direct access to the Board Chair.   
 

External Audit 

5.7 Boards employ external auditors primarily to give an independent opinion on the annual 
report and accounts. The role of the external auditors also includes reviewing and reporting 
on the arrangements within NHS Boards to manage their performance, regularity and use 
of resources such as money, staff and assets. In doing this, external auditors add value by 
supporting improvement and accountability 
 

Audit Committee 

5.8 The Board’s Audit Committee has a key role in ensuring the effectiveness of the internal 
audit functions including: 
 

- Overseeing the selection process for new internal auditors. 
 

- Reviewing and agreeing the annual internal audit work plan. 
 

- Ensuring recommendations are actioned by the Executive Leadership Team. 
 

- Disseminating audit reports to the relevant Board Committees. 
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- Encouraging the use of audit reports as improvement tools.  

 
- Monitoring and assessing the effectiveness of the audit team. 

 
- Approving the appointment and termination of the Head of Internal Audit. 

 
The Audit Committee is also responsible for oversight of the Board’s relations with the 
external auditors, including reviewing the scope of the annual audit plan.  
 

Administration Arrangements 
 
5.9 The administration arrangements required to support the Boards consist of: 
 

- Development of a strategic planning cycle that clearly indicates where the Board is 
involved in considering options, debating risk, giving approval and thereafter in 
monitoring delivery of the Board’s strategic plans. 

 
- An integrated annual work programme and coordinated timetable for Board meetings, 

Board seminars and Committee meetings. This programme should not only ensure that 
strategic planning is co-ordinated and the appropriate level of scrutiny is delivered, but 
also that decisions are taken in a logical sequence.  
 

- A standard template and guidance on writing papers and reports, including setting the 
requirements for financial assessment and risk assessment of the impact of options 
presented to the Board. 

 
- Secretariat support for meetings. 

 
 
6. Assessing Effectiveness 
 
6.1 In order to assess the effectiveness of a corporate governance system and report 

appropriately, it is important to have a consistent and systematic approach to assessing the 
Board’s current arrangements.  

 
6.2 Using the corporate governance blueprint to support the systematic audit of the current 

status of the functions, enablers and systems that make up the governance system will 
ensure that the criteria against which an assessment is being made is valid, reliable and 
transparent and that it represents best practice in corporate governance.   

 
Self-assessment  
 
6.3 The Board should annually assess the effectiveness of the corporate governance system, 

conducting a self-assessment to review progress with the development plan and identify 
any new and emerging issues or concerns.   
 

6.4 Therefore the self-assessment questionnaire used by NHS Boards should be drafted to 
include questions on the delivery of the functions, enablers and support described in the 
corporate governance blueprint. 
 

Independent Reviews 
 
6.5 The self-assessment should be validated and enhanced by the Board commissioning a tri-

annual independent review of their corporate governance system.  
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6.6 The approach recommended for independent reviews involves using the governance 

blueprint to structure and facilitate the external review, is qualitative in nature and involves 
three strands:  

 
- Initial desk research exercise to consider relevant NHS Board documents. 
 
- Face-to-face interviews with Board Members and members of the Executive Leadership 

Team using a semi-structured interview technique based on the corporate governance 
blueprint described above.  These interviews should be conducted under Chatham 
House Rules and ensure all aspects of the governance system are discussed whilst still 
allowing interviewees to contribute their personal insights into the effectiveness of 
corporate governance. 
 

- Observation of Board and Standing Committee meetings. 
 

6.7 This approach not only allows the external review to triangulate data and strengthen the 
validity of findings but also is designed to not place undue pressures on busy NHS Boards 
and Executive Leadership Teams, nor require duplication of activity with other assurance 
frameworks.  

 
6.8 Once all the evidence gathering and assessment stages have been completed, any 

recommendations for improvement in the delivery of the governance functions can then be 
described in terms of developments to the enablers and systems in the governance 
blueprint.  A development plan can then be agreed to prioritise and deliver any actions 
necessary to meet these development needs, with scheduled reporting on progress to the 
NHS Board and the Scottish Government. 

 
6.9 Recognising that governance is a system which extends beyond the immediate corporate 

Board, the views of key stakeholders (including the Scottish Government) should also be 
gathered by the review team. 
 

6.10 Self-evaluation and tri-annual independent review should be supported by ad hoc thematic 
reviews of areas identified by the Board, for example, where governance issues have been 
identified in other sectors.   
 

 

 

 

 

 

 

 

October 2018 
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NHS Board Diagnostic Report 
Feedback Session Output Note 
 
Tuesday 4 December 2018 
Boardroom, NHS Forth Valley Headquarters, 
Carseview House, Castle Business Park, 
Stirling 

Present: 
Alex Linkston Cathie Cowan  Julia Swan  John Ford  Fiona Gavine 
Susan McGill  Allyson Black  Robert Clark  Graham Foster Andrew Murray  
Scott Urquhart Angela Wallace Linda Donaldson  
 

In Attendance: 
Sharon Millar – OD Lead  
Sonia Kavanagh  
 

Response rate: 

94% 
Responses: 16 
Recipients: 17 

 

 
The session would review the results of the recent Board Diagnostic questionnaire and consider 
the NHS Board’s effectiveness and circle of control.  

The 5 Domains would then be discussed and explored to understand good practice and reflect 
on the individual and collective contributions required and areas for further development and 
improvement. 

 
7 Principles of Conduct in Public Life 
 

• Selflessness – act solely in terms of the public interest 
• Integrity – should not act or take decisions in order to gain financial or other material 

benefits for themselves, their family or their friends 
• Objectivity – must act and take decisions impartially, fairly and on merit, using the best 

evidence and without discrimination or bias 
• Accountability – accountable to the public for their decisions and actions and must 

submit themselves to the scrutiny necessary to ensure this 
• Openness – act and take decisions in an open and transparent manner.  
• Honesty – to be truthful 
• Leadership – exhibit these principle in own behavior. Actively promote and robustly 

support the principles and be willing to challenge poor behavior wherever it occurs 

Opening Remarks – Sharon Millar 



 
  

Results – Good Practice and Areas for Development 

 
Good practice: 

• Clear who our  stakeholders are 
• Stakeholder  interests are taken into account when developing strategies and delivering 

services 
• Various formats of staff engagement activities being tested, including senior management 

visits 
 
Qualities displayed by NHS Board to support this: 

• Openness  
• Willingness to listen actively and to involve others in improvement work 

 
Relevance to Current Context: 

• Crucial in order to deliver Best Value and Realistic Medicine, need to actively engage 
with our stakeholders, notably communities, partners and staff 

• Consistency of approach and everyone ‘on message’ is essential to moving forward 
• Meets Staff Governance standard – staff involved in decisions that affect them, applicable 

across all stakeholders 
 
Areas for Development: 

• Engaging with those not usually reached or heard from both internally and externally 
• Continue to strengthen  Executive visibility  

 
What makes this difficult: 

• People have consultation fatigue (increased our i-Matter action planning to demonstrate 
our commitment to listening and implementing) 

• Questionnaire overload 
• Too busy – competing priorities 
• How to hear the ‘small voice’….in amongst complexity and challenge  

 
Actions to improve the rating in this Domain: 

• Include everyone, go to them 
• Ask what stakeholders want – through short focused ‘Survey Monkey’  
• Develop Executive visibility programme eg. ‘Coffee with Cathie’  

 
What would an improvement look like: 

• Stakeholders engaged in decisions that affect them 
 

A – Engaging with Stakeholders 

 



            
            
            
            
            
            
            
            
            
            
            
            
            
            
            
            
            
            
            
          
 
 
 
  

 
 
Good practice: 

• Clear ambitious strategies/policies – reflecting the needs and priorities of the population 
served by the NHS Board Assurance and scrutiny  culture  

• Continue to focus on improving outcomes and supporting the Board’s vision for the 
organisation  

 
Qualities displayed by NHS Board to support this: 

• Willingness to learn and drive improvement 
• Focus on patient safety and experience 
• Scrutiny and open dialogue in NHS Board and Assurance Committees that in turn fosters 

healthy debate 
 
Relevance to Current Context: 

• Need to continue to pay attention to performance, improvement, innovation and the 
impact of further integration opportunities. Widening gap and closing inequalities facing 
our population (and Scotland as a whole)  

 
Areas for Development: 

• Continue to support  the development of the IJB 
•  Ongoing development of our approach to performance improvement through the use of 

‘deep dives’ at Assurance Committees 
• Support our 5 year plan as a priority – in development 

 
What makes this difficult: 

• Financial climate 
• Changes in political emphasis - ring fencing of budgets  
• Workforce gaps and ability to deliver high performance linked to targets as a result 

 
Actions to improve the rating in this Domain: 

• 5 year plan – balance resources with delivery of priorities and performance improvement 
• Complete our governance and risk management review and better understand and 

manage risk (dynamic, positive and owned) 
 

What would an improvement look like: 
•  Ambitious Health and Social Care Partnerships working collaboratively for the people of 

Forth Valley 
• Higher degree (and scores) with respect to performance improvement related to risk to 

deliver our strategic priorities and promises (strategy) 
 

B – Strategic Intent 

 



 
 
  

 
Good practice: 

• Discipline and clarity of agendas – governance model is strong (process to deliver 
strategic priorities and objectives) 

• High quality information to enable decisions and hold to account (assure all associated 
risks are managed)  

• Good culture – the tone is set and able to ask questions freely 
 
Qualities displayed by NHS Board to support this: 

• Professionalism and commitment to the governance model and its review 
• Refined and evolved reports – willingness to review formats regarding accessibility 

 
Relevance to Current Context: 

• All of the above areas are relevant to provide assurance regarding delivery of strategic 
priorities, objectives and manage all associated risks 

 
Areas for Development: 

• Ensure discussions include  risk based approach alongside  performance 
• Take stock of progress with strategic plan 
• Opportunity for NHS Board to revisit improvement targets in line with significant elective 

investment   
 

What makes this difficult: 
• Maintaining constructive and positive relationships (supporting difficult conversations) 
• Balancing between appropriate support and/or challenge  

 
Actions to improve the rating in this Domain: 

• Encourage questioning and satisfactory outcomes (supporting difficult conversations)  
• Review progress of strategic plan 

 
What would an improvement look like: 

• More evidence of ‘difficult conversations’ within the NHS Board 
• More evidence of progress against strategy 
• No-one feeling fobbed off and/or soothed 

 
 
 
 
 
 
 

C – Holding to Account 

 



 
   

Good practice: 
• Directors go beyond their respective functional specialism to adopt a broad role as 

corporate directors - do not work in silos 
• Board members are clear about their role and accountability  
• Board members behave in a way that is consistent with the values of the NHS  

 
Qualities displayed by NHS Board to support this: 

• Breadth of knowledge/experience of Non-Executive and Local Authority members – bring 
voice of staff/clinicians/people of Forth Valley 

• Collective responsibility for Board decisions and will ask for further information etc if 
necessary 

 
Relevance to Current Context: 

• Importance of relationships, especially given the complexities of the demands and 
challenges faced 

• Importance of focus on preventative measures 
• The need to work constructively together in an integrated climate characterised by trust, 

involvement and robust dialogue  
 
Areas for Development: 

• Induction for Non-Executives, with opportunities to attend other NHS Board meetings 
(assurance and scrutiny) 

• Self Evaluation/Reflection – areas for personal development eg. interpersonal skills 
(asking difficult questions) 

• Board reflection on effectiveness of meeting – what went well and what didn’t (to support 
continuous improvement) 

• Visibility of NHS Board - walk rounds, change meeting times/location to improve access 
for public, webcast  
 

What makes this difficult: 
• Ensure collective agreement on changes to meeting times/ location and ensure venues 

meet requirements 
• Induction to meet the individual needs of Non-Executives 

 
Actions to improve the rating in this Domain: 

• Assistance/support provided regarding attending national events and being clear about 
what expectations are for people attending 

• Review Non Executive induction process/ development 
• Assess Board meetings – effectiveness, timing and location  

 
What would an improvement look like: 

• An accessible Board that has credibility with the public and staff   
 
 
 
 

D – Board Dynamics 

 



 
  

 
Good practice: 

• Chair and CEO work effectively together and respect one another’s role 
• Chair is visible and approachable within the organisation 
• Chair advocates curiosity and questioning and enables other Board members to be 

involved 
 
Qualities displayed by NHS Board to support this: 

• Tone and culture of Board meetings – open, professional with the commitment of 
everyone 

• Active involvement – freedom to speak ‘no stupid questions culture’ 
• Willingness to listen and holding to account to drive change, innovation and improvement  
• Quality of Board members – varied experience and background 
• Chair and Chief Executive model NHS values and ensure that they are embedded in 

everything we do. Values lived   
• All underpinned by a common goal – high quality patient care 

 
Relevance to Current Context: 

• Fundamental to  having a positive impact on the performance of the Board and its 
members  

• Chair and Chief Executive leadership is crucial to respond to challenges and 
opportunities at  local, regional and national levels 

 
Areas for Development: 

• Individual training /development needs assessment – identify areas of development to 
add value and ensure collective leadership effectiveness 

• Review of governance and risk management to further enhance Board effectiveness 
• Challenge data – review/scrutinise plans  
• Create an informal space in addition to Board seminars to foster relationships and drive 

effectiveness 
 
What makes this difficult: 

• Time 
 
Actions to improve the rating in this Domain: 

• Focus on an options appraisal approach with active discussion and risk based decision 
making of Board members 

• Accessible to public and stakeholders – evening meetings on occasion 
• Access to all Committee papers for Board members 
• Peer review from other Boards e.g. critical friend 
• CEO proposed a report to Board meetings on emerging issues 
• Strategies to be presented to Board for final approval 
• One page Assurance Committee report from respective Chairs – what are the 3 main 

issues (good and not so good)  from their Committee meeting  
 

What would an improvement look like: 
• Positive impact on performance of the Board and its members developed further 
• Enhanced visibility of NHS Board and its effectiveness which is recognised and 

respected both within and outside the organisation    
              

      
 

E – Board Leadership 

 



Results – Good Practice and Areas for Development 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  

Comments from Facilitator 

• Positive Leadership - natural and honest 
interactions between Board members and 
various examples provided 
 

• Values of NHS Forth Valley mattered and 
were incorporated into meetings 

 
• Honesty - acknowledged the existing skills and 

experience of non-executives, while 
recognising the individual/collective areas 
which would require further development to 
allow the NHS Board to continue to evolve and  
improve 

Summary and Actions 

The Board members felt that the outcomes from the Board Diagnostic Tool along with the 
session held around governance and risk were very useful and would assist with the continuing 
effectiveness and development of the NHS Board and Governance Committees.  
 
The actions to improve the rating in each of the 5 Domains of the Board Diagnostic Tool would 
be reviewed and prioritised to provide ‘quick wins’ and establish a Programme for Development 
in 2019. 

Values Based 
Contracting 

The NHS Board use the NHS Forth 
Valley values as the basis for working 
together: 

 
 

Closing Remarks – Cathie Cowan/ Alex Linkston 

Alex Linkston thanked everyone for participating in the event and their contribution to the review 
currently underway regarding governance and risk management being led by the Chief 
Executive. 
 
Cathie Cowan outlined her and the Chairman’s plans (informed in her opening remarks by Audit 
Scotland’s contribution and her reference to ‘A Blueprint for Good Governance’) to review 
governance and risk management.  The work underway included the Board Diagnostic Tool.  
Cathie added that it is her intention to present a draft Risk Management Strategy to the NHS 
Board in January 2019 which will then be shared with staff to seek their input. The February 
Board Development session will focus on a review of the NHS Board’s Assurance Committees 
e.g. their effectiveness, terms of reference and membership.  The output from all of this work 
will be presented to the Board in March 2019.    
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10. 2   
Good Governance – Corporate Governance Review Update 
 
Seek Assurance 
 
Executive Sponsor: Mrs Cathie Cowan, Chief Executive 
 
Authors: Mrs Cathie Cowan, Chief Executive and Mrs Sonia Kavanagh, Corporate Governance 
Manager 
 
 
Executive Summary 
 
Corporate Governance is the term used in the NHS to mean the system by which an organisation is 
directed and controlled, at its most senior level, in order to achieve its corporate objectives and 
meet the necessary standards of accountability, openness and probity. 
 
Effective NHS Boards articulate an ambition for their organisation whilst managing the risk 
contained within that ambition and demonstrating leadership by undertaking 3 key roles: 
 

• Formulating strategy for the organisation, including the development annually of a Local 
Delivery Plan 

• Ensuring commitment and accountability by holding the organisation (all staff) to account for 
performance and the delivery of both improvement in population health, individual 
experience of care whilst operating with a context of affordability and sustainability  

• Shaping a positive culture (open, just and fair) for the Board and organisation   

In NHS Forth Valley we have embraced the roles outlined above whilst at the same time being 
informed by:  
 

• the external context within which we operate 
• the intelligence which provides trend and comparative information on how our Board is 

performing  

This report provides an overview of the work being undertaken to review and further improve our 
governance and risk management arrangements to ensure they are fit for purpose. 
 
Recommendation:     
The Forth Valley NHS Board is asked to: - 

• Note the assurance provided regarding the review of current governance and risk 
management arrangements. 

 
Key Issues to be Considered:     
 
NHS Forth Valley is committed to Good Governance. This includes oversight of patient and delivery 
of national standards whilst remaining economically, efficient and effective.   Assurance is part of 
good governance practice and it is related to how the NHS Board and its Assurance and Advisory 
structures is provided with accurate and current information about the efficiency and effectiveness 
of its policies and operations, and the status of its compliance with the statutory obligations. This 
enables Board members to be confident that the desired level of quality is being delivered in the 
development and delivery of services and that the NHS Board’s corporate objectives are being met.  



 
To inform our review the NHS Board will consider the Health and Sport Committee publication ‘The 
Governance of the NHS in Scotland - ensuring delivery of the best healthcare in Scotland’ (July 
20180. The Committee as the NHS in Scotland marked its 70th anniversary felt it was an 
appropriate juncture to reflect on the changes it faced to ensure it was equipped to adapt and 
respond to future changes. One aspect on the report focussed on the structure and processes for 
decision making, accountability, control and behaviour at senior management and NHS Board 
level.  
 
The Scottish Government and NHS Chairs Group recognised the need to ensure governance 
arrangements were fit for purpose and the Scottish Government commissioned a review of best 
practice in corporate governance with the aim of providing a blueprint for an effective corporate 
governance system that could be adapted across NHS Scotland, ‘A Blueprint for Good 
Governance’ was published in October 2018 and although this was previously circulated it is 
attached at Appendix 1 for reference.  This ‘Blueprint’ is informing the review of governance that is 
underway.  The outcome of the review will inform our Corporate Governance arrangements and be 
reported to the NHS Board for approval in May 2019.   
 
A key part of this review will be informed by the output from NHS Scotland Board Development 
Diagnostic Tool.  NHS Forth Valley Board members completed the Board Diagnostic Tool in 
October 2018. 94% of Board members completed the Tool which focused on 5 key domains: 
 

• Engaging with stakeholders 
• Strategic intent 
• Holding to account 
• Board dynamics 
• Board leadership 

 
The results from this assessment were considered in detail at the Board Seminar in December 
2018.  This part of the seminar was facilitated by Sharon Miller, Principal Lead, NES and each 
domain was discussed and areas of good practice and areas for development were identified. The 
output from this Seminar is attached at Appendix 2.  Changes proposed at this session are now 
being considered/implemented.  For example, executive summaries prepared by the Executive 
Lead and approved by the Chair of the Assurance Committee will be added to all Assurance 
Committee minutes.  The summary will bring to the NHS Board’s attention items of importance from 
the meeting. A self assessment link is being developed and will be added to all NHS Board and 
Assurance Committees this will invite members to complete an anonymous questionnaire on ‘how 
the meeting was for you’. The feedback will be used to increase NHS Board effectiveness. 
  
 
During this Seminar, Audit Scotland also provided a presentation on the principles and practicalities 
of good governance and risk management. An internal review of risk management arrangements, 
led by the Chief Executive has been concluded.  A Risk Management Strategy will be presented to 
the NHS Board in January 2019 for approval.  Work is also being concluded which has resulted in a 
full review of the Corporate Risk Register.  The output from this work will be shared at the NHS 
Board’s development session in February 2019 and it is intended that corporate risks will be 
assigned to the most appropriate NHS Board Assurance Committee (s) to enable it to fulfil its 
scrutiny and assurance role.  This work has involved the Senior Leadership Team (SLT) and Audit 
Scotland participated in a dedicated SLT risk management workshop in December 2018, the output 
of which has informed the review of the CRR. 
 
It is proposed that the CRR will be reported to the NHS Board quarterly beginning in May to assure 
the NHS Board that risk management arrangements are in place and risks are being reviewed to 
inform NHS Board priorities and to provide assurance to the Integration Joint Boards. 
 
Better Governance 
 
To continue the review of governance arrangements in NHS Forth Valley the Board Seminar due to 
take place in February 2019 will focus on the effectiveness of our Assurance Committees and how 



they provide the functions of a governance system,  the enablers and the support required to 
effectively deliver those functions as outlined in the three tiered model below. 
 

            
 
This model acknowledges the importance of the NHS Board approach to the achievement of its 
strategic aims and objectives as well as its focus on performance and outcomes.  
 
A review (look back at 2018/19) of the Assurance Committees will involve a Committee self 
assessment by individual members and then as a Committee (Feb 2019) to inform a refresh of the 
Committee’s Terms of Reference, Assurance Frameworks, Membership and Calendar of Business 
for 2019/20 (April 2019) with Corporate Governance review concluded and presented to the NHS 
Board in May 2019 for approval.     
 
This work along with the output from the Board Seminar in December 2018 will enhance our current 
governance and risk management arrangements providing appropriate scrutiny, challenge and 
decisions which support the delivery of our vision and objectives as outlined in our Healthcare 
Strategy, ‘Shaping the Future’ and provide the best healthcare for the Forth Valley population. 
 
Good Decision Making 
 
Decision making is a key part of governance.  A Senior Leadership Team has been established 
since March 2018.  Its terms of reference are due to reviewed and will be fed into this work.  
Programme Boards to drive the NHS Board’s priorities are in their infancy and again will be subject 
to review when Strategy Deployment Matrices are refreshed for 2019/2020.    
 
Appendix 3 outlines the NHS Board and Assurance/Advisory structure.  
 
Financial Implications 
There are no specific implications in respect of this report. 
 
Workforce Implications 
There are no specific implications in respect of this report however the review will provide further 
clarity and guidance for staff and support high quality, safe and sustainable health services. 
  
Risk Assessment 
The outcome from this review will ensure an agreed risk appetite with the necessary arrangements 
in place to identify and manage current and future risks and ensure these are appropriately 
managed. 



 
Relevance to Strategic Priorities 
Corporate governance involves setting strategic aims and is vital to ensure Executive Directors and 
their respective Teams are held to account for the delivery of our Healthcare Strategy, Shaping the 
Future. 
 
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 
A wide range of discussions and consultations have taken place through the NHS Board, Senior 
Leadership Team and Assurance Committees.  



























































































Falkirk  
Health and Social Care 
Partnership 

FORTH VALLEY NHS BOARD 
Tuesday 29 January 2019 
 
10.5.1   Falkirk IJB minute 

 
 

FALKIRK INTEGRATION JOINT BOARD 
 
Minute of Meeting of the Falkirk Integration Joint Board held in the Committee Suites, 
Municipal Buildings, Falkirk on Friday 5 October 2018 at 9.30am. 
 
Voting Members: Julia Swan (Chair) 

Allyson Black (Vice Chair) 
Alex Linkston 
Michele McClung 
Cecil Meiklejohn 
Fiona Collie 

  
Non-voting Members: Patricia Cassidy, Chief Officer 

Amanda Templeman, Chief Finance Officer 
Cathie Cowan, Chief Executive, NHS Forth Valley 
Kenneth Lawrie, Chief Executive, Falkirk Council 
Sara Lacey, Chief Social Work Officer, Falkirk Council 
Robert Clark, NHS Forth Valley Staff Representative 
Rodger Ridley, substitute Council Staff Representative 
Margo Biggs, Service User Representative 
Maureen Hill, Third Sector Representative 
Jen Kerr, Third Sector Interface 
Morven Mack, Carers Representative 
David Herron, GP Medical Representative 
Angela Wallace, Nursing Representative 
Andrew Murray, Medical Representative 
 

In Attendance: Kathy O’Neill,  General Manager  
Suzanne Thomson, Programme Manager 
Joe McElholm, Head of Social Work Adult Services 
Linda Donaldson, NHS Forth Valley HR Director (IJB239) 
Gina Anderson, Service Manager (IJB240) 
Deirdre Gallie, Delayed Discharge Co-ordinator (IJB240) 
Calum MacDonald, Principle Information Analyst, ISD 
(IJB240) 
Viv Meldrum, Lead Analyst for Performance (IJB251) 
Philip Morgan-Klein, Service Manager (IJB251) 
Chris Mair, Joint Out of Hours Clinical Lead (IJB244) 
Sonia Kavanagh, Corporate Governance Manager (minute) 

 
 
IJB230. APOLOGIES 

      
Apologies for absence were intimated on behalf of Matt McGregor. 
 

 
IJB231. DECLARATIONS OF INTEREST 
 

There were no declarations of interest noted. 
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IJB232. MINUTES OF THE INTEGRATION JOINT BOARD MEETINGS  
 
 Decision 
 

1. The minute of the meeting of the Integration Joint Board held on 1 June 
2018 was approved subject to the following amendment: 
Page 6, 3rd paragraph - the removal of a duplication ‘would direct and oversee 
this work...’. 

 
2. The minute of the special meeting of the Integration Joint Board held on 25 

June 2018 was approved. 
 
 

IJB233. MINUTES OF JOINT STAFF FORUM MEETINGS 
 
 Decision 
 
 The Integration Joint Board:- 
 

1. Noted the minute of the meeting of the Joint Staff Forum held on 1 May 
2018. 
 

2. Noted the minute of the meeting of the Joint Staff Forum held on 4 July 
2018. 

 
 
IJB234.  MINUTE OF THE IJB AUDIT COMMITTEE MEETING HELD ON 25 JUNE 2018 
 
 Decision 
 
 The Integration Joint Board:- 
 

1. Noted the minute of the IJB Audit Committee meeting held on 25 June 2018. 
 
 
IJB235. MINUTE OF THE STRATEGIC PLANNING GROUP MEETING HELD ON 10 

AUGUST 2018 
 
Decision 
 
The Integration Joint Board:- 
 
1. Noted the minute of the Strategic Planning Group meeting held on 10 

August 2018. 
 
 
IJB236. ACTION LOG 
  

The Integration Joint Board considered the ‘Action Log’, presented by the Chair and 
noted the updates provided. 
 
Mrs Cowan highlighted Action Log 9 and noted the work with Healthcare 
Improvement Scotland (HIS) to hold two separate events for Psychological 
Therapies and CAMHS. Dates were yet to be confirmed and this would be 
progressed in collaboration with the Third Sector.    

 



  
 

3 
 

 
 
IJB237. MEMBERSHIP OF THE INTEGRATION JOINT BOARD AND AUDIT COMMITTEE 
 
 The Integration Joint Board considered a paper ‘Membership of the Integration Joint 

Board and Audit Committee’, presented by Ms Suzanne Thomson, Programme 
Manager. 

 
Ms Thomson outlined the recent changes to representation on the IJB and the 
vacancy for a non-voting IJB member on the Audit Committee.  

 
 Decision 
 
 The Integration Joint Board:- 

1. Approved the appointments to the IJB as noted in section 4 
2. Noted that a request for expressions of interest for the Audit Committee 

would be sent to non-voting members 
 
 
IJB238. IJB PROGRAMME OF MEETINGS 2019 
 
 The Integration Joint Board considered a paper ‘IJB Programme of Meetings 2019’, 

presented by Ms Suzanne Thomson, Programme Manager. 
 

In response to feedback received through the self evaluation and discussions at 
development sessions, it was proposed that there was an alternative programme of 
meetings/workshops for 2019. Development workshops and briefing sessions would 
provide an opportunity for earlier involvement and influence in key areas of work to 
support the implementation of the Strategic Plan. IJB Bulletins would provide 
information on main areas for noting, and allow Board meetings to concentrate on 
business which required appropriate scrutiny and decision.    

 
The IJB discussed the possibility of joint workshops with the Leadership Team and 
Strategic Planning Group.  Mrs Cowan proposed that where appropriate, 
development sessions involving the Clackmannanshire and Stirling IJB could be 
considered. It was noted that this would be especially beneficial when considering 
hosting arrangements for example.  
 
Ms Thomson highlighted that following consideration at the Audit Committee meeting 
on 25 September 2018 the March and June dates would need to be re-arranged.  
 
Councillor Meiklejohn and Councillor Collie both highlighted the need to review 
agendas and reports and to ensure they were circulated timeously. To manage 
lengthy agendas, it was agreed business should be focussed with the use of 
Information Bulletins to assist with this. Councillor Collie also proposed that reports 
were concise, minimised the use of acronyms and jargon and adopted plain English 
principles to ensure they were easy to read and understand. 

 
 Decision 
 
 The Integration Joint Board:- 

1. Agreed the proposed timetable of meetings for 2019 subject to the need 
for alternative Audit Committee dates.   

 
 
IJB239. INTEGRATION UPDATE 
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 The Integration Joint Board considered a paper ‘Integration Update’, presented by 
Mrs Cathie Cowan, Chief Executive, NHS Forth Valley; Mr Kenneth Lawrie, Chief 
Executive, Falkirk Council; and Ms Patricia Cassidy, Chief Officer. 
Mr Lawrie highlighted the detailed work involved in drafting the paper, with 
determined effort, shared vision, trust and openness from all partners. Although 
some tasks were not fully completed, the foundation had been set to achieve the 
pace of change required.  
 
Mrs Cowan supported Mr Lawrie and advised that the paper was written by a 
number of people and in particular thanked Karen Algie and Linda Donaldson for 
their contribution to the management structure section. The effort by everyone had 
highlighted a willingness to work together to support the delegation of operational 
management arrangements to the Chief Officer.  Mrs Cowan invited Ms Donaldson 
to present the management and professional structure being proposed.  
 
Miss Donaldson provided details regarding the proposed management and 
professional structures to support delegation of operational management 
arrangements.  Miss Donaldson acknowledged that work to consider the role of 
hosting was yet to be progressed but Mrs Cowan had spoken with Local Authority 
Chief Executives and Chief Officers regarding a workshop involving colleagues from 
Scottish Government.   
 
Ms Cassidy summarised the progress to date on the key areas set out in the IJB 
decision on 25 June 2018. 
 
Whilst this progress had been positive, further work was required to review and 
finalise a health and social care management structure in line with due process. 
 
Ms Cassidy highlighted key points made by Scottish Government colleagues 
regarding the slower pace of integration in Forth Valley than in other health boards 
as outlined in Appendix 2. 
 
Councillor Meiklejohn highlighted the positive development session held recently, 
where clarity was provided by colleagues from the Scottish Government and the 
pragmatic approach set out which could assist with service development. The IJB 
agreed that it was essential that there was a clear and shared direction to ensure 
integration progressed.      

 
 Decision 
 
 The Integration Joint Board:- 

1. Noted the significant progress outlined in the report and, in particular, in 
relation to the proposed management structure 

2. Agreed that the Chief Officer would set up a Shadow Management Team 
(supported by senior HR Officers from NHS Forth Valley and Falkirk 
Council) to complete the work required as outlined in section 5 of the 
report 

3. Noted that the Chief Officer and the Chief Executives would complete the 
remaining work in relation to the outstanding issues in the report 

4. Agreed that the Chief Officer and Chief Executives reported back to the 
IJB on 7 December on the work referred to above with a view to providing 
assurance that the transfer of operational NHS and Council management 
integrated arrangements could proceed. 
 

 
IJB240. PRESENTATION – DELAYED DISCHARGE 
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 The Integration Joint Board received a presentation ‘Delayed Discharge’, presented 
by Mr Calum MacDonald, Principle Information Analyst; Ms Deirdre Gallie, Delayed 
Discharge Co-ordinator; and Ms Gina Anderson, Service Manager. 

 
 Mr MacDonald provided details regarding various aspects of performance with 

delayed discharge and bed day rates, including the complexities and costs involved 
and how Falkirk compared with the national position. While progress had been made 
regarding packages of care, it was noted that challenges remained with care home 
delays. It was highlighted that a significant number of delays were people remaining 
in hospital after they have been offered 3 alternative interim care home placements. 

 
 A Case Study was presented by Ms Anderson and Ms Gallie to demonstrate how 

services could be improved through collaborative working. The benefits of a whole 
system approach including reablement and continual review of needs were 
highlighted and how this achieved a person centred approach to care and improved 
outcomes.   

 
 The IJB thanked Mr MacDonald, Ms Gallie and Ms Anderson for the informative and 

helpful presentation. 
 
 
IJB241. DELAYED DISCHARGE IMPROVEMENT PLAN AND SCOTTISH GOVERNMENT 

WORKSHOP UPDATE 
 
 The Integration Joint Board considered a paper ‘Delayed Discharge Improvement 

Plan and Scottish Government Workshop Update’, presented by Mr Joe McElholm, 
Head of Social Work Adult Services and Mrs Kathy O’Neill, General Manager. 

 
 Ms Cassidy highlighted the positive impact of working together cohesively as shown 

through the previous Case Study and introduced Mrs O’Neill, chair of the Delayed 
Discharge Steering Group.   

 
Mrs O’Neill highlighted the recent workshop held with Brian Slater, Delayed 
Discharge Policy Manager from Scottish Government regarding the five broad and 
interdependent categories that caused delays; pathways, systemic determinants, 
process, capacity and resources. Further details were provided regarding these 
categories and the actions taken to address through a range of initiatives across the 
Partnership. 

 
A development session would be arranged to provide an opportunity for in-depth 
consideration of all elements of the current system and develop a more cohesive 
integrated system, underpinned by Home First principles and aligned to the related 
work of the Unscheduled Care Programme Board. It was agreed that other key 
partners such as the Scottish Ambulance Service (SAS) and housing colleagues 
should be included in the session. 
 
The IJB discussed the work involved to ensure people were able to be supported to 
achieve the right outcome/destination for them, including any support required for 
family members who provided the care.  
 
In response to a question from Mr Murray regarding who would monitor and have 
oversight of the commissioning for services and ensuring delivery of required results, 
Ms Cassidy advised that this would be taken through the Leadership Team for the 
IJB. As previously highlighted the action plan to drive the improvement would be 
overseen by the Delayed Discharge Steering Group. 
 
Mrs Cowan, whilst acknowledging the work of the Delayed Discharge Expert Group, 
whose report was used as the basis for the work undertaken to date, highlighted that 
it was important to remember it had been published in 2012. As a member of the 



  
 

6 
 

Ministerial Strategic Group for Health and Community Care who had recently met, 
the current areas for consideration did not match those previously outlined by the 
Delayed Discharge Expert Group as detailed in section 4.1.1 and in particular with 
regards to the progress made on reducing emergency admissions and the bed days 
saved.  Mrs Cowan noted similar admission rates to care homes from both the 
community and hospitals. She asked IJB members to consider the 
investment/disinvestment decisions being asked of them when the delayed 
discharge work and the improvement plan were yet to be concluded.  She also 
highlighted the concerns raised by clinical staff regarding the lack of engagement in 
the partnership funding proposals. Mr McElholm advised that the Expert Group 
report had been used by Brian Slater during the development session and remained 
relevant. Mrs Cowan acknowledged the themes and their appropriateness however 
the data was more than five years old. She asked that the action plan to be 
circulated prior to the delayed discharge development session.   
 
Dr Herron highlighted that GPs had experienced patients being discharged 
inappropriately and without appropriate planning in place. 

 
 Decision 
 
 The Integration Joint Board:- 

1. Noted the improvement work which was in progress 
2. Noted performance data highlighting improved outcomes in aspects of 

delayed discharge whilst highlighting where progress had been difficult to 
maintain 

3. Address future performance improvement priorities at a Board 
Development Session to consider a refreshed action plan combining 
action on delayed discharge and unscheduled care 

 
 
IJB242. CHIEF OFFICER REPORT 
 
 The Integration Joint Board considered a paper ‘Chief Officer Report’, presented by 

Ms Patricia Cassidy, Chief Officer. 
 

Ms Cassidy provided an update on key areas of work including the national review of 
progress with integration, revised guidance regarding the use of Directions and the 
new public health priorities for Scotland as part of the Public Health Reform 
Programme. Ms Cassidy noted that confirmation of approval had now been received 
from the Scottish Government regarding the Integration Scheme which had been 
revised in response to the Carers (Scotland) Act 2016.  

 
A progress update on the residents who had to transfer when Bield decided to close 
a number of care homes was provided. Although this had inevitably been challenging 
for those concerned, Ms Cassidy highlighted that with the appropriate support this 
had resulted in many positive outcomes for them and their families. 
 
Ms Cassidy noted that the additional work was still required to change the provision 
of personal foot care in Forth Valley and an update would be provided by NHS 
colleagues when available. 

 
 Decision 
 
 The Integration Joint Board:- 

1. Noted the national review of progress of integration and the recently 
issued joint statement 

2. Noted the new Public Health Priorities outlined in section 8 of the report 
and agreed that they were incorporated into the IJB Strategic and Locality 
delivery plans 
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3. Noted the final ADP investment plan would be submitted to the IJB for 
consideration at the December meeting, along with a report that provided 
an update on the activity being undertaken by the ADP  

 
It was agreed that Items 24 and 25 would be taken at this point in the agenda 
 
 
IJB243. PRIMARY CARE IMPROVEMENT PLAN DELIVERING THE NEW 2018 GENERAL 

MEDICAL SERVICES CONTRACT 
 
 The Integration Joint Board considered a paper ‘Primary Care Improvement Plan 

Delivering the New 2018 General Medical Services Contract’, presented by Dr Stuart 
Cumming, Associate Medical Director. 

 
 Dr Cumming presented the final version of the Forth Valley Primary Care 

Improvement Plan which provided appropriate and realistic proposals to deliver the 
benefits envisaged by the new 2018 General Medical Services Contract for Scotland.  

 
A brief outline of the Improvement Plan was provided including the associated 
financial and resource risks in delivering and sustaining the necessary investment 
required to deliver the nationally agreed GMS contract.  

 
 Decision 
 
 The Integration Joint Board:- 
 

1. Noted that the Forth Valley Primary Care Improvement Plan was approved 
by the Chief Officer and submitted to the Scottish Government on 30 July 
2018 

2. Noted the risks associated with implementing the Primary Care 
Improvement Plan 

3. Noted that the Scottish Government had not as yet, responded to the Forth 
Valley Primary Care Improvement Plan 

 
 
IJB244. PRIMARY CARE: GP OUT OF HOURS IMPROVEMENT PLAN 
 
 The Integration Joint Board considered a paper ‘Primary Care: GP Out of Hours 

Improvement Plan’, presented by Dr Stuart Cumming, Associate Medical Director. 
 
 Dr Cumming provided a brief outline of the Primary Care Out of Hours Service 

Improvement Plan which described the current service provided in Forth Valley and 
the key improvement measures underway as part of a 24 month programme of 
change. 

 
 The IJB discussed the challenges to NHS Boards to provide a sustainable and cost 

effective workforce and the need to work with Scottish Ambulance colleagues to 
ensure their skills complimented each other and were utilised appropriately. Ms 
Biggs highlighted the need for patients and carers to be kept fully informed so they 
were aware of and understood the changes and new roles. 

 
 Decision 
 
 The Integration Joint Board:- 
 

1. Noted that, although still currently unachievable, the GP OOH service was 
working hard to deliver a full and sustainable OOH access across the three 
OOH bases 
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2. Noted that the OOH service was making good progress towards a stable 
multidisciplinary workforce and service delivery model which delivered a 
quality service for people whilst providing a good working experience for 
staff 

3. Noted that the service was on track to meet the 12 month aim of 30% of 
OOH service to be ANP supported by January 2019 with ANP posts core 
funded from service budget 

4. Noted that it was recognised that delivering quality out of hours care, 
sustainably, relied on working as part of an effective model of community 
based supports and working towards a more integrated approach would be 
a priority moving forward 

5. Noted the new GP Out of Hours Fund recurring allocation of £271k 
6. Approved the use of this fund to achieve the aim of 60% multidisciplinary 

service delivery and supported partnered overnight community care 
supports as determined by partnership review  

 
A short comfort break was taken at this point in the agenda 
 
 
IJB245. FINANCIAL REPORT 
 
 The Integration Joint Board considered a paper ‘Financial Report’, presented Ms 

Amanda Templeman, Chief Finance Officer. 
 
 Ms Templeman provided an update on the 2018/19 Partnership Base Budget details 

including the main variations especially in relation to the NHS arm of the budget 
which had arisen due to non-recurring funding from the Scottish Government. 

  
 Further details were outlined regarding additional funding for the Alcohol and Drug 

Partnership (ADP) with a need to agree local arrangements for service 
improvements and ensure the plan was submitted to the Scottish Government by the 
end of October 2018. Due to the decisions required by the IJB around the services 
and the need to focus on localities there was an opportunity to review the Falkirk 
ADP governance and ensure clarity of accountability and decision making across 
Forth Valley. 

 
 Ms Templeman advised that the projected financial position for the Partnership was 

an overspend of £2.192m relating to in-scope health services.  Details regarding the 
main areas of pressure regarding budgets delegated to NHS Forth Valley and Falkirk 
Council were provided. An update of the delivery of savings was also provided with a 
number of these savings risk rated amber or red for deliverability. 

 
 The IJB discussed the need to understand the increase in untimely drug related 

deaths and consider what support and pathways could be provided to reduce these. 
A number of groups were highlighted who were looking to undertake this work and it 
was agreed that Mr McElholm would be the main contact point for them to ensure a 
coordinated approach and reduce the risk of duplication.    

 
 Decision 
 
 The Integration Joint Board:- 
 

1. Noted the  contents of the report 
2. Delegated authority to the Chief Officer, Chair of the IJB and the Chair of 

the Falkirk Alcohol and Drug Partnership (ADP) to approve the spending 
plan for additional funding for the ADP, prior to submission to the Scottish 
Government by 31 October 2018 
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3. Noted that discussions were underway with colleagues in Health to agree 
how the Partnership best engaged with NHS Forth Valley to bring the 
budget back into balance 

4. Approved the revised Directions which reflected changes to the IJB 
budget, as presented at appendices 5 and 6 

 
IJB246. UPDATE ON MEDIUM TERM FINANCIAL PLANNING  
 
 The Integration Joint Board considered a paper ‘Update on Medium Term Financial 

Planning’, presented by Ms Amanda Templeman, Chief Finance Officer. 
 
 Ms Templeman briefly outlined the approach and development of a Medium Term 

Financial Plan (MTFP) which would ensure a robust approach to financial planning, 
allowing co-ordination between service redesign/ transformation and annual budgets. 
A key document, the Scottish Government Medium Term Health and Social Care 
Financial Framework had recently been published and this provided additional clarity 
for the development of the MTFP, recognising the changes that were required to 
improve services and the key role of the IJBs to consider health and social care 
reform at a strategic level. 

 
Ms Templeman noted that the MTFP was not only a financial document but needed 
to bring together service planning, resource assumption and risk and this was 
progressing through two parallel workstreams. Collaboration with statutory Partners 
was crucial to the success of the plan and discussions were ongoing to consider how 
best to align processes. 

 
 Decision 
 
 The Integration Joint Board:- 
 

1. Noted the contents of the report 
 
 
IJB247. REFERRALS FROM FALKIRK IJB AUDIT COMMITTEE 
 
 The Integration Joint Board considered a paper ‘Referrals from Falkirk IJB Audit 

Committee’, presented by Ms Amanda Templeman, Chief Finance Officer. 
 
 Ms Templeman highlighted two items considered at the Audit Committee meeting 

held on 25 September 2018; the revised terms of reference for the Audit Committee 
recognised their role in approving the annual accounts prior to onward submission to 
the IJB, and the annual accounts of the IJB, noting that the auditor’s certification was 
free from qualification. Copies of the accounts would be posted on the NHS Forth 
Valley, Falkirk Council and Falkirk HSCP websites and their availability advertised in 
the local press. 

  
 Decision 
 
 The Integration Joint Board:- 
 

1. Approved the revised terms of reference for the Audit Committee 
2. Approved the Audited Annual Accounts of the Falkirk IJB to 31 March 

2018 
 
 

IJB248. PARTNERSHIP FUNDING 
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 The Integration Joint Board considered a paper ‘Partnership Funding’, presented by 
Ms Amanda Templeman, Chief Finance Officer. 

 
 Ms Templeman provided details regarding the five Forth Valley wide initiatives which 

had only received funding for a year subject to additional conditions of award. These 
initiatives were required to submit a proposal with supplementary information for 
further consideration. The consistent approach taken for appraisal was detailed and 
the resulting recommendations provided. 

 
 Ms Templeman noted there was an amendment required to the report at 4.7. The 

Leadership Team had considered three proposals however these were still subject to 
approval with the Chair and Vice Chair. 

 
  The Strategic Commissioning approach aimed to analyse, plan, implement and 

review services to ensure continuous improvement. Engagement with partners, 
service users and the wider communities was critical within this model and work 
would continue to be developed along with the review and revision of the 
Partnership’s Strategic Plan.  The five key areas of focus were; Community Based 
Mental Health, Dementia Services, Reablement Services, Support for Carers, and 
Community Development and Link Work and relevant updates were provided.  

 
 In response to Mrs Cowan’s caution regarding a decision about the Rapid Access 

Frailty Clinic, Ms Cassidy advised that the service was not fully utilised. Ms Biggs, 
highlighted the positive patient feedback which highly commended the service, its 
person centred approach and the need to improve communication regarding its 
availability. Dr Herron advised that GP involvement was necessary to improve 
awareness and highlighted the need to involve NHS Forth Valley Advisory 
Committees in decisions relating to service change.  Ms Templeman noted that the 
request submitted was to reduce the use of the Rapid Access Frailty Clinic from five 
days to three, reflecting the actual pattern of usage, but use the remaining two day 
funding to support more community facing frailty services.  Further proposals for 
using these community facing services would be developed for consideration and 
approval.  It was anticipated that these proposals would be discussed with clinicians 
during their development. 

 
 Decision 
 
 The Integration Joint Board:- 
 

1. Approved the recommendations proposed by the Partnership Funding 
Group and endorsed by the Strategic Planning Group, presented in 
Appendix 1 

2. Noted initiatives supported via Leadership Group fund, as specified in 4.7, 
which had been assessed via the due governance process 

3. Noted the progress made regarding Strategic Commissioning work and 
that further reports would be presented to the Board 

 
 
IJB249. MENTAL HEALTH STRATEGY ACTION 15 
 
 The Integration Joint Board considered a paper ‘Mental Health Strategy Action 15’, 

presented by Mrs Kathy O’Neill, General Manager. 
 
 As part of the Mental Health Strategy 2017-2027, the Scottish Government had 

made a commitment to provide further funding to support the employment of 



  
 

11 
 

additional mental health workers to improve access in key settings such as; Hospital 
Emergency Departments, GP Practices, Police Station Custody Suites and Prisons. 

 
The two HSCPs, NHS Forth Valley and other local partners had worked together to 
produce a Forth Valley wide response. The 8 priority proposals provided were 
consistent with the national Mental Health Strategy, in particular Action 15, to 
increase capacity of the local mental health workforce and align with partners’ 
existing strategic objectives and local plans. 

 
 Discussions took place regarding the proposals noting the short timeframe involved 

to submit them and the opportunity in future years for further engagement and 
refinements.  

 
 Decision 
 
 The Integration Joint Board:- 
 

1. Approved the eight highlighted proposals which had previously been 
agreed by the Falkirk Senior Leadership Team (SLT) and the SOLD Mental 
Health and Wellbeing Group 

 
 
IJB250. HOME CARE REVIEW AND INSPECTION REPORT 
 
 The Integration Joint Board considered a paper ‘Home Care Review and Inspection 

Report, presented by Mr Joe McElholm, Head of Social Work Adult Services. 
 
 Mr McElholm outlined the work undertaken to review the Home Care Service and 

understand the needs of service users through the robust information provided by 
the real time monitoring system (CM2000). As part of the engagement plan, sessions 
took place in December 2017 and January 2018, to involve staff and consider their 
suggestions regarding service improvements. These sessions would be repeated in 
November 2018 and the outcome of the review would be presented to a future 
meeting.  

 
 An annual inspection of Home Care was carried out by the Care Inspectorate and Mr 

McElholm provided a brief overview of the inspection process and outcome. 
Although the inspection report recognised work to improve the consistency of the 
service, the Care Inspectorate had made 2 requirements. These were regarding 
consistency and reliability in who was giving the care and implementation of internal 
auditing systems that delivered effective oversight and monitoring of all aspects of 
the service. The action plan which had been developed to address these issues was 
detailed and this would be overseen by the Homecare Review Group, chaired by the 
Chief Officer.  

 
 Mrs Cowan noted Mr McElholm’s helpful update.  She acknowledged the need to 

ensure appropriate pace of change and consideration of the resource required to 
address and prioritise these actions. Mr McElholm advised that the Homecare review 
would continue to compliment the work of the action plan to deliver a culture of 
continuous improvement and result in a high performing service.   Ms Wallace 
suggested changes to the action plan and offered help in developing timely outcome 
based actions.  Mrs Swan advised that the Clinical and Care Governance Committee 
would monitor progress providing constructive assistance where necessary.  

 
 Decision 
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 The Integration Joint Board:- 
 

1. Noted the Care Inspectorate report and improvement action plan 
2. Agreed the IJB Clinical and Care Governance Committee would monitor 

progress with the improvement action plan  
 
IJB251. PERFORMANCE REPORT 
 
 The Integration Joint Board considered a paper ‘Performance Report’, presented by 

Ms Patricia Cassidy, Chief Officer. 
 
 Ms Cassidy highlighted the content of the paper which ensured effective monitoring 

and reporting on the delivery of services, relevant targets and measures including 
the appropriate management actions to address issues. 

 
 Mrs Cowan provided assurance that work was ongoing collectively around the 

unscheduled care pathway. 
 
 Decision 
 
 The Integration Joint Board:- 
 

1. Noted the content of the performance report 
2. Noted that appropriate management actions continued to be taken to 

assess the issues identified through the performance reports  
 
Mrs Swan left the meeting at this point and Councillor Black took over as Chair 
 
 
IJB252. FALKIRK HSCP ANNUAL PERFORMANCE REPORT 2017-18 
 
 The Integration Joint Board considered a paper ‘Falkirk HSCP Annual Performance 

Report 2017-18’, presented by Ms Suzanne Thomson, Programme Manager. 
 
 Ms Thomson highlighted that as agreed at the June 2018 meeting and to meet 

publication timescales, the draft Annual Performance report had been circulated for 
comments, with final agreement to publish delegated to the Chair, Vice Chair, Chief 
Officer and Chief Finance Officer. 

 
The report outlined the activities and improvements that had been achieved over the 
year and progress against the Strategic Plan and nine national Health and Wellbeing 
Outcomes. 

 
 Decision 
 
 The Integration Joint Board:- 
 

1. Noted the publication of the Annual Performance Report 2017-18 
 
 
IJB253. ANNUAL REPORT OF THE CHIEF SOCIAL WORK OFFICER 2017/18 
 
 The Integration Joint Board considered a paper ‘Annual Report of the Chief Social 

Work Officer 2017/18’, presented by Ms Sara Lacey, Chief Social Work Officer. 
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 Ms Lacey provided an overview of the comprehensive report which detailed how the 
statutory responsibilities had been fulfilled by the Chief Social Work Officer during 
2017/18.  
These were outlined under 6 main sections: 

• Summary of Performance with the key challenges and developments  
• Partnership Working – governance and accountability arrangements 
• Social Services Delivery Landscape - how the provision of social services 

was delivered 
• Finance and Resources - including constraints and challenges 
• Service Quality and Performance - including delivery of statutory function 
• Workforce - planning and development activity 

 
 Decision 
 
 The Integration Joint Board:- 
 

1. Noted the contents of the CSWO’s Annual Report, which was attached at 
Appendix 1 

2. Acknowledged the commitment, skills and experience of Social Work staff 
in continuing to deliver high quality services to Falkirk citizens 

 
 
IJB254. STRATEGIC PLAN 2019-2022 
 
 The Integration Joint Board considered a paper ‘Strategic Plan 2019-2022’, 

presented by Ms Suzanne Thomson, Programme Manager. 
 
 Ms Thomson provided details regarding the ongoing work to prepare the Strategic 

Plan 2019-2022, including a review of the Strategic Needs Assessment and an 
indication of the timescales and resource required to achieve this. 

 
 Two workshops had been held and there was an agreed shared view that the current 

Strategic Plan vision and main strategic direction remained relevant. It was noted 
that some amendments were required to provide clarity regarding local outcomes 
and what would be achieved through integration and how this would be measured. 

 
 Ms Thomson emphasised the importance of regular attendance at the Strategic 

Planning Group meetings to progress work effectively and the terms of reference had 
been amended to include the use of substitutes to attend when required. 

 
 Decision 
 
 The Integration Joint Board:- 
 

1. Approved the proposed changes to the local vision, outcomes and high 
level priorities, prior to further discussion and development via the 
Strategic Planning Group 

2. Noted further work would be progressed via the Strategic Planning Group 
and a joint workshop with the IJB would be organised for November 2018 

3. Approved the revised terms of reference for the Strategic Planning Group 
 
 
IJB255. PREPARATION OF THE FORTH VALLEY HEALTH AND SOCIAL CARE WINTER 

PLAN 2018-19 
 



  
 

14 
 

 The Integration Joint Board considered a paper ‘Preparation of the Forth Valley 
Health and Social Care Winter Plan 2018-19’, presented by Ms Janette Fraser, Head 
of Planning. 

 
Ms Fraser outlined the collaborative work involved with partner organisations to 
produce the Health and Social Care Winter Plan in line with the Scottish 
Government’s letter ‘Preparing for Winter 2018-19’. 
 
A Winter Plan Working Group had been established, led by Mr Murray, to ensure 
services were fully prepared for the winter period from November 2018 to March 
2019 with particular focus regarding the festive holiday fortnight. A number of specific 
areas would be targeted and included; flu vaccination for staff, weekend and earlier 
in the day discharges, contingencies to respond to adverse weather conditions and 
capacity planning for the whole system to ensure that health and social care services 
planned and delivered care in an integrated way. Although the Health Board and 
Integration Joint Boards would receive an allocation of funds from the Scottish 
Government, Ms Fraser highlighted the potential financial and workforce implications 
to deliver the services required.  
 
The final NHS Forth Valley Winter Plan 2018-2019 was due to be submitted to the 
Scottish Government by the end of October 2018 accompanied by a joint letter from 
the Chief Executive of NHS Forth Valley, IJB Chief Officers and Chairs of the NHS 
Board and IJBs confirming that plans had been reviewed and were fit for purpose.  

 
 Decision 
 
 The Integration Joint Board:- 
 

1. Noted the process for developing the Forth Valley Health and Social Care 
Winter Plan 2018-19 

2. Delegated approval of the Winter Plan to the Chief Officer and Chair to 
allow for submission to the Scottish Government by the end of October 
2018 

3. Noted that a joint letter would be sent from the NHS Chief Executive, IJB 
Chief Officers and Chairs of the NHS Board and IJBs with the submission 

 
 
IJB256. WEST OF SCOTLAND REGIONAL PLANNING 
 
 The Integration Joint Board considered a paper ‘West of Scotland Regional 

Planning’, presented by Ms Janette Fraser, Head of Planning. 
 
 Ms Fraser provided a brief outline of the West of Scotland Regional Design and 

Discussion Document ‘Putting the individual at the heart of what we do: Transforming 
care together for the West of Scotland’ which was issued in August 2018. This set 
out a bold agenda for transforming care, bringing together the Healthcare Strategies 
and Strategic Plans of partner organisations. It described the collective ambitions of 
the West of Scotland, NHS Boards and Integration Authorities to improve the health 
and care of the people in their communities. 

 
 Ms Fraser highlighted that a detailed version of the document was also available if 

required. 
 
 Decision 
 
 The Integration Joint Board:- 
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1. Noted the West of Scotland Design and Discussion Document at Appendix 

1 
2. Noted the Chief Officer feedback to the Regional Planning Team in 

Appendix 2  
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