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There will be a virtual meeting of Forth Valley NHS Board on Tuesday 28 September 2021 at 10:30am 

Allan Rennie 
Chair 

AGENDA 

1. Apologies for Absence

2. Declaration (s) of Interest (s)

3. Minutes of Previous Meetings For Approval 

3.1 Minute of Forth Valley NHS Board meeting held on 27 July 2021 
  3.2 Minute of Forth Valley NHS Special Board meeting held on 6 August 2021 
3.3 Minute of Forth Valley NHS Special Board meeting held on 17 August 2021 

4. Matters Arising

5. FOR APPROVAL

  5.1   For Approval 
10 Minute 

Health and Safety Strategy & Governance Framework 
(Paper presented by Mr Jonathan Procter, Director of  
Facilities & Infrastructure)        

5.2   For Approval  Code of Corporate Governance       
(Paper presented by Mrs Cathie Cowan, Chief Executive)    10 Minutes  

5.3 Remuneration Committee Proposed Meeting   For Approval 
Dates 2021– 22 & 2022 – 23     5 Minutes 

 (Paper presented by Miss Linda Donaldson, Director of Human Resources) 

6. BETTER CARE

6.1    Seek Assurance  Pandemic Update        
(Paper presented by Dr Graham Foster, Director of Public Health)  10 minutes 

6.2    Seek Assurance  Healthcare Associated Infection Reporting Template     
(Paper presented by Prof Angela Wallace, Executive Nurse Director)  10 Minutes  

6.3   Seek Assurance Recovery & Performance Scorecard
(Paper presented by Mrs Cathie Cowan, Chief Executive)  10 Minutes  

6.4  Seek Assurance   ED Action Plan       
 (Paper presented by Mrs Cathie Cowan, Chief Executive) 10 minutes 



2 

7. BETTER VALUE

7.1       Finance Report Seek Assurance 
  (Paper presented by Mr Scott Urquhart, Director of Finance) 10 minutes  

8. BETTER GOVERNANCE

Seek Assurance 
 10 minutes 

8.1      Blueprint for Good Governance Update  
 (Paper presented by Mrs Cathie Cowan, Chief Executive) 

8.2 Governance Committee Minutes Seek Assurance 
15 Minutes  

8.2.1    Performance & Resources Committee update: 31/08/21 
Performance & Resources Committee Ratified Minute: 29/06/21 
(Papers presented by Mr John Ford, Committee Chair) 

8.2.2    Clinical Governance Committee Update: 24/08/21 
 Clinical Governance Committee Minute:  01/06/21 & 09/02/21 
 (Papers presented by Dr Michelle McClung, Committee Chair) 

8.2.3    Audit Committee Minute: 13/08/21 
 (Papers presented by Cllr Les Sharp, Committee Chair) 

8.2.4   Staff Governance Committee Update:14/05/21 
 Staff Governance Committee Minute: 14/05/21 
 (Papers presented by Mr Allan Rennie, Committee Chair) 

8.2.5   Area Clinical Form Minute: 02/02/21 
  (Papers presented by Mrs Kirstin Cassells, Committee Chair) 

9. ANY OTHER COMPETENT BUSINESS

9.1 Emerging Topics
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FORTH VALLEY NHS BOARD 
TUESDAY 28 SEPTEMBER 2021 
 
For Approval 
 
Item 3 – DRAFT Minute of the Forth Valley NHS Board Meeting held on Tuesday 27 
July 2021  

 
Present: Ms Janie McCusker (Chair)  Dr Michelle McClung  
  Mrs Kirstin Cassels   Cllr Susan McGill 

Mr Robert Clark    Mr Andrew Murray 
Cllr Fiona Collie    Mr Allan Rennie 
Mrs Cathie Cowan   Cllr Les Sharp   
Mr John Ford    Mrs Julia Swan  

  Dr Graham Foster   Mr Scott Urquhart   
Mr Gordon Johnstone                         Prof Angela Wallace    

 
                              
In Attendance: Susan Bishop, Head of Efficiency, Improvement & Innovation (Item 

5.2) 
Annemargaret Black, Director of Health & Social Care  
Elsbeth Campbell, Head of Communications 
Patricia Cassidy, Director of Health & Social Care  
Charlene Condeco, Head of Equality and Diversity (Item 5.1) 
Linda Donaldson, Human Resources Director  
Andrew Gibson, Corporate Risk Manager (Item 5.4) 
Sinead Hamill, Board Secretary (Minute) 
Kerry Mackenzie, Head of Policy & Performance 
Jackie McEwan, Corporate Business Manager 
Kathy O’Neill, General Manager 
Phyllis Wilkieson, Acting Acute Services Director 

    
 
 
1.  Apologies for Absence  
 

There being no apologies received, the Chair welcomed everyone to the meeting.   
 
2. Declaration(s) of Interest(s)  
 
 There were no declarations of interest made. 
 
3. Minute of Forth Valley NHS Board meeting held on 25 May 2021    
   

The minute of the meeting on 25 May 2021 was approved as an accurate record.  
 
4. Matters Arising from the Minute 
 

The Board noted that there were no matters arising from the minute.  
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 ED External Review 
 

The Chair invited Mrs Cowan, Chief Executive, to provide an update regarding the ED 
External Review.  

 
Mrs Cowan, Chief Executive, informed the NHS Board that the Emergency Department 
Oversight & Assurance Sub Committee was established on the 22nd of June 2021. The 
Sub Committee Terms of Reference were approved noting the key purpose was to 
provide oversight of and assurance to the Board of NHS Forth Valley regarding the 
implementation and delivery of the 45 recommendations as set out in the ‘External 
Review Culture and Governance – Emergency Department, Forth Valley Royal 
Hospital Report. It was highlighted that an action plan was currently under 
development and that this would be presented to a Special NHS Board meeting on 6th 
August 2021, noting that this meeting would be held in public.  
 

 
5. FOR APPROVAL  
  
 
5.1 Equality and Inclusion Strategy                                                                 
 

The NHS Board considered a paper ‘Equality and Inclusion Strategy’ presented by 
Prof Angela Wallace, Executive Nurse Director.  
 
Prof Angela Wallace highlighted that the opportunity had been taken to review and 
refresh the Equality and Inclusion approach to reflect current events and the 
transformation work delivered during the past two years. The Covid-19 pandemic had 
tested the organisation’s ability to consider equality and inclusion impacts and address 
the differing needs of Forth Valley’s people. It was noted that the pandemic had 
increased the challenges faced by people who were already deeply affected by 
systemic and structural inequality. Prof Wallace then invited Ms Charlene Condeco, 
Head of Equality and Diversity, to provide an overview of the Equality and Inclusion 
Strategy 2021-2025, introduced as part of the Public Sector Equality Review.  

 
Ms Condeco highlighted that as an NHS organisation, there is a statutory duty to 
promote equality across services and to demonstrate fairness and equality.  The aim 
of the Equality & Inclusion Strategy 2021/25 is to shape the future of healthcare, to help 
improve the access, experiences, and health outcomes for patients and communities 
and to become a more inclusive employer. The strategy seeks to set out key actions 
to advance this agenda over the next few years in relation to how services which 
actively address inequality and exclusion will be shaped and address the progressive 
building of good relations between different communities. The implementation plan is 
designed to ensure flexibility and agility to amend the approach taken if required to 
meet the longer-term strategic objectives. Objectives will be reviewed annually with the 
implementation plan amended as required to meet identified outcomes.  

 
Board members acknowledged their commitment to ensuring that Equality and 
Inclusion is integrated in business as usual, noting the strategy is integral to NHS Forth 
Valley’s annual operating plan and is underpinned by the belief that equality, equity, 
and inclusive practice enhance service delivery, patient, informal carers and/or their 
advocates experience and staff fulfilment. 
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The Board discussed the strategy highlighting the importance of future engagement 
and support from the community. The Board approved the Equality & Inclusion 
Strategy 2021-25 “Everyone means Everyone”. 

 
The Forth Valley NHS Board:  

• Noted the engagement and consultation process to develop the strategy 
and equality outcomes 

• Approved the Equality & Inclusion Strategy 2021-25 “Everyone means 
Everyone” 

 
 
5.2      Quality Strategy   
 

The NHS Board considered a paper ‘Quality Strategy’ presented by Mr Andrew Murray, 
Medical Director. 
 
Mr Murray highlighted that work began to develop a new Quality Strategy in Autumn 
2020, building on the achievements of the previous Quality Improvement Strategy, 
Better Every Day. Mr Murray then invited Susan Bishop, Head of Efficiency, 
Improvement and Innovation, to provide an overview of the Quality Strategy.  
 
Mrs Bishop highlighted that the Draft Strategy was presented to the System Leadership 
Team for discussion in February 2021 with feedback following the meeting 
incorporated. The comprehensive work undertaken in preparing the strategy for 
approval was detailed. This included finalising the Forth Valley Improvement Approach 
and Toolkit, incorporating good practice/case illustrations from work already completed 
or underway to provide examples for others to help implementation, and making sure 
that strategic direction and objectives for a refreshed approach to Clinical Governance 
had been incorporated. 
 
The strategy’s reach included NHS Forth Valley and those NHS and Council services 
integrated operationally managed within the Health and Social Care Partnerships and 
extended to population health and prevention and the work underway to develop the 
Board’s role as an anchor institution. 
 
The Strategy described the system for managing quality (QMS), which involved 
effectively planning for quality, controlling, and assuring quality and improving quality. 
It was noted that the Forth Valley approach to each of these was detailed within the 
strategy. The Strategy incorporated examples of good practice and case illustrations 
from work already completed and evidenced the way in which it is planned to measure 
return on investment.   
 
It was noted that the strategy was designed to be a live document. 
 
The Forth Valley NHS Board: 

• Approved the new Quality Strategy (2021-2026) 
• Provided feedback on the approach being taken to implementation of the 

five priorities within the Quality Strategy  
• Supported the plans for a launch of the Quality Strategy, building on 

communication and engagement that has taken place over the last three 
months 
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5.3  NHS Forth Valley Major Incident Plan  
 

The NHS Board considered a paper ‘NHS Forth Valley Major Incident Plan’ presented 
by Dr Graham Foster, Director of Public Health.  
 
Dr Foster highlighted that NHS Forth Valley had a statutory role under the Civil 
Contingencies Act as a ‘Category 1 Responder’ in emergency planning and resilience 
arrangements. An overview of NHS Forth Valley’s Major Incident Plan which recently 
underwent an annual review and revision was provided. It was noted that minimal 
changes had been required as all the processes remain unchanged from the previous 
plan which had undergone a complete re-configuration in 2019/20.  

 
The new plan included operational updates to individual action cards and general 
changes in terminology and considers that the use of certain designated areas for a 
major incident may not be suitable during the current Covid-19 response. 
 
Dr Foster highlighted that the Board version of the plan was a strategic, public facing 
document and did not include the individual action cards and detailed information about 
how the activation, response and recovery processes would be delivered during an 
incident.   

 
The Forth Valley NHS Board: 

• Approved the new Forth Valley Major Incident Plan  
 
5.4      Strategic Risk Register   
 

The NHS Board considered a paper ‘Strategic Risk Register’ presented by Mr Scott 
Urquhart, Director of Finance. Mr Urquhart invited Mr Andrew Gibson, Corporate Risk 
Manager, to provide an update of the Strategic Risk Register.  
 
It was noted that since the previous review of the Strategic Risk Register, approved by 
NHS Board in March 2021, there were two proposed changes for the Quarter 1 
Reporting Period. In recognition of the fundamental importance to NHS Forth Valley, 
the refresh and implementation of the Healthcare Strategy was highlighted by Internal 
Audit in the Interim Control Evaluation 20/21 report and was recommended for 
inclusion in the Strategic Risk Register. Additionally, the risk in relation to Brexit was 
reduced from 16 to 12, noting that the impact of Brexit continued to be monitored both 
locally and nationally.  
 
The Board approved the two proposed changes to the Strategic Risk Register for 
Quarter 1 2021/22. 
  
The Forth Valley NHS Board: 
 

• Considered the assurance provided regarding the effective management 
and escalation of Strategic Risk 

• Approved the proposed changes to the Strategic Risk Register for 
Quarter 1 2021/22 
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6. BETTER CARE 
 
 
6.1 Pandemic Update                                                                                                     
 

The NHS Board received a paper ‘Pandemic Update’ presented by Dr Graham Foster, 
Director of Public Health who provided an update on the status of the Covid-19 
Pandemic and the local response.  
 
It was noted that the Covid vaccination programme led by Mrs Gillian Morton and the 
Vaccination Team continued with over 99% of those in the highest risk categories in 
receipt of two doses of a Covid vaccination with every adult in Scotland over the age 
of 18 offered a first vaccination.  
 
It was noted that the combination of the more infectious delta variant along with general 
easing of lockdown measures and increased social gatherings had driven a further 
wave of infections across Scotland. The rise was showing signs of coming under 
control and the picture in Scotland had been of a decreasing rate of cases following a 
peak at the beginning of July 2021.  

 
Increased hospital admissions were exerting pressure on the system locally and 
across Scotland. The Board noted the Covid-19 vaccine was proving to be highly 
effective against serious but may not prevent individuals from contracting and 
transmitting the virus.  

 
NHS Forth Valley has consistently had one of the highest testing rates per head of 
population throughout NHS Scotland during 2021. Dr Foster highlighted that Forth 
Valley has been identifying more positive cases including individuals not showing any 
of the common Covid-19 symptoms. 
  
The requirement to support both local care homes and local schools continues. The 
Board discussed what Covid-19 restrictions may look like for those returning to school 
after summer holidays. Dr Foster advised that, as yet no decisions had been made in 
this regard.  

 
The Forth Valley NHS Board: 

• Considered the public health update describing overall progress with 
responding to the pandemic and the latest updates for Forth Valley 

 
6.2       Healthcare Associated Infection Reporting Template 
 

The NHS Board received a paper ‘Healthcare Associated Infection Reporting 
Template’ presented by Prof Angela Wallace, Executive Nurse Director. 

 
The HAIRT Report was noted to be positive highlighting a stable position.  The Board 
noted that the performance reflects the day-to-day care provided to patients from staff 
who continued to respond to the daily challenges and support for each other in the 
prevention of infection.  

 
Several key issues were highlighted. E coli bacteraemias had increased significantly 
in the month from healthcare sourced infections. The main reason was because of 
catheter associated urinary tract infections with ongoing surveillance of all E coli 
bacteraemias continuing. It was noted that Covid-19 inpatient numbers had steadily 
increased in month with one outbreak relating to Covid-19 reported. All processes were 
followed to keep the outbreak under control. Additionally, ward visit non compliances 
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had increased in month. The predominant non-compliance reported was Managing 
Patient Care Equipment category; non-compliances included indicator tape missing, 
items stored inappropriately, and some equipment was not cleaned effectively.  All 
non-compliances were highlighted to the nurse in charge at the time of audit and any 
equipment with cleanliness issues was rectified immediately.   
 
Prof Wallace informed the Board that in terms of the Annual Operational Plan targets, 
NHS Forth Valley was on track.  

 
Support for care homes continued with Prof Wallace confirming that outbreaks in care 
homes had been low with swift action taken to keep them under control. 
 
The Forth Valley NHS Board:     

• Noted the HAIRT report  
• Noted the performance in respect of the AOP Standards for SABs, 

DABs, CDIs & ECBs 
• Noted the detailed activity in support of the prevention and control of 

Health Associated Infection 
• Noted the HAI Annual Report for 2020/2021 

 
6.3 Recovery Scorecard 
 

The NHS Board received a paper ‘Recovery Scorecard’ presented by Mrs Cathie 
Cowan, Chief Executive. 
 
Mrs Cowan provided an overview of the unscheduled care position highlighting the 
significant increase of patients waiting beyond 4 hours. The June 2021 position 
compared to June 2020 was an increase of 1550 patient presentations. Mrs Cowan 
highlighted the pressures in both health and care services was being reflected in the 
4-hour access standard often confused with an Emergency Department target.  Mrs 
Cowan highlighted that surge presentations later in the evening was contributing to a 
high number of long waits for those patients presenting with minor illnesses or injuries.     

 
Mrs Cowan invited Ms Kerry Mackenzie, Head of Policy & Performance to present any 
key issues highlighted within the scorecard. Ms Mackenzie noted that a review of the 
Recovery Scorecard had been arranged anticipating that any updates would be 
presented to the Performance and Resources Committee in August 2021.  

 
Scheduled care activity continued in line with the remobilisation plan with work on-
going to reduce the number of long waits whilst continuing to prioritise urgent care. 
Pressure within the system was being monitored and managed on a day by day basis 
to minimise any impact on activity. In June 2021, the number waiting for a first 
outpatient appointment increased to 16,952 however the number waiting beyond 12 
weeks reduced to 7,547. Similarly, the number of inpatients/daycases waiting 
increased to 2,891 with the number waiting beyond 12 weeks reducing to 1,423. 
 
In May, 82.7% of patients with a suspicion of cancer were treated within 62 days of 
referral. However, the 31-day standard was maintained with 96.3% of patients treated 
within 31-days of the decision to treat.  Ms Mackenzie informed the Board that a full 
cancer update would be presented to the Performance & Resources Committee in 
August 2021.  
 
Work continued in Psychological Therapies and CAMHS to support a reduction in 
waiting times with comprehensive updates in terms of issues and actions presented to 
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the Performance & Resources Committee in April 2021. Patients who have 
experienced longer waits continued to be prioritised, along with urgent referrals in 
CAMHS however this adversely impacts on performance against the 90% 18-week 
referral to treatment standard.  It was noted that the first phase of funding had been 
released as part of the Recovery and Renewal Fund to support the implementation of 
Scotland’s Mental Health Transition and Recovery Plan.  
 
It was highlighted that delayed discharges were being monitored daily with work 
continuing in partnership to support a reduction notably in the acute hospital to help 
ease capacity challenges.  
 
The absence for Coronavirus reasons continued to reduce with the position 0.98% in 
May 2021. This was noted to be the lowest rate since that start of the pandemic 
following a high in April 2020 of 6.05% and February 2021 of 4.51%.  
 
The Forth Valley NHS Board: 

• Noted the current key performance issues  
• Noted the detail within the Recovery Scorecard 

 
6.4       Whistleblowing Standards              
 

The NHS Board received a paper ‘Whistleblowing Standards’ presented by Prof 
Angela Wallace, Executive Nurse Director.  
 
Prof Wallace provided an overview of the new National Whistleblowing Standards 
launched 1 April 2021 highlighting a high level of engagement from NHS Forth Valley’s 
staff.  
 
The Board noted the update on the implementation of the Whistleblowing Standards 
and the Whistleblowing activity in NHS Forth Valley for the period April to June 2021. 

 
The Whistleblowing Implementation Group was progressing with the milestones to 
deliver the key elements of the delivery plan. There had been a wide range of activity 
ongoing during the reporting period. 
 
Additionally, during the period two live cases were considered and investigated. The 
Whistleblowing Guardians with key staff led the review of the cases which resulted in 
agreement that one case be investigated under HR Policy. The second case was 
investigated under Stage 1 of the Whistleblowing process and an Independent Senior 
Manager was identified to investigate the concerns raised.  Full support was given to 
the individual and a written response was provided within the Stage 1 requirement of 
5 working days. The Board noted that learning was identified from both cases.  

 
Mr Gordon Johnston, Whistleblowing Champion for NHS Forth Valley assured the 
Board that the Whistleblowing National Standards were on track identifying the 
important work being carried out in the first quarter. 
 
Miss Linda Donaldson, HR Director informed the board that The Speak Up initiative 
continued to move forward with the recruitment of two ambassadors beginning. The 
Chair asked that an update of the Speak Up Initiative be brought to the Special Board 
Meeting on the 6th of August 2021. 
 
The Forth Valley NHS Board: 
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• Noted that the National Whistleblowing Standards were launched on 1st 
April 2021 and the ongoing delivery of the standards is on trajectory 

• Noted Whistleblowing activity in NHS Forth Valley in the first quarter of 
2021 

 
  6.5      Communication Update Report 
 

The NHS Board received a paper ‘Communication Update Report’ presented by Mrs 
Elsbeth Campbell, Head of Communications.  
 
Mrs Campbell provided an overview of the Communication Update Report identifying 
activity undertaken by the communications team during the period March 2021 to July 
2021.  The Board noted the continuing focus on Covid-19 resulting from the continuing 
pandemic, ongoing testing, and the Covid-19 Vaccination programme along with the 
innovation and service developments that were underway.   
 
The 10th Anniversary of the opening of Forth Valley Royal Hospital was noted by the 
Board acknowledging the work carried out to mark this milestone.  

 
The Forth Valley NHS Board: 

• Noted the update and ongoing activity to support the response to the 
pandemic, service remobilisation and internal communications 

 
 6.6      NHS Forth Valley’s Annual Report Summary 2020/2021  
 

The NHS Board received a paper ‘NHS Forth Valley’s Annual Report Summary 
2020/2021, presented by Mrs Elsbeth Campbell, Head of Communications.  
 
Mrs Campbell highlighted that NHS Boards were no longer required to produce a 
formal Annual Report as much of the financial and performance information previously 
included is now available in other reports and publications. NHS Forth Valley however 
has continued to produce a short summary report to highlight key service 
developments, achievements, activity, and performance during the year.   

 
Mrs Campbell provided an overview of the report highlighting 2020/21 as being a 
different year for NHS Forth Valley following the Covid-19 pandemic with changes and 
adaptions to services made to support the organisation. The Report identified and 
acknowledged the support provided from the local community to NHS Forth Valley 
during unprecedented times.  

 
The Forth Valley NHS Board: 

• Noted the Annual Report Summary for 2020/21 
                             
 
7. BETTER VALUE 
  
 
7.1  Finance Report  
  

The NHS Board received a paper ‘Finance Report’ presented by Mr Scott Urquhart, 
Director of Finance, which provided an overview of the 2021/22 Quarter 1 financial 
position and associated risks. 
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Mr Urquhart reported that Annual Accounts and audit timescales for financial year 
2020/21 had been extended due to a national issue which impacted on all NHS 
Boards.  The accounts would be considered by the Audit and Risk Committee on 13th 
August and presented to the NHS Board for approval on 17th August.   

  
A detailed review of 2021/22 Quarter 1 financial performance had been completed and 
would be reviewed with Scottish Government finance colleagues at a meeting planned 
in late August.  Mr Urquhart highlighted a number of key financial risk areas for both 
in-year performance and longer-term financial sustainability, including the increasing 
requirement for temporary staffing at premium cost and the ongoing financial and 
workforce implications of Covid-19 across health and social care services which 
remained subject to further review and confirmation.   

  
 
The Forth Valley NHS Board: 

• Noted a revenue overspend of £0.5m to 30th June 2021 (Month 3 of 
2020/21 financial year), against an annual budget of £726.1m 

• Noted a balanced capital position to 30th June 2021, with an annual 
budget of £18.4m 

• Noted the key messages from the Quarter 1 financial review, with a 
projected break-even position subject to significant financial risk arising 
from capacity and workforce challenges and delivery of savings 

• Noted the initial funding allocation of £10.1m to support Covid-19 
additional health costs in 2021/22, with further funding expected in the 
second half of the year 

 
 
8. BETTER GOVERNANCE 
  
 
8.1 Governance Committee Minutes 
 
8.1.1    Performance & Resources Committee update: 29/06/21 
            Performance & Resources Committee Ratified Minute: 27/04/21 
            (Papers presented by Mr John Ford, Committee Chair) 
 

Mr John Ford, Chair of Performance & Resources Committee provided an update from 
the 29 June 2021 meeting highlighting that e Vaccination Service paper and the Mental 
Health Recovery & Renewal Fund Allocation had been approved.  
 
Mr Ford detailed a number of key agenda items including the Review of the 
Performance & Resources Committee risks, Medicines Optimisation presentation and 
the Sustainability Update presentation.  

 
The NHS Board noted both the Performance & Resources Committee update from the 
meeting held on 29 June 2021 and the Performance & Resources Committee Minute 
from the meeting held on 27 April 2021. 

 
8.2      Integration Joint Board Minutes                                                               
                    
8.2.1    Falkirk IJB Ratified Minute: 19/03/2021 

 
The NHS Board noted the minute of the Falkirk IJB held on 19 March 2021. 
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8.2.2    Clackmannanshire & Stirling IJB Ratified Minute: 24/03/21 & 11/05/21  
 

The NHS Board noted the minute of the Clackmannanshire and Stirling IJB held on 
24 March 2021 and 11 May 2021. 

 
 
 
9. ANY OTHER COMPETENT BUSINESS 
          
 

There being no other competent business the Chair Closed the meeting. 
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FORTH VALLEY NHS BOARD 
TUESDAY 28 SEPTEMBER 2021 
 
For Approval 
 
Item– DRAFT Minute of the Forth Valley NHS Special Board Meeting held on Friday 6 
August 2021  

 
Present: Ms Janie McCusker (Chair)  Mr Gordon Johnstone 
  Mrs Kirstin Cassels   Dr Michelle McClung  

Mr Robert Clark    Mr Andrew Murray 
Cllr Fiona Collie    Cllr Les Sharp  
Mrs Cathie Cowan   Mrs Julia Swan  
Mr John Ford    Prof Angela Wallace 
   

                        
In Attendance: Annemargaret Black, Director of Health & Social Care  

Elsbeth Campbell, Head of Communications 
Patricia Cassidy, Director of Health & Social Care  
Linda Donaldson, Human Resources Director  
Andrew Gibson, Corporate Risk Manager 
Sinead Hamill, Board Secretary (Minute) 
Kerry Mackenzie, Head of Policy & Performance 
Jackie McEwan, Corporate Business Manager 
Kathy O’Neill, General Manager 
Phyllis Wilkieson, Acting Acute Services Director 
Jonathan Procter, Director of Facilities & Infrastructure  

    
 
 
1.  Apologies for Absence  
 

Apologies were noted on behalf of Dr Graham Foster, Cllr Susan McGill, Mr Scott 
Urquhart, and Mr Allan Rennie.  

 
2. Declaration(s) of Interest(s)  
 
 There were no declarations of interest made. 
      
3. Health Response to ED External Review Report 
 

In response to concerns raised by staff-side representatives Mrs Cathie Cowan, 
Chief Executive, invited an External Review Team to undertake an independent 
review of culture and governance of NHS Forth Valley’s Emergency Department. The 
Review identified significant issues and behaviours that do not align with NHS Forth 
Valley’s core values. It was therefore important that organisational values were 
central to the response.  

 
Ms McCusker highlighted the importance of listening to staff to seek their views on 
how NHS Forth Valley can improve the working environment. It was noted that drop-
in sessions were arranged where Ms McCusker and Mrs Cowan met with staff to 
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hear from them directly. Ms McCusker highlighted the commitment and 
professionalism displayed by the staff during these meetings. 
Ms McCusker highlighted that the improvement plan presented to the Board goes 
beyond the 45 recommendations in the ED Report as a number of additional 
recommendations put forward by frontline staff and Staff side have been adopted and 
included in the improvement plan. ff. Ms McCusker informed the Board that they 
would be asked to endorse the additional recommendations.  
 
Mrs McCusker invited Mrs Cowan to present the response to the ED External Review 
to the NHS Board.  
 
Mrs Cowan firstly thanked staff for sharing their personal experiences, Staff side 
representatives for raising their concerns and the External Review Team for 
undertaking the review. Mrs Cowan stated that the concerns raised by Staff side on 
behalf of their members had been distressing to hear however these were now being 
taken very seriously and responded to. 
 
It was noted that the review process was carried out over two phases. In Phase 1 ED 
staff were invited by the Chief Executive and Employee Director to complete a 
confidential psychological safety questionnaire which covered teamwork, leadership, 
learning environment and quality. Of the 105 questionnaires issued, 61 responses 
were received and were reviewed by the External Review team to establish any 
recurring themes. In Phase 2 the Chief Executive and Employee Director wrote again 
to ED staff and invited them to meet with members of the External Review team. 
Forty-three individuals took up this opportunity. 
 
The External Review team identified 45 recommendations. The Board accepted all 
the recommendations set out in the External Review report with many noted to 
already be in place and/or in progress with a final date of completion by the end of 
2021. In addition, through the meetings with frontline ED staff a number of further 
actions and recommendations were identified, these were set out in the Health 
Board’s response. 

 
The External Review report was shared with all staff involved in the review process 
when received. Feedback from staff about the review had been positive as they felt 
that they had been listened to and were confident that this would be a driver for 
change.  
 
It was noted that a workshop took place on 30

 
June 2021 where staff came together 

to develop their vision for the ‘Redesign of Urgent and Emergency Care’. The output 
from this event will now inform the redesign of how future ‘front door’ services are 
developed and delivered and builds on a number of recent service developments.  

 
The Board noted that the improvement plan would be dynamic with Mrs Cowan 
highlighting that this was the start of the journey. It was noted that a Sub Committee 
chaired by the Board Chair of the NHS Board was established on 18 June 2021 to 
oversee the implementation of the Improvement Plan, it was noted the Sub 
Committee would continue to meet regularly to monitor and assess progress.  
 
Ms McCusker thanked Mrs Cowan for her presentation noting the request for the 
Board to endorse the additional staff and Staff side recommendations and to approve 
the Improvement Implementation Plan. The Board noted and endorsed the additional 
recommendations acknowledging their importance having been generated by the ED 
staff themselves.   
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The Chair highlighted the Draft Improvement Implementation Plan would be 
overseen by the ED Assurance and Oversight Sub Committee. The Board discussed 
achievability of timescales detailed within the Plan. Mrs Cowan acknowledged that 
the timescales were ambitious but added they needed to be to demonstrate the 
Board’s commitment to respond timely to the concerns raised by Staff side on behalf 
of their members.  The Board noted that Mrs Cowan would provide a progress 
update to the NHS Board in September. The Board discussed the need for to ensure 
staff remained updated with clear feedback and communication. Mrs Cowan 
informed the Board that the Chair and herself were keen to invite staff and Staff side 
to the Sub Committee  
 
Following a discussion in respect of recommendations being presented to the 
relevant governance committees. Ms McCusker advised that recommendations 
would continue to be overseen by the ED Assurance and Oversight Sub Committee 
with Mrs Cowan being held to account for delivery of the ED Improvement Plan.  

 
Mr Clark wished to thank Staff side for bringing these issues to Mrs Cowan’s 
attention and thank ED staff for their contribution. Mr Clark also wished to thank Ms 
McCusker and Mrs Cowan for taking the concerns raised seriously. Mr Clark 
informed the Board that Staff side will work with the organisation to make sure the 
recommendations are implemented but will not hesitate to raise concerns if they are 
not implemented fully.   
 
In response to assuring the Integration Joint Boards, Mrs Cowan confirmed she was 
intending to update both IJBs. 

 
Ms McCusker noted that the past cannot be changed however the NHS Board will be 
judged and measured on its response to the Independent Review and the on-going 
learning underway.   

 
The Forth Valley NHS Board: 

 
• Endorsed the additional staff recommendations set out in Appendix 1  
• Approved the Draft Improvement Implementation Plan set out in 

Appendix 1  
• Noted the External Review report: ‘Culture and Governance - 

Emergency Department, Forth Valley Royal Hospital’ attached at 
Appendix 2  

• Noted the Annual Internal Audit Report 2020/2021 attached at Appendix 
3  

 
 

4. ANY OTHER COMPETENT BUSINESS 
         

There being no other competent business the Chair Closed the meeting at 12:44pm.  
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FORTH VALLEY NHS BOARD 
TUESDAY 28 SEPTEMBER 2021 
 
For Approval 
 
Item – DRAFT Minute of the Forth Valley NHS Special Board Meeting held on Tuesday 
17 August 2021  

 
Present: Ms Janie McCusker (Chair)  Mr Stephen McAlister  
  Mrs Kirstin Cassels              Dr Michelle McClung   

Mr Robert Clark    Cllr Susan McGill 
Cllr Fiona Collie    Mr Andrew Murray 
Mrs Cathie Cowan   Mr Allan Rennie  
Mr John Ford    Cllr Les Sharp  
Dr Graham Foster    Mr Scott Urquhart  
Mr Gordon Johnstone 

 
                      
In Attendance: Annemargaret Black, Director of Health & Social Care  

Linda Donaldson, Human Resources Director  
Andrew Gibson, Corporate Risk Manager 
Sinead Hamill, Board Secretary (Minute) 
Kerry Mackenzie, Head of Policy & Performance 
Jackie McEwan, Corporate Business Manager 
Kathy O’Neill, General Manager 
Phyllis Wilkieson, Interim Acute Services Director 
Jonathan Procter, Director of Facilities & Infrastructure  
 

    
 
 
1.  Apologies for Absence  
 

Apologies were noted on behalf of Mrs Julia Swan and Prof Angela Wallace. 
 
2. Declaration(s) of Interest(s)  
 
 There were no declarations of interest made. 
      
3. NHS Forth Valley Annual Accounts 2020/21                                                         
 

The NHS Board received a paper ‘NHS Forth Valley Annual Accounts 2020/21’ 
presented by Mr Scott Urquhart, Director of Finance. 
 
Mr Urquhart highlighted that a signed set of accounts required to be submitted to the 
Scottish Government by 30 September 2021, noting that NHS Board accounts 
cannot be made publicly available until after they are laid before Parliament.  
 
Mr Urquhart highlighted the three separate sets of Annual Accounts that were 
considered by the Audit & Risk Committee on 13 August 2021; NHS Board Annual 
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Accounts 2020/21; Patients Funds Accounts 2020/21; and Endowment Accounts 
2020/21. All three sets of accounts were noted to be for approval by the NHS Board.    
 
Mr Urquhart highlighted that the Audit & Risk Committee met on 15 July and 
considered the Patient Funds Accounts and External Audit Report prepared by 
Dickson Middleton. The Accounts were recommended to the NHS Board for approval 
noting there were no specific issues to highlight.  
 
In addition, it was noted that the Audit & Risk Committee considered the Endowment 
Fund Accounts and External Audit Report prepared by Dickson Middleton. The 
Accounts were recommended to the NHS Board for approval. There were no specific 
issues to highlight.  

 
Mr Urquhart presented the audited 2020/21 NHS Board Annual Accounts and 
confirmed a surplus of £0.244m against Revenue Resource Limit consistent with the 
draft outturn position reported to the NHS Board on 25 May 2021. The Accounts also 
confirmed a balanced position against Capital Resource Limit and achievement of 
the cash target. There had been no changes to Accounting Policies for 2020/21. The 
External Audit report confirmed an unqualified audit opinion on the Annual Accounts 
with no specific issues to highlight. 
 
The NHS Board was advised that a draft letter of representation was presented to the 
Audit Committee providing written assurance by the Chief Executive/Accountable 
Officer on aspects of the financial statements, judgements and estimates made. It 
was noted that the letter had been finalised for submission to the Auditors with the 
Accounts.  

 
The Board noted that a positive audit report was received by Audit Scotland as NHS 
Forth Valley’s external auditors. Mr Urquhart confirmed that the auditors had given an 
unqualified audit opinion on the accounts for the year giving the board assurance 
around the accounts and the controls in place. The Board noted a few minor 
recommendations in the report in respect of production of the annual account 
narrative in a timely manner. The Audit opinion and report confirmed appropriate and 
effective financial management controls in place.  

 
Mr Urquhart highlighted that the annual accounting timescales had been extended 
because of a national accounting issues around PPE which was raised late in the 
proceedings. The Board noted that this had been a lengthy process.  

 
Mr Urquhart informed the Board that a set of Annual Accounts would be made 
available to Board Members on request.  
 
The Forth Valley NHS Board: 

• Approved Forth Valley NHS Board Annual Accounts for the year ended 
31 March 2021  

• Approved Patients Funds Annual Accounts of NHS Forth Valley for the 
year ended 31 March 2021  

• Approved Endowment Accounts of NHS Forth Valley for the year ended 
31 March 2021 

• Noted delivery of financial targets and requirements for 2020/21.  
• Noted that the approved Annual Accounts will be made public on 

receipt of confirmation that they have been laid before Parliament 
 
4. ANY OTHER COMPETENT BUSINESS 
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There being no other competent business the Chair Closed the meeting.  
 



1 
 

 
 
 
 
FORTH VALLEY NHS BOARD 
TUESDAY 28 SEPTEMBER 2021  
 
5.1 Health & Safety Strategy and Governance Framework 2021 to 2024 
For Approval 
 
Executive Sponsor: Mrs Cathie Cowan, Chief Executive 
 
Author: Jonathan Procter, Director of Facilities and Infrastructure; Linda Donaldson, Director of 

Human Resources; Cameron Raeburn, Head of Health & Safety 
 
 
Executive Summary 
 
NHS Forth Valley is required by CEL 13 (2011) ‘Safe and Well at Work: Occupational Health and 
Safety Strategic Framework for NHS Scotland’ to have an occupational health and safety strategy 
and governance framework.  
 
This Framework has been developed building on the Health and Safety Policy and outlines how 
NHS Forth Valley will “approach occupational health and safety to keep staff motivated and healthy, 
engaged and safe.”  
 
The Framework sets out the aims and priorities for delivering occupational health and safety and 
describes the governance arrangements within NHS Forth Valley. It is supported through the 
Health & Safety Executive’s (HSE) document ‘Managing for Health and Safety’ (HSG65, 2013) 
which describes a framework for the effective management of health and safety, containing the 
steps ‘Plan, Do, Check, Act’. 
 
The Strategy has been developed in partnership through the Health & Safety Committee and 
supported by the Staff Governance Committee. 
 
Recommendation:  
    
The Forth Valley NHS Board is asked to: 

• approve the Health & Safety Strategy & Governance Framework 2021 to 2024 
 
Key Issues to be Considered:     
 
This paper describes NHS Forth Valley’s governance framework for Health & Safety. It promotes a 
positive health and safety culture; whilst providing strategic direction and encouragement to all staff 
to embrace and integrate health & safety into day-to-day operational activities. 
 
It iterates the importance the Board places on the health, safety and welfare of all those who 
interact with NHS Forth Valley’s services, acknowledging its obligations to manage health and 
safety risk to reduce sickness absence, improve health and well-being and provide a safe and 
secure environment, by ensuring health and safety objectives are given equal priority. 
 
Financial Implications 
 
This paper does not have additional financial implications 
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Workforce Implications 
 
This paper does not have additional workforce implications 
 
Risk Assessment 
 
Not Applicable to this document 
 
Relevance to Strategic Priorities 
 
The Strategy is consistent and in line with the Health Board’s Clinical and Corporate Objectives and 
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:   
 

• Screening completed - no discrimination noted 
 
Consultation Process 
 
The Strategy has been produced in partnership and supported through the Health Board’s Senior 
Leadership Team and formal governance committee’s and forums. The Strategy has been 
considered at System leadership Team; Staff governance Committee; NHS Forth Valley Board 
Health & Safety Committee and Area Partnership Forum. 
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Health & Safety Strategy and Governance Framework, 2021 - 2024 

 
Endorsing Body NHS Forth Valley Health Board 
Governance or Assurance Committee Staff Governance Committee 
Implementation Date September 2021 
Version Number 1.0 
Review Date September 2024 

 

 
 
 
  

Consultation and distribution record 
Author and 
Contributing Author  

Jonathan Procter, Director of Facilities and Infrastructure  
Linda Donaldson, Director of Human Resources 
Cameron Raeburn, Head of Health & Safety 

Consultation Process / 
Stakeholders 

This framework was submitted for approval at the Health 
Board in September 2021 
 
Chief Executive 
Employee Director 
 
System Leadership Team  
Staff Governance Committee  
NHS Forth Valley Board Health & Safety Committee 
Area Partnership Forum 

Distribution  All staff through Intranet  
 Forth Valley Communications through Staff Brief 
 Discussed at Health & Safety Committees / Forums 
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Foreword 
NHS Forth Valley is committed to ensuring a safe and healthy workplace for all our staff, 
volunteers, contractors, and those people who come into contact with our NHS sites and 
services. 

Effective management of Health & Safety Risk is a fundamental cornerstone of good 
governance and internal control and is an essential component in delivery of the Health 
Board’s corporate objectives. This Health & Safety Strategy and Governance Framework 
has been developed in partnership through the Health Board’s Health & Safety Committee 
and supported by the Staff Governance Committee.    

The Health Board accepts the statutory obligations under the Health & Safety at Work Act 
which, along with subordinate and other legislative requirements, are recognised as the 
minimum standard to be achieved. The Board is committed to championing best practice to 
encourage and support a culture that demonstrates a healthy and safe environment for our 
patients and staff. 

This Strategy and Governance Framework enables the Health Board to not only meet its 
legal and statutory obligations but also to pursue a longer goal of exceeding those legal 
obligations. The Framework also sets out our ambitious goals over the next three years 
which can then be tracked, monitored, and reported to give Board-level assurance of 
compliance and progress. 

Staff have a role and are expected to contribute to the maintenance and promotion of a 
safe and healthy working environment and the continuous development of a robust culture 
of ownership and responsibility. Staff, in adopting good health & safety management 
behaviours and practices, will be required 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 be available to staff to underpin this Framework.  

In summary, this Framework 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. 

 
 
 
 
  Janie McCusker – Chair     Cathie Cowan - Chief Executive 
 
 
 
 
 
 
 

Robert Clark - Employee Director 
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Key Messages 
This document describes NHS Forth Valley’s governance framework for Health & Safety 
and the key objectives which will constitute the focus of the three-year strategy.  

Its principal aim is to promote a positive health and safety culture, by providing strategic 
direction and encouragement to all staff to embrace and integrate health & safety into their 
day-to-day operational activities. 

It iterates the importance the System Leadership Team places on the health, safety, and 
welfare of all those who interact with its services, acknowledging its obligations to manage 
health and safety risk to reduce sickness absence, improve health and well-being and 
provide a safe and secure environment, by ensuring health and safety objectives are given 
equal priority. 

NHS Forth Valley will work with all stakeholders including staff side organisations to 
promote health & wellbeing, recognising health and safety practice as a core activity which 
requires to be managed effectively to support staff to remain at or return to work.   

The strategic aims are to: 

• Promote an effective health and safety culture 

• Embed policies, procedures, guidance, and advice  

• Adhere to health & safety requirements 

The objectives will have a focus for the next three years on: 

• Reviewing effectiveness of policy implementation 

• Reviewing current educational programmes and reporting mechanisms 

• Reviewing and monitoring health and safety committee structure 

• Developing communications strategy for key health and safety messaging 

• Auditing the health & safety management system 

• Reviewing arrangements for supporting staff with musculoskeletal disorders 

This governance framework and implementation of the strategy will be monitored through 
the Health Board’s Health & Safety Committee and the Staff Governance Committee and 
reviewed by the Health Board and the Staff Governance Committee. 
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1. Introduction & Background  
NHS Forth Valley is required by CEL 13 (2011) ‘Safe and Well at Work: Occupational 
Health and Safety Strategic Framework for NHS Scotland’ to have an occupational 
health and safety strategy and governance framework. This Framework outlines how 
NHS Forth Valley will “approach occupational health and safety to keep staff 
motivated and healthy, engaged and safe.” [1]   The Framework sets out the aims 
and priorities for delivering occupational health and safety governance arrangements 
within NHS Forth Valley.   

This Framework is supported through the Health & Safety Executive’s (HSE) 
document ‘Managing for Health and Safety’ (HSG65, 2013) [2] which describes a 
framework for the effective management of health and safety, containing the steps 
‘Plan, Do, Check, Act’ (Appendix 1).  

The Health Board and System Leadership Team (SLT) places great importance on 
the health, safety and welfare of staff, students, patients, volunteers, visitors, 
members of the public, contractors, and partner companies/agencies; and 
acknowledges it has statutory obligations under health and safety legislative 
requirements and the responsibility for managing health and safety risks.  

NHS Forth Valley seeks excellence in all aspects of its healthcare and operational 
activities and is committed to prioritising health and safety and the prevention of 
injury and occupationally acquired ill health as an equal priority in its organisational 
aims and objectives.  

Occupational health and safety is a central component of effectively executing 
organisational commitments within NHS Forth Valley, ensuring it provides healthcare 
services which are safe and secure for patients, the public and its workforce. This 
Framework will form an integral part of NHS Forth Valley’s management 
arrangements and seeks to integrate the management of occupational health and 
safety risks within departments and services.  

NHS Forth Valley operates from multiple sites. The main responsibilities for ensuring 
the occupational health, safety and welfare of staff, students, patients, volunteers, 
visitors, members of the public, contractors, and partner companies/agencies rests 
with the System Leadership Team (SLT) who delegate day to day management 
responsibilities to line managers. Compliance with health and safety requirements is 
mandatory and all staff have a responsibility to be familiar with the policies and 
procedures that govern our work practices and interactions.  

NHS Forth Valley has a range of policies, procedures and other associated 
documents that support this strategic framework and describe in more detail the 
organisational structure and arrangements of the occupational health and safety 
management systems. This includes the roles and responsibilities of managers and 
staff.  

As part of this Framework, it is also acknowledged that not all occupational health 
and safety risks can be eliminated. Ultimately it is for the organisation to decide 
which risks it is prepared to accept, based on the knowledge that an effective risk 
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assessment has been carried out and the risk has been reduced as far as is 
reasonably practicable. 

NHS Forth Valley will seek to work with stakeholders, services, and partner agencies 
to promote health and wellbeing, prevention of absence, and support for staff in 
terms of rehabilitation and return to work. 

 
2. Occupational health and safety strategy and governance framework 
2.1 Introduction  

1) NHS Forth Valley is committed to protecting the health, safety, and welfare of their 
employees and other people who might be affected by the delivery of its services as 
set out in the Health and Safety at Work etc. Act 1974.  Occupational health and 
safety practice is recognised as a core activity within the organisation which needs to 
be managed effectively. Occupational health and safety is a fundamental part of NHS 
Forth Valley’s governance architecture and how the Health Board aligns occupational 
health and safety with the National Quality Strategy and Staff Governance standard. 

2) This Framework sets out the occupational health and safety strategy and governance 
arrangements within NHS Forth Valley. It is based upon and incorporates Safe and 
Well at Work: Occupational Health and Safety Strategic Framework for NHS Scotland 
(2011), a commitment from Scottish Government to ensure that NHS Scotland 
Boards confirm their commitment to be exemplar employers who value their staff and 
have integrated strategies for ensuring a safe and healthy working environment, 
including occupational health and safety policies and services.  

3) The overall aim of the Occupational Health and Safety Strategy and Governance 
Framework is to continue to develop and promote a positive health and safety culture 
within NHS Forth Valley.  

4) Inadequately managed health and safety has the potential to prevent NHS Forth 
Valley from achieving its strategic intentions and objectives and may directly or 
indirectly cause harm to those it cares for, employs, or otherwise affects as well as 
incurring loss relating to assets, finance, reputation, goodwill, partnership working 
and/or public confidence. NHS Forth Valley is committed to supporting managers, 
through resourcing and training, to address health & safety matters.  

5) This Framework is supported by a range of policies and procedures and outlines 
NHS Forth Valley’s commitment to proactively manage its health and safety 
management system and to ensure it remains fit for purpose in a continually 
changing health and care system. The Framework identifies the ways in which NHS 
Forth Valley will address these systematically through its occupational health and 
safety framework outlining a clear structure of responsibility and accountability to the 
Health Board, through the Staff Governance Committee and Corporate Management 
Team (Appendix 2).  

6) Effective health and safety management seeks to reduce sickness absence, improve 
health and well-being, and provide a safe and secure environment.  

https://www.legislation.gov.uk/ukpga/1974/37/contents
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2.2 Occupational health and safety risks 

 NHS Forth Valley has to manage a range of occupational health and safety risks as 
part of its operational activities, including violence & aggression; slips, trips and falls; 
manual handling; and, lone working (link to policies and guidance). These are 
identified through a range of mechanisms including risk profiling and incident 
analysis.   

 

2.3 Working in partnership 

1) NHS Forth Valley requires to, and benefits from, working through active engagement, 
with staff, students, volunteers, contractors, and partner companies/agencies. 

2) NHS Forth Valley is committed to working with all staff side organisations to fulfil and 
where appropriate to exceed our legal obligations by: 

• Ensuring that appointed Health & Safety Representees are granted paid time off 
for training and are provided with appropriate equipment and resources to carry 
out their role as set out in the Safety Representatives and Safety Committees 
Regulations 1977  

• Working in partnership with staff side Health & Safety representees 

• Where possible carrying forward joint campaigns and initiatives 

3) Partnership working is supplemented with professional advice from both internally 
and externally appointed professionally accredited advisors as required, to support 
Control Book holders and Service/Line Managers who are involved with undertaking 
assessments and managing identified risks. 

4) NHS Forth Valley also works closely with several external agencies, including the 
Health & Safety Executive (HSE), to improve Health and Safety within all areas of the 
Health Board.  

 

3. Strategic aims and objectives  
The overarching aim of this Framework is to provide strategic direction and to 
encourage all NHS Forth Valley staff to embrace and integrate health and safety into 
their day-to-day operational activities. Compliance with health and safety 
requirements is mandatory and staff have a responsibility to be familiar with the 
policies and procedures that govern our work practices and interactions. Good 
compliance will assist NHS Forth Valley to become an increasingly safer and 
healthier place to work and receive care.  

All services already address occupational health and safety in a positive and 
constructive manner which will include discussion, training, assessment and 
inspection for occupational health and safety as part of their day-to-day activities. 
This helps services and staff ensure occupational health and safety is an integral, 

https://policies.staffnet.fv.scot.nhs.uk/health-and-safety/
https://safeguard.fv.scot.nhs.uk/safeguard/
https://www.legislation.gov.uk/uksi/1977/500/regulation/5/made
https://www.legislation.gov.uk/uksi/1977/500/regulation/5/made
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regular activity which positively safeguards staff, patients and any persons who could 
potentially be adversely affected by NHS Forth Valley’s undertakings. 

 

3.1 Aims  

Strategic aims are intended to promote a positive occupational health and safety 
culture with coherent policies and procedures which are compliant with applicable 
health and safety Regulations. In principle, the 3 key strategic aims of this 
Framework are: 

1) Culture - To engender an effective occupational health and safety culture through the 
continuing development of attitudes, perceptions, competencies, and patterns of 
behaviour which determine the commitment to the style and efficiency of NHS Forth 
Valley’s occupational health and safety management systems. NHS Forth Valley 
aims to be a fair, just and inclusive employer where staff are encouraged and 
supported to ‘speak up’ when standards and/or behaviours fall short of what we 
aspire to as an organisation.  

2) Coherence - To embed and ensure policies, procedures, guidance, and advice are 
as far as is practicable accessible and understood to and by staff, students, 
volunteers, contractors and partner companies/agencies, through the provision of 
training, information and instruction. 

3) Compliance - To ensure as far as is reasonably practicable that NHS Forth Valley 
services and staff adhere to all relevant occupational health and safety legislative 
requirements and that staff follow internal policies and procedures.  

 

3.2 Objectives 

The occupational health and safety objectives for NHS Forth Valley are described 
below, including where the focus will initially lie during the period 2021 to 2024: 

1) Continue reviewing, seeking to enhance NHS Forth Valley’s occupational health and 
safety management structures and arrangements, with an emphasis on monitoring 
the implementation of policies, processes, and associated outcomes: 

Focus - develop and undertake a review of the effectiveness of policy implementation  
 

2) Support managers and staff in achieving suitable levels of occupational health and 
safety knowledge and practical application: 

Focus - review current education programmes to ensure they are fit for purpose and 
develop reporting methodologies to drive compliance. 

 
3) Encourage staff involvement in occupational health and safety performance through 

their line management structure with a view to an emphasis on partnership working: 

Focus - review and monitor health and safety committee / forum structure, ensuring 
integration with operational management and professional groups, and 
consistency of approach. 
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4) Provide consistent and effective organisational commitment to improving the 
occupational health, safety, and wellbeing of all staff: 

Focus - review, develop and monitor communications strategy for key health and 
safety messaging. 

 
5) Continue to assess workplace risks and introduce safe systems of work where 

required: 

Focus - develop and implement an audit programme for the health and safety 
management system (Control Book). 

 
6) Ensure staff are supported, when affected by illness or injury and as far as possible 

to remain in, and/or return to their workplace following an absence, with reasonable 
adjustments and support as required: 

Focus - review arrangements with Occupational Health for supporting staff with 
musculoskeletal disorders to remain at; or return to work. 

 
These core objectives are linked to the wider governance agenda incorporating risk 
management and the implementation approach for delivering the strategy. NHS Forth 
Valley has a statutory duty to proactively manage occupational health and safety and 
ensure that there are internal systems to monitor the health and safety provision in 
the delivery of NHS Forth Valley services.  

NHS Forth Valley is committed to building upon existing systems of management, 
including those covering occupational health and safety risks and controls and to 
drive forward improvements against the strategic aims outlined within this 
Framework.  

 

4. Occupational health and safety governance 
4.1 Governance commitment  

NHS Forth Valley is committed to having established, robust, and transparent 
governance arrangements. This Framework sets out our commitment to the 
occupational health, safety and wellbeing of staff and complements and supports the 
important role which the workplace plays in preventing ill-health and in promoting 
health and wellbeing; as well as identifying the link between staff health, wellbeing, 
productivity, and high-quality patient care. 

 

4.2 Accountability and responsibility arrangements for occupational health and 
safety governance  

The following summarises the roles and responsibilities of the Health Board, Non-
Executive Directors, Chief Executive, Directors, Managers and Staff in respect of the 
governance arrangements for occupational health and safety governance within NHS 
Forth Valley (Appendix 2). 
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1) The Health Board - The Health Board is responsible for ensuring that appropriate 
governance structures are in place within the organisation and for receiving 
assurances from the Chief Executive, Executive Directors and Non-Executive 
Directors for health and safety matters ensuring that it is an integral part of the 
Board’s culture, values, and performance standard. The Health Board will receive an 
annual update.  

2) Staff Governance Committee - The Staff Governance Committee is the formal 
governance committee of the Health Board overseeing matters related to health and 
safety. A quarterly report for health and safety will be submitted for review and 
assurance. The Staff Governance Committee reports to the Board and can 
acknowledge any specific highlights / concerns related to occupational health and 
safety performance for NHS Forth Valley as appropriate. 

3) System Leadership Team - Members of the System Leadership Team (SLT) will 
receive exception reporting from the Corporate Management Team. This will allow 
them to be briefed on occupational health and safety issues of note, health, and 
safety legislative compliance matters by exception.   

4) Corporate Management Team - Members of the Corporate Management Team 
(CMT) will receive a copy of the Health and Safety Quarterly report following 
submission and approval at the Health and Safety Committee. This will allow them to 
be briefed on occupational health and safety issues, health and safety legislative 
compliance matters and occupational health and safety performance.  

4) Health and Safety Committee - NHS Forth Valley’s health and safety reporting 
mechanism is determined and overseen by the Health and Safety Committee which 
has representation from the Directorates and Health and Social Care Partnerships 
within the Health Board. Key measures of occupational health and safety 
performance will be reviewed and reported to the Corporate Management Team and 
Staff Governance Committee (terms of reference can be found in Appendix 3a). 

5) Directorate and Health & Social Care Partnerships Health and Safety 
Committees / Forums - meet at agreed scheduled intervals (at least 3 times in one 
year). Committees / Forums will be chaired by a member of their Senior Management 
Team.  Key measures of occupational health and safety performance will be 
reviewed and reported to their operational management meetings. The Health and 
Safety Committees / Forums are responsible for the localisation, implementation, and 
monitoring of relevant aspects of this occupational health and safety strategic 
framework and are responsible for exception reports to the Health and Safety 
Committee following each meeting (exemplar terms of reference can be found in 
Appendix 3b-e). 

6) Consortium & Facilities Management (FM) Service Providers - A key relationship 
with companies who provide estate maintenance and FM Services to the Health 
Board and Partnership buildings, including at Forth Valley Royal Hospital, significant 
parts of Stirling Health & Care Village, and Clackmannanshire Community Health 
Care Centre, is maintained through the Facilities and Infrastructure Directorate. The 
Facilities and Infrastructure Director has overall responsibility for the management of 
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these contracts on behalf of the Health Board. Within each of the FM contracts, 
arrangements are identified associated with the management, monitoring and 
recording of contract performance including monitoring and reviewing issues 
associated with occupational health and safety. Exceptional issues are reported to 
the Health and Safety Committee for consideration in accordance with the 
arrangements outlined in paragraph 4.2.5. 

 

5. Organisational arrangements  
Organisational arrangements for the governance of occupational health and safety 
are established to ensure they operate effectively. Appendix 2 identifies the Health 
Board as setting the strategic direction for occupational health and safety and the 
Staff Governance Committee for ensuring the co-ordination of the various health and 
safety committees / forums and partnership groups. In addition, if there are any 
significant organisational areas of concern related to occupational health and safety, 
these must be brought to the attention of the Director of Human Resources or 
Director of Facilities and Infrastructure. Both Directors have direct access to the Chief 
Executive. 

 

5.1 National standards and legislative requirements  

As noted in 1.1 this Framework seeks to encapsulate specific areas identified within 
‘Safe and Well at Work: Occupational Health and Safety Strategic Framework for 
NHS Scotland’ (2011). In addition, a ‘Statutory Legislative Compliance Register’ is 
administered through the Staff Governance Committee. The register identifies the 
key legislative framework applicable to NHS Forth Valley’s activities and services in 
order that compliance with statutory requirements are sighted and are included within 
appropriate governance arrangements. 

 

5.2 Monitoring arrangements  

The Occupational Health and Safety Governance and Strategic Framework will be 
monitored at a strategic level by Staff Governance Committee members. It will be 
monitored at an operational level by the Health and Safety Committee.  

 

5.3 Review  

The Occupational Health and Safety Strategy and Governance arrangements will be 
subject to review by the Health Board and Staff Governance Committee.  

 

6. Resource implications 
• Time for health and safety committee / Forum nominated staff to prepare for 

and attend scheduled meetings and to undertake work as required. 
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• Time and support for Departmental Managers / Control Book Holders in 
Directorates and Health & Social Care Partnerships to undertake duties 
required of them, through established systems in place, to manage occupational 
health and safety.  

• Provision of professional health and safety advisory services to support the 
Health Board to develop and implement health and safety strategies. 

 

7. Communication plan  
The Occupational Health and Safety Governance and Strategic Framework is 
published on the staff intranet. In addition, it will be distributed to stakeholders. It is 
the responsibility of Directors, Senior Managers, Heads of Service and Departmental 
Managers to ensure the Occupational Health and Safety Governance and Strategic 
Framework is communicated to their staff. 

 

8. Quality improvement – monitoring and review    
This Framework document will be reviewed every 3 years by the Health Board. 

 
9. Equality and diversity impact assessment  

This policy meets NHS Forth Valley’s EQIA  

 
10. References  

1. The Scottish Government (CEL 13). (2011) Safe and well at work: occupational 
health and safety strategic framework for NHS Scotland. Available at: 
http://www.sehd.scot.nhs.uk/mels/CEL2011_13.pdf (Accessed: 20th Sept 2021). 

2. Health & Safety Executive (HSE). (2013) Managing for health and safety. Available 
at: https://www.hse.gov.uk/pubns/books/hsg65.htm  (Accessed: 20th Sept 2021). 

http://www.sehd.scot.nhs.uk/mels/CEL2011_13.pdf
https://www.hse.gov.uk/pubns/books/hsg65.htm
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Appendix 1 
Plan, Do, Check, Act 

 

 

Cycle  Key Elements Summary 

Plan Policy 
Planning 

Reflect on where you are, where you want to be and how you 
are going to get there. Identify performance measurement 
methods. 

Do 
Profiling 
Organising 
Implementing 

Identify hazards, asses the risks and prioritise the actions 
required to deal with them. Engage with the whole workforce 
and collaborate to deliver the plan. 

Check Measure 
Investigate 

Measure performance to ensure the plan is being implemented 
and the risks are being controlled. Investigate adverse events, 
accidents and near misses. 

Act Review 
Learning 

Identify learning from the investigations and other sources 
including audits, sickness absence, other businesses and 
apply the learning by reviewing and updating the plan.  
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Appendix 2  
NHS Forth Valley Health Board High Level Occupational Health and Safety Governance Structure 
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(Emergency & 
Ambulatory Care) 

Health & Safety 
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(including Finance 
and Human 
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Governance  
Committee 

Medical Gas Committee 

Water Safety Group 

Asbestos  

Electricity  

SCART 

Pressure Systems 

Facilities & 
Infrastructure 

Directorate 
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Appendix 3a 
 

 

NHS Forth Valley Board Health and Safety Committee 
Terms of Reference 

 

Aims and Objective 

The strategic objective of the NHS Forth Valley Health and Safety Committee is to analyse 
the Organisation’s health and safety arrangements and performance with the following 
aims: 

• Promote co-operation between the Directorates, Partnerships, Services, 
Departments, and employees within NHS Forth Valley in establishing, developing 
and implementing an effective Health and Safety Management System (HSMS). 

• Raise the profile of health and safety within NHS Forth Valley to promote 
understanding and acceptance from senior executives, clinicians, local 
management and employees of their health and safety responsibilities. 

• To review, comment on and approve “draft” NHS Forth Valley health and safety 
policy, guidance and other relevant health and safety documentation. 

• Identify and establish health and safety information and training requirements. 

• To consider and monitor the effectiveness of health and safety training. 

• Review significant and adverse event statistics, share learning, and promote 
prevention measures. 

• Consider / review generic risk assessments. 

• Review health and safety performance within NHS Forth Valley. 

• Consider reports from Directorates (for example, Workplace Inspections) relating to 
the management of health and safety. 

• To monitor the adequacy of health and safety communication within NHS Forth 
Valley. 

• To monitor the introduction of new technologies into the workplace and where 
appropriate, highlight any potential health and safety issues to the various 
Directorates, Partnerships, Services and Departments. 

• To monitor the allocation of resources directed to the management and 
development of health and safety within NHS Forth Valley. 

• To commission reports or studies or allocate resources to trials or other information 
gathering processes, reviews, or investigations.  
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NHS Forth Valley Board Health and Safety Committee Members  

Details of the membership are below: 

• Joint Chair - Director Facilities and Infrastructure and Employee Director 
• Head of Health and Safety  
• Director of HR 
• Director of Acute Services  
• Women, Children & Sexual Health Services Directorate  
• Specialist Mental Health and Learning Disability Service Directorate 
• Clackmannanshire & Stirling HSCP  
• Falkirk HSCP 
• Associate Director of Facilities and Infrastructure 
• Staff Side representatives, including from, Unison, RCN and Unite 
• Advisory representatives, including from, Occupational Health, Infection Control, 

Information governance, manual Handling and Violence & Aggression  
There may be a requirement to co-opt other experts or members and the chair of the 
committee will consider as appropriate.  

 

Competencies / Training 

NHS Forth Valley Board Health and Safety Committee members will possess the 
necessary competencies commensurate with their roles (training, qualifications, 
knowledge, and experience) so that they can contribute to the work of the Committee. A 
good cross section of expertise (as is outlined in the Committee Membership) will permit 
the Committee to run effectively.  

Additional training will be considered and provided, where this is deemed necessary to 
ensure all members can participate in discussions and the work of the Committee.  

Where specialist advice or information is required, the Chairperson may invite/appoint a 
specialist to sit on the Committee either temporarily or permanently, dependent on 
circumstances.  

 

Chairperson  

The Committee will be chaired on an alternate basis by 1. NHS Forth Valley Board 
Director who attends the Health Board or allocated Health and Safety within their portfolio 
(or nominated deputy in their absence) and 2. Employee Director. 

The Chairperson may appoint a deputy to chair Committee meetings in their absence. 

 

Secretary 

The Secretary of the NHS Forth Valley Board Health and Safety Committee will be 
appointed by the Chairperson. The Secretary will be responsible for: 

• Development and distribution of Health and Safety Agenda, Minutes / Action Log. 
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• Act as the focal point of contact for communication on matters relating to the Health 
and Safety Committee, other NHS Forth Valley Health and Safety 
Committees/Groups.  

• Arranging and managing Health and Safety Committee dates, Attendance List, 
Briefing Papers, etc. 

 

Minutes of Meetings 

Minutes will be taken by the Secretary and circulated to all members, and where possible 
made available either electronically or on local Notice Boards. Minutes will also be 
forwarded to the Health and Safety Department who will publish them on the Health and 
Safety Intranet webpage.   

 

Meeting Frequency 

The NHS Forth Valley Board Health and Safety Committee will meet on a quarterly basis 
or as determined by members, and at the discretion of the Chairperson. Dates of the four 
Committee meetings for a particular year will be forwarded to Committee members prior to 
the beginning of each year.   

 

Sub Committees / Working Groups 

Sub-Committees or Working Groups may be established by the Chairperson to research 
data, develop policies or establish procedures and health and safety arrangements which 
are too complex or time consuming for the NHS Forth Valley Board Health and Safety 
Committee to consider.  These sub-committees / working groups will have a remit 
established by the NHS Forth Valley Health and Safety Committee and will report their 
findings at agreed intervals. 

 

Quorum 

The Chairperson will have the power to cancel/re-schedule any NHS Forth Valley Board 
Health and Safety Committee, where representation is depleted significantly due to 
unforeseen or conflicting operational or other commitments. 
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Appendix 3b 
 

Directorate / Health & Social Care Partnership (HSCP) Health and Safety 
Committee / Forum 

Sample Terms of Reference 
 

Aims and Objectives 

The strategic objective of the (Name of Directorate / HSCP) Health and Safety Committee 
is to analyse the Directorate / HSCPs health and safety arrangements and performance 
with the following aims: 

• Promote co-operation between the (Name of Directorate / HSCP) and employees in 
establishing, developing, and implementing an effective Health and Safety 
Management System (HSMS). 

• Raise the profile of health and safety to promote understanding and acceptance 
from senior executives, clinicians, local management and employees of their health 
and safety responsibilities. 

• To review and comment on ‘draft’ NHS Forth Valley health and safety policy, 
guidance and other relevant health and safety documentation, which may impact 
directly or indirectly on the management of health and safety. 

• To review local policy and guidance documents on health and safety arrangements 
and in particular: 

o Share knowledge of risks and safe practices 
o Establish acceptable Health, Safety and Wellbeing standards 
o Promote policies which contribute to a reduction in accidents, near misses, 

ill-health, diseases, and dangerous occurrences 
• Identify and establish health and safety information and training requirements. 
• To consider and monitor the effectiveness of health and safety training. 
• Review significant and adverse event statistics, share learning, and promote 

prevention measures. 
• Provide exception reports with regards health and safety compliance for the NHS 

Forth Valley Health and Safety Committee 
• Consider / review generic and local risk assessments. 
• Review health and safety performance within (Name of Directorate / HSCP) 
• Consider reports relating to the management of health and safety. 
• Ensure implementation of any changes to health and safety policy and practice, as 

determined by the NHS Forth Valley Board Health and Safety Committee.  
• To monitor the adequacy of health and safety communication within (Name of 

Directorate / HSCP) 
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• To monitor the introduction of new technologies into the workplace and where 
appropriate, highlight any potential health and safety issues to the NHS Forth Valley 
Board Health and Safety Committee. 

• To monitor the allocation of resources directed to the management and 
development of health and safety within (Name of Directorate / HSCP)  

• To commission reports or studies or allocate resources to trials or other information 
gathering processes, reviews or investigations.  

 

Directorate / HSCP Health and Safety Committee Members  

• Chairperson – Directorate Senior Manager (or nominated deputy in their absence 
(for example, Service Manager, Lead Nurse, Deputy Director) 

• Service / Departmental Representatives (with health and safety remit, that is, 
Chairperson of Service / Departmental Health and Safety Group)  

• Staff Side Representatives 
• Other personnel to attend at the discretion / direction of the Chairperson (for 

example, Estates, Medical Physics, Occupational Health, etc.). 

 

Competencies / Training 

Directorate Health and Safety Committee members will possess the necessary 
competencies commensurate with their roles (training, qualifications, knowledge, and 
experience) so that they can contribute to the work of the Committee. A good cross section 
of expertise (as is outlined in the Committee Membership) will permit the Committee to run 
effectively.  

Additional training will be considered and provided, where this is deemed necessary to 
ensure all members can participate in discussions and the work of the Committee.  

Where specialist advice or information is required, the Chairperson may invite/appoint a 
specialist to sit on the Committee either temporarily or permanently, dependent on 
circumstances.  

Chairperson  

The Chairperson of the Directorate / HSCP Health and Safety Committee will be a senior 
management representative or nominated deputy in their absence, who will have the 
authority to take unresolved issues, recommendations, or opinions of Committee members 
to the NHS Forth Valley Board Health and Safety Committee. 

Secretary 

The Secretary of the (Name of Directorate / HSCP) Health and Safety Committee will be 
appointed by the Chairperson. The Secretary will be responsible for: 

• Development and distribution of Health and Safety Agenda, Minutes/Action Log. 
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• Act as the focal point of contact for communication on matters relating to the 
Health and Safety Committee, other NHS Forth Valley Health and Safety 
Committees/Groups.  

• Arranging and managing Health and Safety Committee dates, Attendance List, 
Briefing Papers, etc. 

 

Minutes of Meetings 

Minutes will be taken by the Secretary or their representative and will be circulated to all 
members and where possible made available either electronically or on local Notice 
Boards. The minutes will also be forwarded to the Health and Safety Department who will 
publish them on the Health and Safety Intranet webpage.   
 

Meeting Frequency 

The (Name of Directorate / HSCP) Health and Safety Committee will meet on a quarterly 
basis (at a minimum of two weeks prior to the NHS Forth Valley Health and Safety 
Committee) or as determined by members, and at the discretion of the Chairperson.  

 

Sub Committees / Working Groups 

Sub-Committees or Working Groups may be established by the Chairperson to research 
data, develop policies or establish procedures and health and safety arrangements which 
are too complex or time consuming for the Directorate Health and Safety Committee to 
consider.  These sub-committees / working groups will have a remit established by the 
Committee and will report their findings at agreed intervals. 

 

Quorum 

The Chairperson will have the power to cancel/re-schedule any (Name of Directorate / 
HSCP) Health and Safety Committee, where representation is depleted significantly due to 
unforeseen or conflicting operational or other commitments. 
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Appendix 3c 
 

 Local Health and Safety Committee / Forum 
Sample Terms of Reference 

 

Aims and Objective 

The strategic objective of the (Name of Service/Department) Health and Safety 
Committee/Forum is to analyse the Service/Departments health and safety arrangements 
and performance with the following aims: 

• Promote co-operation between the (Name of Service/Department) and employees 
in establishing, developing, and implementing an effective Health and Safety 
Management System (HSMS). 

• Raise the profile of health and safety to promote understanding and acceptance 
from senior executives, clinicians, local management and employees of their health 
and safety responsibilities. 

• To review and comment on ‘draft’ NHS Forth Valley health and safety policy, 
guidance and other relevant health and safety documentation, which may impact 
directly or indirectly on the management of health and safety within the 
Service/Department. 

• To review Service/Department policy and guidance documents on health and safety 
arrangements and in particular: 

o Share knowledge of risks and safe practices 
o Establish acceptable Health, Safety and Wellbeing standards 
o Promote policies which contribute to a reduction in accidents, near misses, 

ill-health, diseases and dangerous occurrences 
• Identify and establish health and safety information and training requirements. 
• To consider and monitor the effectiveness of health and safety training. 
• Review significant and adverse event statistics, share learning, and promote 

prevention measures. 
• Consider / review generic and local risk assessments. 
• Review health and safety performance within (Name of Service/Department) 
• Consider reports (e.g., Workplace Inspections) relating to the management of health 

and safety. 
• Ensure implementation of any changes to health and safety policy and practice, as 

determined by the NHS Forth Valley Board Health and Safety Committee.  
• To monitor the adequacy of health and safety communication within (Name of 

Service/Department) 
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• To monitor the introduction of new technologies into the workplace and where 
appropriate, highlight any potential health and safety issues to the Directorate 
Health and Safety Committee. 

• To monitor the allocation of resources directed to the management and 
development of health and safety within (Name of Service/Department)  

• To commission reports or studies or allocate resources to trials or other information 
gathering processes, reviews, or investigations.  

• To discuss and produce a summary of Service/Departmental successes, 
challenges, etc.  

 

Local Health and Safety Group/Forum Members  

• Chairperson – Service Manager / Local Manager (or nominated deputy in their 
absence) 

• Service/Departmental Representatives/Team Leaders  
• Health and Safety Advisor (when requested in response to critical or complex 

issues) 
• Staff Side Representatives 
• Other personnel to attend at the discretion / direction of the Chairperson. 

 

Competencies / Training 

Health and Safety Committee/Forum members will possess the necessary competencies 
commensurate with their roles (training, qualifications, knowledge, and experience) so that 
they can contribute to the work of the Group/Forum 

Additional training will be considered and provided, where this is deemed necessary to 
ensure all members can participate in discussions and the work of the Group/Forum.  

Where specialist advice or information is required, the Chairperson may invite/appoint a 
specialist to sit on the Group/Forum either temporarily or permanently, dependent on 
circumstances.  
 

Chairperson  

The Chairperson of the local Health and Safety Committee / Forum will be the Local 
Manager or nominated deputy in their absence, who will have the authority to take 
unresolved issues, recommendations, or opinions of Group/Forum members to the 
Directorate Health and Safety Committee. 

 

The Chairperson will also be responsible for: 

• Development and distribution of Health and Safety Agenda, Minutes/Action Log. 
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• Act as the focal point of contact for communication on matters relating to the Health 
and Safety Committee/Forum, and other NHS Forth Valley Health and Safety 
Committees/Forums.  

• Arranging and managing Health and Safety Committees/Forum dates, Attendance 
List, etc. 

 

Minutes of Meetings 

Minutes will be taken by the Chairperson (or nominated person) and will be circulated to all 
members and where possible inserted onto local notice boards. 
  

Meeting Frequency 

The (Name of Service/Department) Health and Safety Group/Forum will meet as a 
minimum, two weeks prior to the Directorate Health and Safety Committee, or as 
determined by members, and at the discretion of the Chairperson.  

 

Quorum 

The Chairperson will have the power to cancel/re-schedule any (Name of 
Service/Department) Health and Safety Committee/Forum, where representation is 
depleted significantly due to unforeseen or conflicting operational or other commitments. 
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Appendix 3d 
 

Core elements for health and safety committee / forum agendas 
 

1. Welcome and opening remarks     

2. Apologies        

3. Minutes of previous meeting     

4. Action plan updates:  

4.1. Training compliance 

4.2. Control Book Audit actions 

4.3. Health & Safety (Local) Committee updates 

4.4. Policy implementation 

4.5. Health & Safety communications       

5. Adverse event & near miss analysis 

6. Directorate updates   

7. Healthy working Lives     

8. AOCB         

9. Review of actions 

10. Close / date of next meetings 
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Appendix 3e 
Health & Safety Committee / Forum 
Notification of Significant Risk / Opportunity   
This form is intended for use by the Chairs of Health and Safety Committee’s or Forum’s. 
The form should be used to notify NHS Forth Valley’s Health and Safety Committee of 
significant items discussed during meetings. 

The purpose of the form is to highlight areas of risk or opportunity, to provide visibility to 
the Committee and offer an opportunity to embed lessons learned or opportunities for 
improvement across the Board. Examples of items for inclusion are provided below. 

The form does not replace the risk register and operational management processes of 
escalation regarding addressing the items. 

It is recommended that the top 3 risks or opportunities are highlighted to the Committee, 
which meets on a Quarterly basis. 

 

Items of significance to be considered for reporting may include: 

• Lessons learned and opportunities for improvement 

• Any enforcement activities which may have service wide implications 

• Any service specific legislative changes which may have service wide risk 
implications 

• Outstanding hazards / risks that have not been controlled and have service wide 
implications 

• Adverse events that are coded as severity 4 / 5 or data trends or spikes that may 
impact negatively on the organisation 

• Building faults that have led to extended disruption of service 
• Training deficit that has affected safe service delivery 

Committee Name  

Directorate / HSCP / Service  

Name of Chair / Deputy  Date   

Brief description of risks / opportunities (Top 3) Progress to date 
1)   

2)   

3)   
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FORTH VALLEY NHS BOARD 
TUESDAY 28 SEPTEMBER 2021  
 
5.2 Code of Corporate Governance  
For Endorsement  
 
Executive Sponsor: Mrs Cathie Cowan, Chief Executive 
 
Author: Mrs Cathie Cowan, Chief Executive; Miss Sinead Hamill, Board Secretary; Ms Kerry 

Mackenzie, Head of Policy & Performance; Ms Jackie McEwan, Corporate Business 
Manager 

 
 
Executive Summary 
 
The NHS Forth Valley’s Code of Corporate Governance is presented as a consolidation of a number 
of existing documents that determine the overall control systems in place for NHS Board as it 
conducts its daily business.  

Recommendation 
    
The Forth Valley NHS Board is asked to: - 
 

• recommend the Code of Corporate Governance to the Board Assurance Committees 
including Audit and Risk Committee 

 
Key Issues to be Considered 
 
NHS Forth Valley’s Code of Corporate Governance is based on the principles of the UK Corporate 
Governance Code. The main principle of the code is that every institution should be headed by an 
effective Board, which is collectively responsible for the success of the organisation. The Board’s role 
is to provide leadership of the organisation within a framework of prudent and effective controls which 
enable risk to be assessed and managed.     
 
NHS Forth Valley’s Code of Corporate Governance sets out the framework for our organisation and 
embraces governance of the NHS Board and associated committees.  
 
The Code of Corporate Governance will be kept under review and an annual review will be 
undertaken at the beginning of each financial year.  
 
Financial Implications 
 
There are no specific financial implications in respect of this paper. 
 
Workforce Implications 
 
There are no specific workforce implications in respect of this paper.  
 
Risk Assessment 
 
Good Corporate Governance will ensure that controls are in place that support the maintenance of a 
system of risk management for NHS Forth Valley.  
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Relevance to Strategic Priorities 
 
Good governance is essential in addressing the challenges the public sector faces. The provision of 
high quality, safe, sustainable health and social care services depends on NHS Boards developing 
robust, accountable and transparent corporate governance systems. 
 
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 
 

• NHS Forth Valley Finance colleagues 
• NHS Forth Valley Chief Executive’s Office  
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  Page 
 Introduction 5 

Section A How Business is Organised – Standing Orders 
 
This section explains how the business of Forth Valley NHS Board and its 
Committees is organised.  
 
1.  Forth Valley NHS Board  
2.  Membership  
3.  Chairperson  
4.  Vice Chairperson  
5.  Resignation and Removal of members 
6.  Suspension and Disqualification  
7.  Proceedings  
8.  Conduct of Meeting  
9.  Declaration of interests, register of conflict and interest  
10.  Admission of public and press  
11.  Common seal and execution of documents  
12.  Appointment and function of committees  
13.  Decisions retained by Forth Valley NHS Board and Scheme of 

delegation  
14.  Scheme of delegation  
15.  Standing financial instructions  
Annex A Suspension and disqualification  
Annex B Committee Remits  
Annex C Scheme of Decisions retained by Forth Valley NHS Board (Section 
D)  
Annex D Scheme of Delegation (Section F)  
Standing Financial Instructions (Section E)   
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Section B Members Code of Conduct 
    
This section is for Members of Forth Valley NHS Board and its 
Committees and details how they should conduct themselves in 
undertaking their duties. 
 
1. Introduction to the Code of Conduct  
2. Key Principles of the Code of Conduct 
3. General Conduct 
4. Registration of Interest  
5. Declaration of Interest  
6. Lobbying and Access to members of public bodies  
Annex A Sanctions Available to The Standards Commission for Breach of 
The Code  
Annex B Definitions 

60 
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Section C Standards of Business Conduct for NHS Staff 

 
This section is for all staff to ensure they are aware of their duties in 
situations where there may be conflict between their private interests 
and their NHS duties. 
 
1. Introduction to the Standards of Business  
2. The Bribery Act 2010 – NHS Forth Valley’s Aims and Objectives 
3. The Bribery Act 2021 – Key Points  
4. Responsibilities of Staff  
5. Key Principles of Business Conduct  
6. Acceptance of Gifts, Hospitality and Prizes  
7. Register of Staff Interests  
8. Purchase of Goods and services  
9. Purchase, Sale and Lease of Property  
10.  Benefits Accruing from Official Expenditure  
11. Free Samples  
12. Outside Interests  
13. Private Practice and Secondary Employment  
14. Acceptance of Fees  
15. Conduct with Media  
16. General Principles  
17. Intellectual Property Rights  
18. Sponsorship  
19. Remedies  
20. Communication  
21. Contact for Further Guidance  
22. Review Process  
 

78 

Section D The Fraud Standards  
 
This Section explains how staff must deal with suspected fraud, theft, and 
corruption (including bribery) and Forth Valley NHS Board’s response to a 
reported suspicion of fraud/theft and corruption  
 
1. Fraud Policy  
Annex A Key Contacts 
 

90 

Section E Standing Financial Instructions       
This section explains how staff will control the financial affairs of NHS 
Forth Valley and ensure proper standards of financial conduct. 
 
1. Introduction  
2. Responsibilities of the Chief Executive as Accountable Officer  
3. Allocations, Business Planning and Budgetary Control 
4. Health and Social Care Integration 

103 
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5. Commissioning of Healthcare   
6. Banking and Investments  
7. Capital Investments, Private Financing, Fixed Asset Registers and 

Security of Assets 
8. Purchasing of Supplies and Services 
9. Income, Fees and Charges, Security of Cash and other Negotiable 

Instruments 
10. Terms of Service and Payment of Directors and Staff 
11. Payment of Accounts and Claims 
12. Condemnations, Losses and Special Payments 
13. Endowments and Trust Funds 
14. Information 
15. Internal and External Audit 
16. Annual Accounts 
17. Stores and Receipt of Goods 
18. Patients Property 
19. Risk Management 
20. Primary Care Contractors 
21. Standards of Business Conduct 
22. Suspected Fraud, Theft and other Financial Irregularities 
Appendix A Tendering and Contract Procedures  
 

Section F Risk Management 
 
1. Introduction 
2. Risk Architecture 
3. Approach to Risk Management 
Appendix A: Glossary 
Appendix B: Risk Assessment Matrix  

166 
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1. Code of Corporate Governance 
 
The Code of Corporate Governance includes the following sections: 

 
Section A - How business is organised 
Section B - Members Code of Conduct 
Section C - Standards of Business Conduct for NHS Staff 
Section D – The Fraud Standards  
Section E – Standing Financial Instructions  
Section F – Risk Management  

 
The Board keeps the Code of Corporate Governance under review and will undertake a comprehensive 
review annually. 
 
2. Forth Valley NHS Board  

 
Forth Valley NHS Board (the Board) is a strategic body, accountable to the Scottish Government Health 
and Social Care Directorate and to Scottish Ministers for the functions and performance of NHS Forth 
Valley.  The Board consists of the Chair, Non-Executive and Executive Members, who are appointed by 
the Scottish Ministers. 
 
Board will not concern itself with day-to-day operational matters, except where they have an impact on 
the overall performance of the system. 
 
2.1 Overall Purpose  

 
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 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 summary our purpose is:  as a Board we aim to optimise health (whilst supporting the local 
population to do their bit in keeping well), optimise care and optimise cost. 

 
2.2 The Role of the Board  

 

• To undertake comprehensive health needs and assessment for the population served. 

• To develop strategies and action plans to reduce health inequalities and create and protect 

health and health equity, working closely with key partners.  

• To establish a range of illness prevention, health improvement and health and care services 

that are designed to protect and improve the health status of the people of Forth Valley.  
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• To ensure that health services are designed, delivered and evaluated in a manner that assures 

patient safety, 

• To focus clearly on health outcomes and people’s experience of NHS Forth Valley.  

• To contribute to strategic planning and ensure delivery of integrated health and social care 

services. 

• To be accountable for the scrutiny and performance of NHS Forth Valley as a whole.  

• To involve the public and community planning partners in the design and delivery of healthcare 

services.  

• To involve staff in the design, delivery and evaluation of services.  

• To ensure that resources are allocated in manner that supports the delivery of strategic 

priorities and the achievement of agreed outcomes including national and logical targets.  

• To ensure that best value principles are adhered to in delivering and commission sessions. 

 

3. Corporate Governance 
 
Corporate Governance is the term used to describe the overall control system.  It details how functions 
are directed and controlled, and how we relate to our communities, and covers the following 
dimensions: 

 

• Service delivery arrangements 

• Structures and processes 

• Risk management and internal control 

• Standards of conduct 
 

NHS Forth Valley is responsible for: 
 

• Giving leadership and strategic direction 

• Putting in place controls to safeguard public resources 

• Supervising the overall management of its activities 

• Reporting on management and performance 
 

3.1 Corporate Objectives 
 

Our Corporate Objectives are to:  
 

• Plan for the future 

• Improve the Health and Wellbeing of the people of Forth Valley whilst reducing health 
inequities 

• Enhance our focus on safety and quality 

• Value and develop our people 

• Demonstrate best value using resources 

• Promote and build integrated services locally and regionally 

• Demonstrate behaviours that nurture and support transformational change across our health 
and care system 
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3.2  Function  
 
The Functions of the Board are:  

 

• Provision of strategic leadership and direction for the local health system as a whole. 

• Resource allocation to address local priorities.  

• Oversight of implementation of the Annual Operational Plan.  

• Management of ensuring the performance of NHS Forth Valley, including risk management, 

quality assurance and improvement.  

• Ensuring that there is a robust governance and accountability framework to monitor 

compliance with all necessary standards, targets, and outcomes. 

 

4. Composition of the Board 
 

The Board will consist of the following Directors appointed by the Minister: 
 

Non-Executive Directors Executive Directors 

• Chair 

• 6 Non-Executive Lay Members 
(one of which is Whistleblowing 
Champion) 

• Chair - Area Clinical Forum 

• Employee Director 

• 3 Local Authority Elected 
Members - 1 each from 
Clackmannanshire, Falkirk, 
Stirling  

• Chief Executive 

• Director of Finance 

• Medical Director 

• Nurse Director 

• Director of Public Health and 
Strategic Planning 

 

 
5. Responsibilities of Forth Valley NHS Board  

 
All members are expected to bring an impartial judgement to bear on issues of strategy, performance 
management, key appointments, and accountability, upwards to Scottish Ministers and outwards to the 
local community.  
 
Board Members support the Chair and work with other Members to discharge the functions of the 
Board, which comprise:  
 

• Strategy Development – to develop an Annual Operational Plan which addresses the health 

priorities and the care needs of the resident population;  

• Monitoring the effective performance of the Board’s activities and ensuring achievement of its 

aims;  

• Ensuring that resources (staff, finance and premises) are used effectively and responsibly to 

support the local priorities and strategic objectives. 

• Ensuring that Governance arrangements are robust, rigorous and effective; and 

• Ensuring probity and propriety in the working of the organisation.  
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6. Values 
 

The Purpose, Role, Functions and Responsibilities of Forth Valley NHS Board and Board Members, will 
be delivered in a way which upholds the organisational values.  
NHS Forth Valley’s values represent the care our patients can expect, and how this care should be 
delivered by our staff. Our local values in NHS Forth Valley are:  
 

• Be person centred  

• Be respectful  

• Have integrity  

• Be ambitious  

• Be supportive  

• Be a committed team member 
 

Our Values should be visible in everything we do and drive the improvement of our services. 
  
NHS Forth Valley’s values are closely aligned to the NHS Scotland’s values, which are shared by all staff 
throughout Scotland: 
  

• Care and Compassion  

• Dignity and Respect  

• Openness, Honesty and Responsibility  

• Quality and Teamwork  

Both sets of values underpin and support NHS Scotland’s national quality ambitions: Person-centred; 
Safe; and Effective. 
 
7. Conduct, Accountability, and Openness  

 
Members of Forth Valley NHS Board (Executive and Non-Executive) are required to comply with the 
Members’ Code of Conduct and the Standards of Business Conduct for NHS Staff.  
 
Board Members and staff are expected to promote and support the principles in the Members’ Code of 
Conduct and to promote by their personal conduct the values of:  
 

• Public Service  

• Leadership  

• Selflessness  

• Integrity 

• Objectivity  

• Openness  

• Accountability and stewardship  

• Honest  

• Respect 
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 Understanding our responsibilities arising from the Code of Corporate Governance 
It is the duty of the Chair and the Chief Executive to ensure that Board Members and staff understand 
their responsibilities. Managers are responsible for ensuring their staff understand their own 
responsibilities. The Code of Corporate Governance will be published on the Board’s website and 
intranet.  
 
Endowment Funds  
 
The principles of this code of Corporate Governance apply equally to Member of Forth Valley NHS Board 
who have distinct legal responsibilities as Trustees of the Endowment Funds.  
 
Advisory and Other Committees  
 
The principles of this Code of Corporate Governance apply equally to all NHS Forth Valley Advisory 
Committees and all committees and groups which report directly to a Forth Valley Board Committee.  
 
Review  
 
The Board will review the Code of Corporate Governance on an annual basis and will revise the Code to 
reflect any National or Local Changes which impact on the Board and its functions. The Board may, on 
its own or if directed by the Scottish Ministers, vary and revoke Standing Orders for the regulations of 
the procedures of business of the Board and of any Committee. 
 
Feedback   
 
NHS Forth Valley aims to continuously improve the services we deliver, and it is important that this 
Code remains relevant, we would therefore be happy to hear from you regarding new operational of 
statements or any other matter connected with the Code.  
Comments and suggestions for improvement are most welcome and should be sent to:  
 
Corporate Business Manager  
NHS Forth Valley  
Carseview House  
Castle Business Park  
Stirling  
FK9 4SW  
 
 
Definitions  
 
Any expressions to which a meaning is given in the Health Service Acts or in the Regulations or Orders 
made under the Acts Shall have the same meaning in the interpretation and in addition:  
 

Definition Meaning 
 

The Accountable Officer Is the Chief Executive of NHS Forth Valley, who is 
responsible to the Scottish Parliament for the 
economical, efficient, and effective use of resources. 
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The Chief Executive of NHS Forth Valley is also 
accountable to the Board for clinical, staff and 
financial governance, including controls assurance and 
risk management, and for delivery of other statutory 
requirements. This is a legal appointment made by 
the Principal Accountable Officer of the Scottish 
Government. (Public Finance and Accountability 
(Scotland) Act 2000 Memorandum to Accountable 
Officers for other Public Bodies).  

The Act The National Health Service (Scotland) Act 1978 as 
amended. 

The 2001 Regulations The Health Board’s (Membership and Procedure) 
(Scotland) Regulations 2011. 

The 1960 Act The Public Bodies (Admission to Meetings) Act 1960 
as amended. 

Board Member A person appointed as a Member of the Board by 
Scottish Ministers and who is not disqualified from 
membership.   

Budget Money proposed by the Board for the purpose of 
carrying out, for a specific period, any or all of the 
functions of the Board. 

Chair The person appointed by the Scottish Ministers to 
lead the Board and to ensure that it successfully 
discharges its responsibility as a whole.  The Chair of a 
Committee is responsible for fulfilling the duties of a 
Chair in relation to that Committee only. 

Chief Executive The Accountable Officer of NHS Forth Valley. 

Committee A Committee established by the Board and includes 
“Sub-Committee”. 

Committee Members People formally appointed by the Board to sit on or to 
Chair specific committees.   

Contract Any arrangements including an NHS Contract. 

Co-opted Member An individual, not being a Member of the Board, who 
is appointed to serve on a Standing Committee, 
Special Committee, or Sub-Committee of the Board. 

Community Planning Partners Statutory Service providers, third and independent 
sector organisations with a stake in providing services 
and support to people in Forth Valley. 

Integration Joint Board 
 
 

The constitutional arrangements for the 
establishment of Integration Joint Boards are set out 
within Scottish Statutory Instrument 2014 No. 285 
The Public Bodies (Joint Working) (Integration Joint 
Boards) (Scotland) Order 2014. 

Lay Member An individual, not being an employee of the Board, 
who is appointed to serve on a Committee of the 
Board. 

Meeting A meeting of the Board or any Committee. 
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Nominated Officer An officer charged with the responsibility for 
discharging specific tasks within the Code of 
Corporate Governance. 

Department of Health and Social 
Care 

The Scottish Government and is its legal name. 

SFIs Standing Financial Instructions. 

Vice Chair The Non-Executive Member appointed by the Board 
to take on the Chair’s duties if the Chair is absent for 
any reason. 
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SECTION A 
 

How Business is Organised - Standing Orders 
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Standing Orders for the Proceedings and Business of Forth Valley NHS Board 
 

1. General  
 
1.1. These Standing Orders for regulation of the conduct and proceedings of Forth Valley NHS Board, 

the common name for Forth Valley Health Board, [the Board] and its Committees are made under 
the terms of The Health Boards (Membership and Procedure) (Scotland) Regulations 2001 (2001 
No. 302), as amended up to and including The Health Boards (Membership and Procedure) 
(Scotland) Amendment Regulations 2016 (2016 No. 3). 

 
The NHS Scotland Blueprint for Good Governance (issued through DL 2019) 02) has informed 
these Standing Orders. The Blueprint describes the functions of the Board as:  

 

• Setting the direction, clarifying priorities, and defining expectations.  

• Holding the executive 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.  
 

Further information on the r ole of the Board, Board m embers, the Chair, Vice-Chair, and the 
Chief Executive i s available on the NHS Scotland Board Development website 
(https://learn.nes.nhs.scot/17367/board-development)   

 
1.2 The Scottish Ministers shall appoint the members of the Board. The Scottish Ministers shall also at 

tend to any issues relating t o t he resignation and removal, suspension, and disqualification of 
members in line with the above regulations. Any member of the Board may on reasonable cause 
shown be suspended from the Board or disqualified for taking part in any business of the Board in 
specified circumstances. 

 
1.3 Any statutory provision, regulation, or direction by Scottish Ministers, shall have precedence if 

they are in conflict with these Standing Orders.  
 
1.4 Any one or more of these Standing Orders may be varied or revoked at a meeting of the Board by 

a majority of members present and voting, provided the notice for the meeting at which the 
proposal is to be considered clearly states the extent of the proposed repeal, addition or 
amendment. The Board will annually review its Standing Orders.  

 
1.5 Any member of the Board may on reasonable cause shown be suspended from the Board or 

disqualified for taking part in any business of the Board in specified circumstances. The Scottish 
Ministers may by determination suspend a m ember from taking part in the business (including 
meetings) of the Board. Paragraph 5.4 sets out when the person presiding at a Board meeting may 
suspend a Board member for the remainder of a specific Board meeting. The Standards 
Commission for Scotland can apply sanctions if a Board member is found to have breached the 
Board Members’ Code of Conduct, and those include suspension and disqualification. The 
regulations (see paragraph 1.1) also set out grounds for why a person may be disqualified from 
being a member of the Board. 

 

https://learn.nes.nhs.scot/17367/board-development
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Board Members – Ethical Conduct  
 
1.6 Members have a personal responsibility to comply with the Code of Conduct for Members of the 

Forth Valley NHS Board the Commissioner for Public Standards can investigate complaints about 
members who are alleged to have breached their Code of Conduct. The Board will have appointed 
a Standards Officer. This individual is responsible for carrying out the duties of that role, however 
he or she may delegate the carrying out of associated tasks to other members of Date Approved: 
March 2021 Review Date: March 2022 3staff. The Board’s appointed Standards Officer shall 
ensure that the Board’s Register of Interests is maintained. When a m ember needs to update or a 
mend his or her entry in the Register, he or she must notify the Board’s appointed Standards 
Officer of the need to change the entry within one month after the date the matter required to be 
registered.  

 
1.7 The Board’s appointed Standards Officer shall ensure the Register is available for public inspection 

at the principal offices of the Board at all reasonable times and will be included on the Board’s 
website. 

 
1.8 Members must always consider the relevance of any interests they may have to any business 

presented to the Board or one of its committees. Members must observe paragraphs 5.6 - 5.10 of 
these Standing Orders and have regard to Section 5 of the Code of Conduct (Declaration of 
Interests).  

 
1.9 In case of doubt as to whether any interest or matter should be declared, in the interests of 

transparency, members are advised to make a declaration.  
 
1.10 Members shall make a declaration of any gifts or hospitality received in their capacity as a Board 

m ember. Such declarations shall be made to the Board’s appointed Standards Officer who shall 
make them available for public inspection at all reasonable times at the principal offices of the 
Board and on the Board’s website. The Register of Interests includes a section on gifts and 
hospitality. The Register may include the information on any such declarations or cross-refer to 
where the information is published.  

 
1.11 The Board’s Corporate Business Manager shall provide a copy of these Standing Orders to all 

members of the Board on appointment. A copy shall also be held on the Board’s website.  
 
2. Chair  
 
2.1. The Scottish Ministers shall appoint the Chair of the Board.  
 
3. Vice-Chair  
 
3.1 The Chair shall nominate a candidate or candidates for vice-chair to the Cabinet Secretary. The 

candidate(s) must be a non-executive member of the Board. A member who is an employee of a 
Board is disqualified from being Vice-Chair. The Cabinet Secretary will in turn determine who to 
appoint based on evidence of effective performance and evidence that the member has the skills, 
knowledge and experience needed f or the position. Following the decision, the Board shall 
appoint the member as Vice-Chair. Any person so appointed shall, so long as he or she remains a 
member of the Board, continue in office for such a period as the Board may decide.  
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3.2 The Vice-Chair may at any time resign from that office by giving notice in writing to the Chair. The 

process to appoint a replacement Vice-Chair is the process described at paragraph 3.1. 
 
3.3 Where the Chair has died, ceased to hold office, or is unable for a sustained period of time to 

perform his or her duties due to illness, absence from Scotland or for any other reason, then the 
Board’s Corporate Business Manager should refer this to the Scottish Government. The Cabinet 
Secretary will confirm which member may assume the role of interim chair in the period until the 
appointment of a new chair, or the return of the appointed chair. Where the Chair is absent for a 
short period due to leave (for whatever reason) the Vice-Chair shall assume the role of the Chair in 
the conduct of the business of the Board. In either of these circumstances references to the Chair 
shall, so long as there is no Chair able to perform the duties, be taken to include references to 
either the interim chair or the Vice-Chair. If the Vice-Chair has been appointed as the Interim 
Chair, then the process described at paragraph 3. 1 will apply to replace the Vice-Chair.  

 
4. Calling and Notice of Board Meetings  

 
4.1 The Chair may call a meeting of the Board at any time and shall call a meeting when required to do 

so by the Board. The Board shall meet at least 6 times in the year and will annually approve a 
forward schedule of meeting dates.  

 
4.2 The Chair will determine the final agenda for all Board meetings. The agenda may include an item 

for any other business; however this can only be for business which the Board is being informed of 
for awareness, rather than being asked to make a decision. No business shall be transacted at any 
meeting of the Board other than that specified in the notice of the meeting except on grounds of 
urgency. 

 
4.3 Any member may propose an item of business to be included in the agenda of a future Board 

meeting by submitting a request to the Chair. I f the Chair elects to agree to the request, then the 
C hair may decide whether the item is to be considered at the Board meeting which immediately 
follows the receipt of the request, or a future Board meeting. The Chair will inform the member 
which meeting the item will be discussed. If any member has a specific legal duty or responsibility 
to discharge which requires that member to present a report to the Board, then that report will be 
included in the agenda. 

 
4.4 In the event that the Chair decides not to include the item of business on the agenda of a Board 

meeting, then the Chair will inform the member in writing as to the reasons why.  
 
4.5 A Board meeting may be called if one third of the whole number of members signs a requisition 

for that purpose. The requisition must specify the business proposed to be transacted. The Chair is 
required to call a meeting within 7 days of receiving the requisition. If the Chair does not do so , or 
simply refuses to call a meeting, those members who presented the requisition may call a meeting 
by signing an instruction to approve the notice calling the meeting provided that no business shall 
be transacted at the meeting other than that specified in the requisition.  

 
4.6 Before each meeting of the Board, a notice of the meeting (in the form of an agenda), specifying 

the time, place and business proposed to be transacted at it and approved by the Chair, or by a 
member authorised by the Chair to approve on that person’s behalf, shall be circulated to every 
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member so as to be available to them at least three clear days before the meeting. The notice 
shall be distributed along with any papers for the meeting that are available at that point.  
 

4.7 With regard to calculating clear days for the purpose of notice under 4.6 and 4.9, the period of 
notice excludes the day the notice is sent out and the day of the meeting itself. Additionally only 
working days (Monday to Friday) are to be use d when calculating clear days; weekend days and 
public holidays should be excluded. Example: If a Board is meeting on a Wednesday, the notice 
and papers for the meeting should be distributed to members no later than the preceding 
Thursday. The three clear days would be Friday, Monday and Tuesday. If the Monday was a public 
holiday, then the notice and papers should be distributed no later than the preceding Wednesday.  

 
4.8 Lack of service of the notice on any member shall not affect the validity of a meeting.  
 
4.9 Board meetings shall be held in public. A public notice of the time and place of the meeting shall 

be provided at least three clear day s before the meeting is held. The notice and the meeting 
papers shall also be pl aced on the Board’s website. The meeting papers will include the minutes 
of committee meetings which the relevant committee has approved. The exception is that the 
meeting papers will not include the minutes of the Remuneration Committee. The Date Approved: 
March 2021 Review Date: March 2022 5Board may determine its own approach for committees to 
inform it of business which has been discussed in committee meetings for which the final minutes 
are not yet available. For items of business which the Board will consider in private session (see 
paragraph 5.22), only the Board members will normally receive the meeting papers for those 
items, unless the person presiding agrees that others may receive them.  

 
5. Conduct of Meetings 
 
Authority of the Person Presiding at a Board Meeting  
 
5.1 The Chair shall preside at every meeting of the Board. The Vice-Chair shall preside if the Chair is 

absent. If both the Chair and V ice Chair are absent, the members present at the meeting shall 
choose a Board member who is not an employee of a Board to preside.  

 
5.2 The duty of the person presiding at a meeting of the Board or one of its committees is to ensure 

that the Standing Orders or the committee’s terms of reference are observed, to preserve order, 
to ensure fairness between members, and to determine all questions of order and competence. 
The ruling of the person presiding shall be final and shall not be open to question or discussion.  

 
5.3 The person presiding may direct that the meeting can be conducted in any way that allows 

members to participate, regardless of where they are physically located, e.g., video 
conferencing, teleconferencing. For the avoidance of doubt, those members using such facilities 
will be regarded as present at the meeting. 

 
5.4 In the event that any member who disregards the authority of the person presiding, obstructs the 

meeting, or conducts himself/herself inappropriately the person presiding may suspend the 
member for the remainder of the meeting. If a person so suspended refuses to leave when 
required by the person presiding to do so, the person presiding will adjourn the meeting in line 
with paragraph 5.12. For paragraphs 5.5 to 5.20, reference to ‘Chair’ means the person who is 
presiding the meeting, as determined by paragraph 5.1. 
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Quorum 
 
5.5 The Board will be deemed to meet only when there are present, and entitled to vote, a quorum of 

at least one third of the whole number of members, including at least two members who are not 
employees of a Board. The quorum for committees will be set out in their terms of reference, 
however it can never be less than two Board members.  

 
5.6 In determining whether or not a quorum is present the Chair must consider the effect of any 

declared interests.  
 
5.7 If a member, or an associate of the member, has any pecuniary or other interest, direct or 

indirect, in any contract, proposed contract or other matter under consideration by the Board or a 
committee, the member should declare that interest at the start of the meeting. This applies 
whether or not that interest is already recorded in the Board Members’ Register of Interests. 
Following such a declaration, the member shall be excluded from the Board or committee meeting 
when the item is under consideration and should not be counted as participating in that meeting 
for quorum or voting purposes.  

 
5.8 Paragraph 5.7 will not apply where a member, or an associate of theirs, interest in any company, 

body or person is so remote or insignificant that it cannot reasonably be regarded as likely to 
affect any influence in the consideration or discussion of any question with respect to that 
contract or matter. In March 2015, the Standards Commission granted a dispensation to NHS 
Board members who are also voting members of integration joint boards. The effect is that those 
m embers do not need to declare as an interest that they are a member of an 6integration joint 
board when taking part in discussions of general health & social care issues. However, members 
still have to declare other interests as required by Section 5 of the Board Members’ Code of 
Conduct.  

 
5.9 If a question arises at a Board meeting as to the right of a member to participate in the meeting 

(or part of the meeting) for voting or quorum purposes, the question may, before the conclusion 
of the meeting be referred to the Chair. The Chair’s ruling in relation to any member other than 
the Chair is to be final and conclusive. If a question arises with regard to the participation of the 
Chair in the meeting (or part of the meeting) for voting or quorum purposes, the question is to be 
decided by the m embers at that meeting. For this latter purpose, the Chair is not to be counted 
for quorum or voting purposes.  

 
5.10 Paragraphs 5.6-5.9 shall equally apply to members of any Board committee, whether or not they 

are also members of the Board, e.g., stakeholder representative.  
 
5.11 When a quorum is not present, the only actions that can be taken are to either adjourn to another 

time or abandon the meeting altogether and call another one. The quorum should be monitored 
throughout the conduct of the meeting in the event that a member leaves during a meeting, with 
no intention of returning. The Chair may set a time limit to permit the quorum to be achieved 
before electing to adjourn, abandon or bring a meeting that has started to a close.  
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Adjournment  
 
5.12 If it is necessary or expedient to do so for any reason (including disorderly conduct or other 

misbehaviour at a meeting), a meeting may be adjourned to another day, time and place. A 
meeting of the Board, or of a committee of the Board, may be adjourned by the Chair until such 
day, time and place as the Chair may specify.  

 
Business of the Meeting  

 
The Agenda  
 
5.13 If a member wishes to add an item of business which is not in the notice of the meeting, he or she 

must make a request to the Chair ideally in advance of the day of the meeting and certainly before 
the start of the meeting. The C hair will determine whether the matter is urgent and accordingly 
whether it may be discussed at the meeting. 

 
5.14 The Chair may change the running order of items for discussion on the agenda at the meeting. 

Please also refer to paragraph 4.2.  
 
Decision-Making 
 
5.15 The Chair may invite the lead for any item to introduce the item before inviting contributions from 

members. Members should indicate to the Chair if they wish to contribute, and the Chair will 
invite all who do so to contribute in turn. Members are expected to question and challenge 
proposals constructively and carefully to reach and articulate a considered view on the suitability 
of proposals. 

 
5.16 The Chair will consider the discussion, and whether or not a consensus has been reached. Where 

the Chair concludes that consensus has been reached, then the Chair will normally end the 
discussion of an item by inviting agreement to the outcomes from the discussion and the resulting 
decisions of the Board.  

 
5.17 As part of the process of stating the resulting decisions of the Board, the Chair may propose an 

adaptation of what may have been recommended to the Board in the accompanying report, to 
reflect the outcome of the discussion.  

 
5.18 The Board may reach consensus on an item of business without taking a formal vote, and this will 

be normally what happens where consensus has been reached.  
 
5.19 Where the Chair concludes that there is not a consensus on the Board’s position on the item and/ 

or what it wishes to do, then the Chair will put the decision to a vote. If at least two Board 
members ask for a decision to be put to a vote, then the Chair will do so. Before putting any 
decision to vote, the Chair will summarise the outcome of the discussion and the proposal(s) for 
the members to vote on.  

 
5.20 Where a vote is taken, the decision shall be determined by a majority of votes of the members 

present and voting on the question. In the case of an equality of votes, the Chair shall have a 
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second or casting vote. The Chair may determine the method for taking the vote, which may be by 
a show of hands, or by ballot, or any other method the Chair determines. 

 
5.21 While the meeting is in public the Board may not exclude members of the public and the press (for 

the purpose of reporting the proceedings) from attending the meeting. 
 
Board Meeting in Private Session  
 
5.22 The Board may agree to meet in private in order to consider certain items of business. The Board 

may decide to meet in private on the following grounds:  
 

• The Board is still in the process of developing proposals or its position on certain matters and 
needs time for private deliberation.  

• The business relates to the commercial interests of any person and confidentiality is required, 
e.g., when there is an ongoing tendering process or contract negotiation.  

• The business necessarily involves reference to personal information and requires to be 
discussed in private in order to uphold the Data Protection Principles.  

• The Board is otherwise legally obliged to respect the confidentiality of the information being 
discussed.  

 
5.23 The minutes of the meeting will reflect when the Board has resolved to meet in private. 
 
Minutes  
 
5.24 The names of members present at a meeting of the Board, or of a committee of the Board, shall 

be recorded in the minute of the meeting. The names of other persons in attendance shall also be 
recorded.  

 
5.25 The Board’s Corporate Business Manager (or his/her authorised nominee) shall prepare the 

minutes of meetings of the Board and its committees. The Board or the committee shall review 
the draft minutes at the following meeting. The person presiding at that meeting shall sign the 
approved minute.  

 
6. Matters Reserved for the Board  

 
Introduction 
 
6.1 The Scottish Government retains the authority to approve certain items of business. There are 

other items of the business which can only be approved at an NHS Board meeting, due to either 
Scottish Government directions or a Board decision in the interests of good governance practice.  

 
6.2 This section summarises the matters reserved to the Board: 
 

Standing Orders  

a) The establishment and terms of reference of all its committees, and appointment of 

committee members  

b) Organisational Values  
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c) The strategies for all the functions that it has planning responsibility for, subject to any 

provisions for major service change which require Ministerial approval.  

d) The Annual Operational Plan for submission to the Scottish Government for its approval. 

(Note: The Board should consider the draft for submission in private session. Once the 

Scottish Government has approved the Annual Operational Plan, the Board should receive it 

at a public Board meeting). 

e) Corporate objectives or corporate plans which have been created to implement its agreed 

strategies.  

f) Risk Management Policy.  

g) Financial plan for the forthcoming year, and the opening revenue and capital budgets.  

h) Standing Financial Instructions and a Scheme of Delegation. 

i) Annual accounts and report. (Note: This must be considered when the Board meets in private 

session. In order to respect Parliamentary Privilege, the Board cannot publish the annual 

accounts, or any information drawn from it before the accounts are laid before the Scottish 

Parliament. Similarly, the Board cannot publish the report of the external auditors of their 

annual accounts in this period). 

j) Any business case item that is beyond the scope of its delegated financial authority before it is 

presented to the Scottish Government for approval. The Board shall comply with the Scottish 

Capital Investment Manual.  

k) The Board shall approve the content, format, and frequency of performance reporting to the 

Board.  

l) The appointment of the Board’s chief internal auditor. (Note: This applies either when the 

proposed chief internal auditor will be an employee of the Board, or when the chief internal 

auditor is engaged through a contract with an external provider. The audit committee should 

advise the Board on the appointment, and the Board may delegate to the audit committee 

oversight of the process which leads to a recommendation for appointment).  

 
6.3 The Board may be required by law or Scottish Government direction to approve certain items of 

business, e.g. the integration schemes for a local authority area.  
 

6.4 The Board itself may resolve that other items of business be presented to it for approval.  
 
7. Delegation of Authority by the Board  

 
7.1 Except for the Matters Reserved for the Board, the Board may delegate authority to act on its 

behalf to committees, individual Board members, or other Board employees. In practice this is 
achieved primarily through the Board’s approval of the Standing Financial Instructions and the 
Scheme of Delegation available on the NHS Board website.  
 

7.2 The Board m ay delegate responsibility for certain matters to the C hair for act ion. In such 
circumstances, the Chair should inform the Board of any decision or action subsequently taken on 
these matters.  
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7.3 The Board and its officers must comply with the NHS Scotland Property Transactions Handbook, 
and this is cross-referenced in the Scheme of Delegation. 

 
7.4 The Board may, from time to time, request reports on any matter or may decide to reserve any 

particular decision for itself. The Board may withdraw any previous act of delegation to allow this.  
 
8. Execution of Documents  
 
8.1 Where a document requires to be authenticated under legislation or rule of law relating to the 

authentication of documents under the Law of Scotland, or w here a document is otherwise 
required to be authenticated on behalf of the Board, it shall be signed by an executive member of 
the Board or any person duly authorised to sign under the Scheme of Delegation in accordance 
with the Requirements of Writing (Scotland) Act 1995. Before authenticating any document, the 
person authenticating the document shall satisfy themselves that all necessary approvals in terms 
of the Board’s procedures have been satisfied. A document executed by the Board in accordance 
with this paragraph shall be self-proving for the purposes of the Requirements of Writing 
(Scotland) Act 1995.  

 
8.2 Scottish Ministers shall direct which officers of the Board can sign on t heir behalf in relation to 

the acquisition, management, and disposal of land. 8.3 Any authorisation to sign documents 
granted to an officer of the Board shall terminate upon that person ceasing (for whatever reason) 
from being an employee of the Board, without further intimation or action by the Board.  

 
9. Committees  

 
9.1 Subject to any direction issued by Scottish Ministers, the Board shall appoint such committees 

(and sub-committees) as it thinks fit. NHS Scotland Board Development website will identify the 
committees which the Board must establish. 
(https://learn.nes.nhs.scot/17367/boarddevelopment)   

 
9.2 The Board shall appoint the chairs of all committees. The Board shall approve the terms of 

reference and membership of the committees. The Board shall review these as and when required 
and shall review the terms within 2 years of their approval if there has not been a review.  

 
9.3 The Board shall appoint committee members to fill any vacancy in the membership as and when 

required. If a committee is required by regulation to be constituted with a particular membership, 
then the regulation must be followed.  

 
9.4 Provided there is no Scottish Government instruction to the contrary, any non-executive Board 

member may replace a Committee member who is also a non-executive Board member, if such a 
replacement is necessary to achieve the quorum of the committee.  

 
9.5 The Board’s Standing Orders relating to the calling and notice of Board meetings, conduct of 

meetings, and conduct of Board members shall also be applied to committee meetings where the 
committee’s membership consist of or include all the Board members. Where the committee’s 
members includes some of the Board’s members, the committee’s meetings shall not be held in 
public and the associated committee papers shall not be placed on the Board’s website, unless the 
Board specifically elects otherwise. Generally Board members who are not members of a 

https://learn.nes.nhs.scot/17367/boarddevelopment
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committee may attend a committee meeting and have access to the meeting papers. However if 
the committee elects to consider certain items as restricted business, then the meeting papers for 
those items will normally only be provided to members of that committee. The person presiding 
the committee meeting may agree to share the meeting papers for restricted business papers with 
others. 

 
9.6 The Board shall approve a calendar of meeting dates for its committees. The committee chair may 

call a meeting any time, and shall call a meeting when requested to do so by the Board.  
 
9.7 The Board may authorise committees to co-opt members for a period up to one year, subject to 

the approval of both the Board and the Accountable Officer. A committee may decide this is 
necessary to enhance the knowledge, skills, and experience within its membership to address a 
particular element of the committee’s business. A co -opted member is one who is not a member 
of Forth Valley NHS Board and is not to be counted when determining the committee’s quorum.  

  



 
24 

 

ANNEX A: STANDING ORDERS SUSPENSION AND DISQUALIFICATION  
 

(1) Subject to paragraphs (2) and (3), a person shall be disqualified from being a Member, if- 
 

(a) they have, within the period of five years immediately preceding the proposed date of 
appointment, been convicted in the United Kingdom, the Channel Islands, the Isle of Man or 
the Irish Republic of any offence in respect of which they have received a sentence of 
imprisonment (whether suspended or not) for a period of not less than three months without 
the option of a fine;  

 
(b) their estate has been sequestrated in Scotland or they have otherwise been adjudged 

bankrupt elsewhere than in Scotland, they have granted a trust deed for the benefit of their 
creditors or entered into any arrangement with their creditors, or a curator bonis or judicial 
factor has been appointed over their affairs;  

 
(c) they have resigned or been removed or been dismissed, otherwise than by reason of 

redundancy, from any paid employment or office with a health service body;  
 
(d) they are a person whose appointment as the chairperson, member or director of a health 

service body has been terminated other than by the expiration of their term of office;  
 
(e) they are a chairperson, member, director or employee of a health service body outwith the 

Forth Valley NHS Board area;  
 
(f) they have had their name removed, by a direction under section 29 of the Act, from any list 

prepared under Part II of the Act and have not subsequently had their name included in such 
a list;  

 
(g) they are a person whose name has been included in any list prepared under Part II of the Act, 

and whose name has been withdrawn from the list on their own application;  
 
(h) they have had their name removed, by a direction under section 46 of the 1977 Act from any 

list prepared under Part II of the 1977 Act and have not subsequently had their name included 
in such a list;  

 
(i) they are a person whose name has been included in any list prepared under Part II of the 

1977 Act, and whose name has been withdrawn from the list on their own application;  
 
(j) they are a person who is subject to a disqualification order under the Company Directors 

Disqualification Act 1986; or  
 

(k) they are a person who has been removed from the position of trustee of a charity, whether by 
the court or by the Charity Commissioner. 

 
(2) For the purpose of paragraph (1) – 

 
(a) the disqualification attaching to a person whose estate has been sequestrated shall cease if 

and when-  
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(i) the sequestration of their estate is recalled or reduced; or  
(ii) the sequestration is discharged;  

 
(b) the disqualification attaching to a person by reason of their having been adjudged bankrupt 

shall cease if and when-  
 

(i) the bankruptcy is annulled; or  
(ii) they are discharged;  

 
(c) the disqualification attaching to a person in relation to whose estate a judicial factor has 

been appointed shall cease if and when-  
 

(i) that appointment is recalled; or  
(ii) the judicial factor is discharged;  

 
(d) the disqualification attaching to a person who has granted a trust deed or entered into an 

arrangement with their creditors shall cease if and when that person pays their creditors in 
full or on the expiry of five years from the date of their granting the deed or entering into the 
arrangement.  

 
(3) The Scottish Ministers may direct that in relation to any individual person or Board any 

disqualification so directed shall not apply in relation thereto.  
 
(4) For the purposes of paragraph (1)(a) the date of conviction shall be deemed to be the date on 

which the days of appeal expire without any appeal having been lodged, or if an appeal has been 
made, the date on which the appeal is finally disposed of or treated as having been abandoned.  
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ANNEX B: STANDING ORDERS FOR THE PROCEEDINGS AND BUSINESS OF FORTH VALLEY NHS BOARD  
 
COMMITTEE REMITS  
 

• Audit and Risk Committee  

• Staff Governance Committee  

• Remuneration Committee  

• Clinical Governance Committee  

• Clinical Governance Ethical Issues Sub-Committee  

• Endowments Committee  

• Performance and Resources Committee  

• Pharmacy Practices Committee 
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AUDIT AND RISK COMMITTEE 
 
TERMS OF REFERENCE 
 
1. PURPOSE 
 
The purpose of the Audit Committee is to ensure that NHS Board activities including Patients Private 
Funds and Endowment Funds are: 
 

• within the law and regulations governing the NHS; 
 

• that an effective system of internal control is maintained to give reasonable assurance that 
assets are safeguarded, waste or inefficiency avoided, and reliable financial information 
produced and that value for money is continuously sought. 

 
2. COMPOSITION 
 
2.1 Membership 
 
The membership of the Committee shall consist of five Non-Executive Members of the NHS Board.   The 
Chair of NHS Forth Valley and Executive NHS Board Members are not eligible for Membership. 
 
2.2 Appointment of Chairperson 
 
The Chairperson of the Committee shall be appointed at a full business meeting of Forth Valley NHS 
Board in accordance with Standing Orders. 
 
2.3 Attendance 
 
 The Chief Executive and the Director of Finance of NHS Forth Valley, the Chief Internal Auditor and the 
Statutory External Auditor shall normally attend meetings.  The Committee can request the attendance 
of any officer of NHS Forth Valley.  All NHS Board Members shall have the right of attendance and have 
access to papers, except where the Committee resolves otherwise. 
 
3. MEETINGS 
 
3.1 Frequency 
 
 Meetings of the Committee will be timetabled annually to coincide with the important events of the 
year and before important decisions are made. 
 
 Meetings will be held at a minimum of four times per annum. This timetable should also assist with 
scheduling key items of business to be discussed at each meeting. 
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3.2 Agenda and Papers 
 
 The Agenda and supporting papers will be sent out at least five working days in advance of the 
meetings.   All papers will clearly state the agenda reference, the author, the purpose of the paper 
together with the action the Committee are asked to consider. 
 
3.3 Quorum 
 
 No business shall be transacted unless a minimum of two Audit Committee Members are present. 
 
3.4 Minutes 
 
 Formal Minutes will be kept of proceedings and submitted for approval at the next meeting.   
Recognising the issue of the relative timing and scheduling of meetings, Minutes of the Audit 
Committee will be presented in draft form to the next NHS Board Meeting to ensure NHS Board 
Members are aware of issues considered and decisions taken by the respective Committees.   The draft 
Minutes will be cleared by the Chair of the Committee and the nominated Lead Director prior to 
distribution. 
 
3.5 Other 
 
 If necessary, meetings of the Committee shall be convened and attended exclusively by Members of the 
Committee and/or the External Auditor or Internal Auditor. 
 
4. REMIT 
 
4.1 Objectives 
 
The main objectives of the Audit Committee are to ensure that NHS Forth Valley acts within the law, 
regulations, and code of conduct applicable to it and that an effective system of internal control is 
maintained.   The duties of the Audit Committee are in accordance with the Public Sector Internal Audit 
Standards and the Scottish Government Audit Committee Handbook. The Audit Committee will also 
periodically review its own effectiveness and report the results of that review to the Board and 
Accountable Officer.   
 
4.2 Internal Control and Corporate Governance 
 
4.2.1 To evaluate the framework of internal control and corporate governance comprising the following 

components: 
 

• Control environment 

• Risk management strategy and procedures 

• Decision-making processes 

• Information and communication 

• Monitoring and corrective action 

• Anti-fraud policies, whistle-blowing processes, and arrangements for special 
investigations 
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4.2.2 To review the system of internal financial control which includes: 
 

• The safeguarding of assets against unauthorised use and disposition. 

• Maintenance of proper accounting records and the reliability of financial information 
used within the organisation or for publication. 

 
4.2.3 To ensure the NHS Board’s activities are within the law and regulations governing the NHS 
 
4.2.4 To review and recommend approval to the NHS Board of the Risk Management Strategy 
 
4.2.5 To present an annual assurance statement on the above to the NHS Board to support the 

Governance Statement 
 
4.2.6 To take account of the implications of publications detailing best audit practice 
 
4.2.7 To take account of recommendations contained in the relevant reports of the Auditor General and 

the Scottish Parliament 
 
4.2.8 To review reports on Counter Fraud and Bribery arrangements and performance against the same. 
 
4.3 Internal Audit 
 
4.3.1 To influence, review and approve the Internal Audit Strategic and Annual Plan. 

 
4.3.2 To monitor audit progress and review audit reports.  

 
4.3.3 To monitor the management action taken in response to the audit recommendations through an 

agreed follow-up mechanism. 
 

4.3.4 To consider the Chief Internal Auditor’s annual report and assurance statement. 
 

4.3.5 To review the operational effectiveness of Internal Audit by considering the audit standards, 
resources, staffing, technical competency, and performance measures 

 
4.3.6 To ensure there is direct contact between the Audit Committee and Internal Audit and the 

opportunity is given for discussions with the Chief Internal Auditor as required without the 
presence of the Executive Directors. The Chief Internal Auditor must have appropriate access to 
both the Chief executive and the Chair of the Audit Committee. 

 
4.3.7 To review the terms of reference and appointment of the Internal Auditors. 
 
4.4 External Audit 
 
4.4.1 To review the Audit Strategy and Plan, including the Performance Audit Programme. 

 
4.4.2 To consider all statutory audit material, in particular: 
 

• Audit Reports (including Performance Audit Studies) 
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• Annual Reports 

• Management Letters 
 

relating to the certification of the NHS Board. 
 
4.4.3 To monitor management action taken in response to all External Audit recommendations 

including Performance Audit Studies following consideration by the relevant Committee. 
 

4.4.4 To hold meetings with the External Auditors at least once per year without the presence of the 
Executive Directors. 

 
4.4.5 To review the extent of co-operation between External and Internal Audit. 
 
4.4.6 Annually appraise the performance of the External Auditors. 
 
4.4.7 To note the appointment and remuneration of External Auditors and to examine any reason for 

the resignation or dismissal of the Auditors. 
 
4.5 Standing Orders and Standing Financial Instructions 
 
4.5.1 To review changes to the Standing Orders and Standing Financial Instructions. 
 
4.5.2 To examine the circumstances associated with each occasion when Standing Orders are waived or 

suspended. 
 
4.5.3 To review the Scheme of Delegation. 
 
4.6 Annual Accounts 
 
4.6.1 To review annually (and approve) any changes in accounting policy. 
 
4.6.2 To review schedule of losses and compensation payments. 
 
4.6.3 To review and recommend approval to the NHS Board of the Annual Accounts. 
 
4.6.4  To report in the Directors Report on the roles and responsibilities of the Audit Committee and 

actions taken to discharge those. 
 

4.6.5 To review and recommend approval to the NHS Board of the Patients Funds Annual Accounts. 
 
4.7 Receive reports from the FHS (Family Health Service) Performance Review / Reference Group 

which is responsible for dealing with Primary Care contractor issues and alleged breaches of terms 
of reference. 

 
5. OTHER 
 
5.1 The Committee has a duty to review its own performance, effectiveness and terms of reference on 

an annual basis. 
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5.2 The Committee shall monitor the mechanism to keep up to date with changes to topical laws and 

regulations. 
 

5.3 The Chairperson shall submit an Annual Report of the work of the Committee to the NHS Board. 
 

5.4 The Committee is authorised to obtain outside legal or other professional advice it considers 
necessary. 

 
5.5 The Committee shall review proposals for tendering for either Internal or External Audit Services 

or for the purchase of non-audit services from Contractors who provide Audit Services. 
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STAFF GOVERNANCE COMMITTEE 
 
TERMS OF REFERENCE 
 
1.    PURPOSE 
 
1.1 The purpose of the Staff Governance Committee is to provide the NHS Board with the assurance 

that: 
 

• There is a culture within NHS Forth Valley where the highest possible standard of staff 
management is understood to be the responsibility of everyone working in Forth Valley and 
is built upon partnership and collaboration; 

 

• Staff governance mechanisms are in place and effective throughout the local NHS system; 
and 

 

• Performance is reviewed against the Staff Governance standard. 
 
2. COMPOSITION  
 
2.1 Membership 

 
The membership of the Committee shall consist of 4 Non-Executive Members of the NHS Board 
one of whom must be the Employee Director and 2 lay representatives from the Trade Unions 
and Professional Organisation nominated by the Area Partnership Forum resulting in 
membership as follows:  
 

• Two Non-Executive NHS Board Members; 

• Chair of the NHS Board; 

• Employee Director; and 

• Two Lay members. 
 

2.2 Appointment of Chairperson  
 

The Chairperson of the Committee shall be appointed at a full business meeting of Forth Valley 
NHS Board in accordance with Standing Orders. 

 
2.3 Attendance 

 
The Chief Executive of NHS Forth Valley, Director of Nursing and the Director of Human Resources 
shall normally attend meetings.  The Committee can routinely request the attendance of any 
officer of NHS Forth Valley at its meetings. 
 
All NHS Board Members shall have the right of attendance and have access to papers except 
where the Committee resolves otherwise. 
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3. MEETINGS 
 

3.1 Frequency 
 

Meetings of the Committee will be timetabled annually.  This schedule should also identify the key 
items of business to be discussed at each meeting.  The Committee shall meet as necessary to 
fulfil its remit and Meetings will be held at a minimum of once in every quarter. 

 
3.2 Agenda and Papers  
 

The Agenda and supporting papers will be sent out at least five working days in advance of the 
meetings.  All papers will clearly state the agenda reference, the author, the purpose of the paper 
together with the action the Committee are asked to consider. 

 
3.3 Quorum 
 

No business shall be transacted unless a minimum of four Staff Governance Committee Members 
are present. 

 
3.4 Minutes  
 

Formal Minutes will be kept of proceedings and submitted for approval at the next meeting.   
Recognising the issue of relative timing and scheduling meetings, Minutes of the Staff Governance 
Committee will be presented in draft form to the next NHS Board meeting to ensure NHS Board 
Members are aware of issues considered and decisions taken by the respective Committees.  The 
draft Minutes will be cleared by the Chair of the Committee and the nominated Lead Executive 
prior to distribution. 

 
3.5 Remuneration Sub-Committee 
 

Minutes (or draft Minutes) of the Remuneration Sub-Committee will be presented to the next 
Staff Governance Committee.  The Remuneration Sub-Committee remit and membership is 
attached as Annex 1.  The Sub-Committee reports to the Staff Governance Committee. 

 
3.6 Other 
 

If necessary, meetings of the Committee shall be convened and attended exclusively by Members 
of the Committee. 

 
4. REMIT 

  
4.1 Objectives  

 
The main objectives of the Staff Governance Committee are to ensure that staff governance 
mechanisms are in place and effective throughout the local NHS System and that performance is 
reviewed against relevant Staff Governance standards.  The Committee shall support the 
creation of a culture within the health system where the delivery of the highest possible 
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standard of staff management is understood to be the responsibility of everyone working within 
the system and is built upon partnership and collaboration. 
 

4.2 Systems Assurance and Staff Governance 
  

4.2.1 To receive summary reports from the Area Partnership Forum in relation to Human Resource 
and Organisational Development Strategy and Policies. Policy development and approval is 
delegated to the Area Partnership Forum. 
 

4.2.2 To monitor implementation of the Workforce Modernisation Agenda through the assessment of 
regular reports. 
 

4.2.3 To commission the introduction of structures and processes which ensure that delivery against 
the Staff Governance Standard is being achieved. 
 

4.2.4 To ensure consistency of policy and equity of treatment of employees 
 

4.2.5 To ensure that a consistent approach to the job evaluation is in place 
 

4.2.6 To monitor Workforce Plan development and its associated action plan 
 

4.2.7 To ensure that an appropriate approach is in place to deal with staff risk management (including 
staff and patient safety) across the system working within NHS Forth Valley Risk Management 
Strategy. 
 

4.2.8 To provide staff governance information for the statement of internal control 
 
4.3 Internal Review 
 
4.3.1 To monitor and evaluate strategies and implementation plans relating to people management.  
 
4.3.2 To review staff survey results and to monitor implementation of agreed action plans. 
 
4.3.3 To monitor performance in NHS Forth Valley in 
 

• Staff communications 

• learning and development 

• partnership working (through links with Area Partnership Forum) 

• safe and healthy working environment 

• Human Resource Policies and Procedures 
 

4.3.4  To propose and support any policy amendment, funding or resource submission to achieve the 
Staff Governance Standard recognising that such proposals will require to be assessed as part of 
the over-arching local prioritisation process. 

 
4.3.5 To receive minutes from Health and Safety Committee and to monitor governance arrangements 

as they relate to staff. 
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4.4 External Review 
 

4.4.1 To take responsibility for the timely submission of all staff governance information required for 
national monitoring arrangements and ensure follow-up action is taken in respect of relevant 
external reviews such as Audit Reports. 

 
4.4.2 To oversee the implementation of Everyone Matters, the national workforce vision and related 

workforce strategies. 
 

• Partnership Information Network Guidelines  

• Fair for All  
 
4.4.3 To review all appropriate Performance elements routinely. 

 
4.4.4 To recognise the implementation of the ‘Once for Scotland’ Workforce Policies. 
 

5. Other 
 
5.1 The Committee has a duty to review its own performance, effectiveness, including running costs 

and Terms of Reference on an annual basis  
 

5.2 The Chairman shall submit an Annual Report on the work of the Committee to the NHS Board.   
     

 
5.3 The Committee is authorised to obtain professional advice it considers necessary. 
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REMUNERATION COMMITTEE 
 

TERMS OF REFERENCE 
 
1. Role of the Committee 
 
1.1 The main function of the Remuneration Committee is to ensure application and implementation 

of fair and equitable pay systems on behalf of the NHS Board, as determined by Ministers and 
Scottish Government.  The Committee oversees the remuneration arrangements for Executive 
Directors and Senior Managers (on Executive pay grades) and Consultants of the NHS Board 
whilst also discharge specific responsibilities on behalf of the NHS Board as an employing 
organisation.  The Remuneration Committee provides assurance that systems and procedures 
are in place to manage the responsibilities within its remit by providing an Annual Report of its 
work to the NHS Board.  

 
2. Composition of the Committee 
 
2.1 Membership 
 The Committee membership will comprise: 

• the Non-Executive Chair  

• the Non-Executive Board Vice-Chair  

• the Non-Executive Employee Director 

• the Non-Executive Chair of the Audit & Risk Committee 

• the Non-Executive Chair of the Clinical Governance Committee 

• the Non-Executive Chair of the Staff Governance Committee 

• the Non Executive Chair of the Performance and Resources Committee 

 
 The Committee Chair shall be appointed by the NHS Board at its inaugural meeting. 
 

Appropriate training and development will be provided to ensure that members of the 
Committee have the skills and knowledge to carry out this role. 
 

2.2 Attendance 
 
Other NHS Non-Executive Board Members may attend Meetings of the Committee and have 
access to papers at the Committee Chair’s discretion. In such cases, NHS Board members should 
inform the Committee Chair in advance of their desire to attend the relevant Meeting. 
 
The Chief Executive shall normally attend meetings. 
 
The Director of HR shall attend all meetings for the entire agenda to ensure that professional HR 
advice is available at every stage of proceedings. 

 
3. Meetings of the Committee 

 
3.1 Frequency 

 
The Committee shall meet as required, with Meetings normally to be held three times in each 
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financial year, at a place and time as determined by the Committee Chair. In addition, the 
Committee Chair may convene Meetings to consider business which may require urgent 
consideration. 

 
3.2 Agenda and Papers 
 

The Committee Chair in conjunction with the Chief Executive and Director of HR will set the 
Agenda for meetings. 
 
The Agenda and supporting papers will be sent out in advance (three working days) in advance 
of the meetings. 
 
All papers will clearly state the agenda reference, the author, the purpose of the paper and 
the key issues the Committee is asked to consider using the agreed Board Paper template. 

 
3.3 Quorum 

 
Three Members of the Committee shall constitute a quorum and no business shall be transacted 
unless this minimum number of Members is present. For the purposes of determining whether a 
meeting is quorate, Members attending by either video or tele-conference link will be 
determined to be present. 
 

3.4 Minutes 
 
The Draft Minutes shall then be presented at the next Meeting of the Committee for approval. 

 
A summary of the key items of business considered by the Committee shall be presented, 
through the Staff Governance Committee as appropriate and made to the next available Board 
Meeting by the Committee Chair. 
 

3.5 In order to fulfil its remit, the Remuneration Committee can obtain whatever professional advice 
it requires and invite if necessary external experts to meetings. 

 
4. Duties of the Remuneration Committee 
 

The specific duties of the Committee are as follows:  

4.1 In relation to Executive Directors and Health & Care Senior Managers (on executive pay grades): 

• review and approve all Terms and Conditions of Employment, including job descriptions, 
terms of employment, basic pay, performance pay (if applicable) and all benefits 
associated with each post (this also refers to Senior Managers on executive pay grades) 

• review and approve annual performance objectives, including overseeing the review of 
performance against these objectives at the mid-year point and agreeing any revisions to 
the objectives during the course of the year (this also refers to Health & care Senior 
Managers on executive pay grades) 

• consider and approve the assessment of performance at the year-end and any changes to 
the remuneration or the Terms and Conditions of Employment arising from this 
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assessment of performance during the review period (this also refers to Senior Managers 
on executive pay grades) 

 
4.2 In relation to any other staff employed under Executive Managers’ or Consultants’ pay 

arrangements to: 
 

• maintain an overview of remuneration arrangements for staff falling within these 
categories 

 
4.3 In general: 
 

• comply with any Scottish Government Health and Social Care Directorates directions 
and take into consideration any relevant guidance on remuneration or terms and 
conditions of employment 

• provide assurance to the Board though the Staff Governance Committee, that systems 
and procedures are in place to manage the issues set out in Scottish Government 
guidance so that overarching staff governance responsibilities can be discharged; the Staff 
Governance Committee will not be given the detail of confidential employment issues 
that are considered by the Remuneration Committee 

• review submissions from the Chief Executive for the terms of any Settlement Agreement; 
such agreements may also require the approval of the Scottish Government, in accordance 
with procedures applicable across the public sector 

 
5. Authority 
 
5.1 The Committee is authorised by the NHS Board to obtain external legal or other independent 

professional advice and to secure the assistance of people from outside the Board or the wider 
NHS, with relevant expertise, if it is considered necessary. 

 
6. Reporting to the Board 
 
6.1  In addition to providing the Board, through the Staff Governance Committee, with updates, the 

Remuneration Committee shall produce an Annual Report to the NHS Board and be presented 
by the Remuneration Committee Chair. 
 

6.2 The Committee has a duty to review its own performance and effectiveness, and terms of 
reference, on an annual basis and report proposed amendments to the NHS Board. 
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CLINICAL GOVERNANCE COMMITTEE 
 
TERMS OF REFERENCE 

 1. PURPOSE 

The purpose of the Clinical Governance Committee is to provide the NHS Board with 

• Systems Assurance – to ensure that clinical and information governance mechanisms are in 
place and effective throughout the local NHS system and services that are commissioned 
from independent providers and other partner agencies. 
 

• Public Health Governance – to ensure that the principles and standards of clinical 
governance are applied to the health improvement and health protection activities of the 
NHS Board. 

 
2. COMPOSITION 
 
2.1 Membership 

 The Membership of the Committee shall consist of 

• Two Non-Executive Members of the NHS Board 

• Chair of Area Clinical Forum 

• Two Members of the NHS Forth Valley Public Involvement Network 

2.2 Appointment of Chairperson 

The Chairperson of the Committee shall be appointed at a full business meeting of Forth Valley 
NHS Board in accordance with Standing Orders. 

2.3 Attendance 

The Chief Executive of NHS Forth Valley, the Medical Director, the Nurse Director, the Director of 
Public Health & Strategic Planning and the Director of Pharmacy. Additionally, the Deputy Director 
of Human Resources with responsibility for staff governance, the Head of Clinical Governance and 
the Infection Control Manager shall also normally attend.  The Committee can request the 
attendance of any officer or family practitioner of NHS Forth Valley at its meetings.       

All NHS Board Members shall have the right of attendance and have access to papers except 
where the Committee resolves otherwise. 

3. MEETINGS 

3.1 Frequency 

Meetings of the Committee will be timetabled annually.  This schedule should also identify the key 
items of business to be discussed at each meeting.   
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The Committee shall meet as necessary to fulfil its remit and Meetings will be held at a minimum 
of once in every quarter. 

3.2 Agenda and Papers 

The Agenda and supporting papers will be sent out at least five working days in advance of the 
meetings.  All papers will clearly state the agenda reference, the author, the purpose of the paper 
together with the action the Committee are asked to consider. 

3.3 Quorum 

No business shall be transacted unless a minimum of two Non-Executive Members are present 

3.4 Minutes 

Formal Minutes will be kept of proceedings and submitted for approval at the next meeting. 

Recognising the issue of relative timing and scheduling of meetings, Minutes of the Clinical 
Governance Committee will be presented in draft form to the next Board Meeting to ensure NHS 
Board Members are aware of issues considered and decisions taken by the respective 
Committees.  The draft Minutes will be cleared by the Chair of the Committee and the nominated 
lead Director prior to distribution. 

3.5 Other 

If necessary, meetings of the Committee shall be convened and attended exclusively by members 
of the Committee. 

3.6 Clinical Governance Working Group 
 

Minutes (or draft Minutes) of the Clinical Governance Working Group will be presented to the 
next Clinical Governance Committee.  The Clinical Governance Working Group reports to the 
Clinical Governance Committee.  

 
3.7 Ethical Issues Sub-Committee 

 
Minutes (or draft Minutes) of the Ethical Issues Sub-Committee will be presented to the Clinical 
Governance Committee following the meeting of the Sub-Committee.    The Committee meets on 
an ad hoc basis as required. The Sub-Committee reports to the Clinical Governance Committee 

3.8 Organ Donation Sub-Committee 

Minutes (or draft Minutes) of the Organ Donation Sub-Committee will be presented to the next 
Clinical Governance Committee.  The Sub-Committee reports to the Clinical Governance 
Committee 
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4. REMIT 

4.1 Objectives 

The main objectives of the Clinical Governance Committee are to provide: 

• Systems Assurance – to ensure that clinical governance mechanisms including information 
governance are in place and effective throughout the local NHS system. 
 

• Public Health Governance – to ensure that the principles and standards of clinical 
governance are applied to the health improvement and health protection activities of the 
NHS Board 

4.2 Responsibilities 

The responsibilities of the Committee shall be to: - 

4.3.1 Ensure that all elements of the Clinical Governance Strategy are being adequately taken forward. 
Co-ordinate the clinical governance work within acute care and primary and community care to 
ensure that the clinical governance strategy is implemented effectively and efficiently across the 
system. 

 
4.3.2 Ensure that appropriate standards of clinical governance are being applied to the health 

improvement and health protection activities of the Board. 
 
4.3.3 Ensure that follow-up action is taken in relation to Health Improvement Scotland and other 

external reviews to provide assurance that the quality of services is being improved. 
 
4.3.4 Promote positive complaints handling, advocacy and feedback including learning from adverse 

events and near misses. 
 
4.3.5 Ensure review of clinical governance objectives bi-annually to gain assurance across the whole 

NHS system with appropriate monitoring and action planning. 
 
4.3.6 Ensure systems dealing with revalidation/fitness to practice are in place. 
 
4.3.7 Review performance in management of clinical and population-based risk and delivery of services, 

including emergency planning and service continuity planning 
 
4.3.8 Promote work in partnership with outside agencies, such as Scottish Ambulance Service and NHS 

24. 
 
4.3.9 Receive regular reports that allow the Committee to assure the Board on key clinical priorities e.g. 

the Patient Safety Programme, HAI, Child Protection and Research Governance. 
 
4.3.10 Receive reports from the, NHS Forth Valley Prevention & Control of Infection Committee, and 

Child Protection Action Group Quarterly Report.  
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5. OTHER 

5.1 The Committee has a duty to review its own performance, effectiveness, including running costs 
and terms of reference on an annual basis. 

5.2 The Chairman shall submit an Annual Report on the work of the Committee to the NHS Board. 

5.3 The Committee is authorised to obtain professional advice it considers necessary. 
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CLINICAL GOVERNANCE ETHICAL ISSUES SUB-COMMITTEE 
 
TERMS OF REFERENCE 
 
1.    PURPOSE 

 
The Ethical Issues Sub-Committee will ensure that ethical issues are given due consideration 
appropriate to an NHS provider of healthcare. 

 
2. COMPOSITION  
 
2.1 Membership 

 
The membership of the Committee shall consist of: 

 

• Chair of the Forth Valley Clinical Governance Committee 

• Non-Executive Director of NHS Forth Valley 

• Medical Director 

• Head of Spiritual Care Services 
 
2.2 Appointment of Chairperson  

 
The Chairperson of the Committee shall be appointed at a full business meeting of the Clinical 
Governance Committee. 

 
2.3 Attendance 

 
The Committee can obtain professional advice required and request the attendance of any officer 
of NHS Forth Valley to attend meetings. 
 
All NHS Board Members shall have the right of attendance and have access to papers except 
where the Committee resolves otherwise. 

 
3. MEETINGS 

 
3.1 Frequency 

 
The Committee shall meet as appropriate to fulfil its remit.  Meetings will be held as necessary 
where there is business to consider. 

 
3.2 Agenda and Papers  

 
The Agenda and supporting papers will be sent out at least five working days in advance of the 
meetings.  All papers will clearly state the agenda reference, the author, the purpose of the paper 
together with the action the Committee are asked to consider. 
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3.3 Quorum 
 

No business shall be transacted unless a minimum of two Committee Members are present. 
 

3.4 Minutes  
 

Formal Minutes will be kept of proceedings and submitted for approval at the next meeting, 
recognising the issue of relative timing of meetings.   Minutes of the Ethical Issues Sub-Committee 
will be presented in draft form to the next Clinical Governance Committee meeting to ensure 
Clinical Governance Committee Members are aware of issues considered and decisions taken.  
The draft Minute will be cleared by the Chair of the Committee and the nominated lead Executive 
prior to distribution. 

 
3.5 Other 

 
If necessary, meetings of the Committee shall be convened and attended exclusively by Members 
of the Committee. 

 
4. REMIT 

  
4.1 Objectives  

 
The main objectives of the Ethical Issues Sub-Committee are to ensure that the purpose is met.   

 
To ensure the purpose is met, the group is responsible for the following: 

 

• To consider in detail all issues remitted and bring forward advice, judgements, and 
recommendations to the Clinical Governance Committee, which maintain integrity a highest 
level of public confidence in NHS Forth Valley 

• To ensure issues referred are competent having been through an appropriate referral 
process 

• To determine if the issue is subject to legal process or whether there is an indication it may 
be subject to such a process, in which case any consideration by the Committee should be 
suspended 

• To examine and address education and training needs of members and others asked to 
attend. 

• To consider if other reasonable means of resolving the issue have been exhausted and refer 
the issue to an alternative process where this is not the case 

• To, where necessary, clarify the “question” being asked together with tee options and their 
potential implications and impacts 

• To seek all reasonable opinion and evidence to allow informed discussion 

• To be familiar with any significant legal or regulatory issues that may relate to the matter in 
question; this includes “case studies” and conclusions reached by others on similar matters 

• To analyse the issue using any suitable or relevant methodologies such as risk management 

• To provide reports to the Clinical Governance Committee that clearly set out the issues, 
analysis undertaken and recommendations 
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5. OTHER 
 
5.1 The Committee has a duty to review its own performance, effectiveness, including running costs 

and Terms of Reference on an annual basis 
 

5.2 Reports will conform to national and NHS Forth Valley Information Governance standards and 
should not divulge any personal information without consent 
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ENDOWMENTS COMMITTEE  
 
TERMS OF REFERENCE  
  
1.  PURPOSE  
 

The purpose of the Endowments Committee is to ensure that endowment funds held in trust 
comply with the relevant laws and regulations and that an effective system of financial control is 
in place.  In so far as they are able, the Committee would manage the Endowments Funds in 
accordance with the wishes of donors. 

  
2.  COMPOSITION  
  
2.1 Trustees  
  

All Members of the Forth Valley NHS Board shall be Members of the Endowment Fund.  
  
2.2  Membership of Endowments Committee  

  
The membership of the Committee shall consist of all Members of Forth Valley NHS Board.  

  
It is expected that as a matter of routine three Non-Executive Members, the Chief Executive and 
the Director of Finance shall attend meetings.  

  
2.3 Appointment of Chairperson  
  

The Chairperson of the Committee shall be appointed at a full business meeting of Forth Valley 
NHS Board in accordance with Standing Orders.  

  
2.4 Attendance  

  
The Lead Director for NHS Forth Valley Endowment Funds shall normally attend meetings.  The 
Endowment Fund’s Investment Advisors shall attend as required but at least annually. The 
appointed Endowment Auditors shall attend as required.  

  
The Committee can request the attendance of any officer of NHS Forth Valley.  

  
All Forth Valley NHS Board Members shall have access to the papers of the Committee.  

 
3. MEETINGS  
  
3.1 Frequency of Meetings  
  
  Meetings of the Committee will be timetabled annually.  This schedule should also identify the key 

items of business to be discussed at each meeting.  
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  The Committee shall meet as necessary to fulfil its remit and meetings will be held at least four 
times per year of which one meeting will be held to review the audited Annual Accounts and 
associated year-end reports.  

  
 3.2 Agenda and Papers  
  
  The Agenda and supporting papers will be sent out at least five working days in advance of the 

meetings.  All papers will clearly state the agenda reference, the author, the purpose of the paper, 
together with the action the Committee are asked to consider.  

  
3.3 Quorum  
  
  No business shall be transacted unless a minimum of three Endowment Committee Members are 

present.  
  
3.4 Minutes  
  
  Formal Minutes will be kept of proceedings and submitted for approval at the next meeting.  

Recognising the issue of relative timing and scheduling of meetings, Minutes of the Endowments 
Committee will be presented in draft form to the next Forth Valley NHS Board Meeting.  The draft 
Minutes will be cleared by the Chair of the Committee and the nominated Lead Director.  

 
3.5 Bursary Committee 
 

The Bursary Committee reports to the Endowment Committee. Recognising the issue of relative 
timing and scheduling of meetings, Minutes (or draft Minutes) of the Bursary Committee will be 
presented to the next Endowment Committee. 

 
4. REMIT  
  
 The main objectives of the Endowments Committee are:  
  
4.1 To ensure that financial statements comply with the Charities and Trustee Investment (Scotland) 

Act 2005, Regulation 8 of the Charities Accounts (Scotland) Regulations 2006, United Kingdom 
Generally Accepted Accounting Practice and appropriate NHS legislation. 

 
4.2 To accept hold and administer legacies, donations and grants that may be used for purposes 

relating to Health Service functions or to research.  
 

4.3 To appoint Investment Advisors to ensure best possible investment advice is available to invest in 
the best interests of the Fund.  The Advisors should be appropriately regulated by the Financial 
Conduct Authority.   

 
4.4 To monitor investment performance and agree distribution of investment income.  

 
4.5 To consider recommendations for use of funds and to approve a Scheme of Delegation for 

Endowment Funds.  
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4.6 To approve an annual budget for unrestricted funds against plan and monitor expenditure of 
funds.  

 
4.7 To review the system of internal control including evaluating the control environment and 

decision-making process.  To receive Internal Audit Reports in respect of Endowment Funds  
 

4.8 To appoint the External Auditor for the Endowment Fund and to review the Management Letter to 
the Annual Accounts  

 
4.9 To adopt the audited Annual Accounts and to review the Endowment Fund Annual Report  
   
5. OTHER  
  
5.1 The Committee has a duty to review its own performance, effectiveness including running costs 

and Terms of Reference on an annual basis.  
 

5.2 The Chairperson shall submit an Annual Report of the work of the Committee to Forth Valley NHS 
Board.  

 
5.3 The Committee is authorised to obtain professional advice it considers necessary.  
 
5.4 The Committee should ensure compliance with the requirements of the Office of the Scottish 

Charity Regulator including the submission of an Annual Monitoring Return.  
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PERFORMANCE AND RESOURCES COMMITTEE 
 
TERMS OF REFERENCE 
 
1. Purpose 
 
The purpose of the Performance and Resources Committee is: 
  

• To scrutinise, on behalf of the Board, all financial and operational performance focusing on 
strategic planning, organisational priorities and ensuring that corrective actions are taken as 
required and improvements in performance acknowledged. 

 

• To oversee the ongoing development of a performance management culture in the 
organisation where performance management is seen as part of the day job striving for 
excellence and focussing on improvement in all aspects of NHS Board business. 

 

• Ensure the production of an Annual Plan, incorporating the Board’s Financial Plan/Capital 
Plan/AOP and setting out the overall direction for the year for Board approval.  The 
Committee will also ensure actions are in place to support the delivery of the plan 
acknowledging partnership delivery plans. 

 

• Ensure NHS Forth Valley delivers its statutory obligation to comply with information 
governance and General Data Protection Regulation (GDPR). Maintain an overview of the 
work to deliver improvements in Information Governance ensuring appropriate prioritisation 
of this work. 

 
2. Composition 
 
2.1 Membership 
 
The membership of the Performance and Resource Committee shall consist of:  
 

• Non-Executive Directors of the Board - 3 of which should be the Chairs of the Clinical 
Governance, Staff Governance and Audit Committees, and 1 of which should be a Local 
Authority member 

• Chief Executive  

• Director of Finance 

• Medical Director 

• Director of Nursing 

• Director of Human Resources 

• Director of Public Health and Strategic Planning 

• Employee Director  
 
2.2 Appointment of Chairperson 
 

The Chairperson of the Performance and Resource Committee shall be appointed at a full business 
meeting of Forth Valley NHS Board in accordance with Standing Orders. 
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2.3 Attendance 
 

The Head of Communications and the Head of Policy & Performance shall normally attend 
meetings. 
 
The Committee can request the attendance of any officer of NHS Forth Valley at its meetings. 
 
All NHS Board Members shall have the right of attendance and have access to papers except 
where the Committee resolves otherwise. 
 
The Committee shall have the right to invite, as required, external experts to attend meetings.  

 
3. Meetings 
 
3.1 Frequency  
 

Meetings of the Performance and Resource Committee will be timetabled bimonthly on the 
month opposite to the NHS Board meeting.   The meeting schedule should also identify the key 
items of business to be discussed at each meeting. 
 
The Performance and Resource Committee shall meet as necessary to fulfil its remit and meetings 
will be held at a minimum of bimonthly. 
 

3.2 Agenda and Papers 
 

The Agenda and supporting papers will be sent out at least five working days in advance of the 
meetings. All papers will clearly state the agenda reference, the author, the purpose of the papers 
together with the action the Performance and Resource Committee is asked to consider. 
 

3.3 Quorum 
 

No business shall be transacted unless a minimum of two non-Executive Members and two 
Executive Directors are present. 

 
3.4 Minutes 
 

Formal Minutes will be kept of proceedings and submitted for approval at the next meeting. 
Recognising the issue of relative timing and scheduling of meetings, Minutes of the Performance 
and Resource Committee will be presented in draft form to the next Board Meeting to ensure NHS 
Board members are aware of issues considered and decisions taken. The draft Minutes will be 
cleared by the Chair of the Performance and Resource Committee and the nominated Lead 
Director prior to distribution. Given the potential for Minutes to contain In Confidence 
information, these Minutes may require to be considered in a closed session of the NHS Board. 

 
4. Remit 
 
The main objectives of the Performance and Resources Committee shall be: 
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4.1 Corporate Planning 
 

• Ensure the production of an Annual Operational Plan, incorporating the Board’s Financial 
Plan/Capital Plan, setting out the overall direction for the year for Board approval. 

• Ensure actions are in place to support delivery of the Annual Operational Plan.   

• Monitor progress against the Annual Operational Plan, ensuring delivery against plan is 
achieved. 

• Oversee Community Planning Partnership activities and receive routine reports. 

• Ensure appropriate focus on strategic priorities and core objectives. 
 

4.2 Performance Management 
 

• Support the development of a performance culture within NHS Forth Valley which will drive 
continuous quality improvement. 

• Approve the Board Performance Management Framework. 

• Review the Board’s overall performance, strategic policy, and planning objectives, Forth 
Valley Quality Programme and ensure mechanisms are in place to promote best value, 
improved efficiency, and effectiveness. 

• Ensure a rigorous and systematic approach to performance monitoring and reporting is in 
place to enable more strategic and better-informed discussions to take place at the full 
Board. 

• Adopt a risk-based approach to performance through routine review of the Balanced 
Scorecard, focussing on areas of corporate concern identified as requiring an additional 
strategic and collective approach to ensure delivery against performance targets. 

• Maintain an overview of the Corporate Risk Register reviewing risk appetite and agreeing 
appropriate escalation to the Board. 

 
4.3 Finance and Efficiency 
 

• Review Financial Performance, focussing on areas of corporate concern which may require 
corporate decision making to enable delivery against plan. 

• Review the Board’s savings plans to ensure that these deliver as required to support the 
Board’s financial plan. 

• Review the Board’s performance in relation to internal and external reports including 
benchmarking and efficiency indicators and to support opportunities for improving the 
Board’s performance. 

• Maintain overview of IJB budget process and financial performance 
 

4.4 Property and Asset Management 
 

• Ensure the Property and Asset Management Strategy is developed, and the procedures are in 
place to ensure that it is maintained, reviewed, and remains deliverable. 

• Review all proposed property acquisitions and disposals in accordance with the NHS Property 
Transactions Handbook ensuring that due process has been followed to permit Board 
approval to proceed. 

• Approve Change Control notifications exceeding £20,000 for the Board’s PFI facilities. 
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4.5 Capital Projects 
 

• Review overall development of major schemes including capital investment business cases 
and consider the implications of time slippage and / or cost overrun.  Instruct and review the 
outcome of the post project evaluation 

• Review reports on significant capital projects. 

• Review compliance with relevant legislation and requirements of the Scottish Capital 
Investment Manual (SCIM). 

• Review periodically policies relating to capital projects and major equipment. 
 
4.6  Information Governance 
 

• Ensure NHS Forth valley delivers its statutory obligation to comply with information 
governance and General Data Protection Regulation (GDPR) 

• Maintain an overview of the work to deliver improvements in Information Governance 
ensuring appropriate prioritisation of this work 
 

5. OTHER 

5.1 The Performance and Resource Committee has a duty to review its own performance and 
effectiveness including running costs and terms of reference on an annual basis. 
 

5.2 The Performance and Resources Committee is authorised to obtain professional advice if it 
considers necessary. 

 
5.3 The Chairperson shall submit an Annual Report of the work of the Performance and Resources 

Committee to the Board. 
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PHARMACY PRACTICES COMMITTEE 
 
TERMS OF REFERENCE 

 1. PURPOSE 

1.1 The Committee shall be known as the Pharmacy Practices Committee and shall consider, 
determine and approve/reject applications for inclusion in the Pharmaceutical List in accordance 
with the NHS (Pharmaceutical Services) (Scotland)Regulations 2009 and the NHS (Pharmaceutical 
Services)(Scotland) Amendment Regulations 2011 (SSI 2011 No. 32) and 2014 (SSI 2014 No. 148).  

1.2     The Committee shall, within 10 working days of taking its decision, give written notification of it to 
the Board with reasons for that decision. 

2. COMPOSITION 

2.1 Membership 

The Pharmacy Practices Committee is appointed by the Board and shall consist of seven (unless the 
Application is for premises in a neighbourhood or an adjacent neighbourhood to a controlled locality, in 
which case an additional member will be appointed by the Board from persons nominated by the Area 
Medical Committees)  

Members of whom 

2.1.1 One (Chair) shall be a Non-Executive Member of the Board appointed as Chair of the Pharmacy 
Practices Committee and shall not be nor have previously been, a Doctor, Dentist, Ophthalmic 
Optician or Pharmacist or an employee of a Doctor, Dentist, Ophthalmic Optician or Pharmacist. 

 
2.1.2 Three shall be Pharmacists of whom: 

 
2.1.2.1 One shall be a Pharmacist whose name is not included in a Pharmaceutical List and who is 

not an employee of a person whose name is so listed and who shall be appointed from a list of 
persons nominated by the Area Pharmaceutical Committee. 
 

2.1.2.2 Two shall be Pharmacists whose names are either included on a Pharmaceutical List or 
are employees of a person whose name is on such a list and shall be appointed from a list of 
persons nominated by the Area Pharmaceutical Committee. 

 
2.1.3 Three shall be Lay Persons appointed by NHS Forth Valley, other than from members of the Board, 

and shall not be nor have previously been a Doctor, Dentist, Ophthalmic Optician or Pharmacist or 
an employee of person who is a Doctor, Dentist, Ophthalmic Optician or Pharmacist. 

 
2.1.4 In circumstances where the premises that are the subject of the Application are located in the 

same neighbourhood as a controlled locality the Pharmacy Practices Committee shall have an 
additional member appointed by the Board from persons nominated by the Area Medical 
Committee.  
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2.2 Appointment of Deputies 

The Board shall also appoint deputies including, as the case may be for 2.1.4 for each Committee 
Member using the same criteria as set out in 2.1. 

2.3 Eligibility 

The Board shall ensure in appointing Members and Deputies to the Pharmacy Practices Committee that 
the eligibility criterion set out in the National Health Service (General Pharmaceutical Services) 
(Scotland) Regulations 2009 the NHS (Pharmaceutical Services) (Scotland) Amendment Regulations 2011 
and 2014 (SSI 2014 No. 148) and in accordance with the provision of The Health Act 1999 are met. 

If nominations are not made available before such a date as the Board may determine, the Board may 
appoint as a member a person who satisfies the appropriate criteria specified in 2.1 to 2.1.4. 

2.4 Review 

Membership shall be reviewed annually. 

2.5 Attendance 

The Board may appoint an independent legal assessor to attend to provide legal and technical advice 
during the hearing. 

A person shall attend for the purpose of taking an accurate note of the Pharmacy Practices Committee 
meeting. 

3. MEETINGS 

3.1 The Pharmacy Practices Committee shall meet as necessary to fulfil its remit. 

3.2 The agenda and supporting papers will be sent at least five days before the date of the meeting.  
In any case where oral representations are being heard, at least 7 days’ notice of the date fixed 
for the meeting shall be given to all parties. 

3.3 Quorum 

 No business will be conducted at the meeting of the Pharmacy Practices Committee unless five 
Members or deputies are present of whom: 

 
3.3.1 one shall be the Chair of the Committee or deputy Chair 
3.3.2 one shall be a non-contractor Pharmacist in accordance with 2.1.2.1 or deputy 
 
3.3.3 one shall be a contractor Pharmacist in accordance with 2.1.2.1 or deputy  

 
3.3.4 two shall be Lay Persons in accordance with 2.1.3 or deputy. 

3.3.5 In circumstances where the premises that are the subject of the Application are in the 
same neighbourhood as a controlled locality the Pharmacy Practices Committee shall 
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have an additional member appointed by the Board from persons nominated by the Area 
Medical Committee. 

3.4 Formal minutes will be kept of the proceedings of the Committee and approved by Members or 
deputies in accordance with 3.3, with the decision and the reasons for that decision reported to 
the Board.  A copy of the Minutes of the NHS Forth Valley Pharmacy Practices Committee will be 
submitted to the NHS Board for noting 

3.5 Each application submitted to the Pharmacy Practices Committee under Regulation 5 (10) shall be 
discussed by all Members present at the meeting but shall be determined by the following 
Members (or their deputies) after the Non-Contractor and Contractor Pharmacists appointed by 
the Pharmacy Practices Committee and, if present, the member nominated by the Area Medical 
Committee, have withdrawn. 

3.5.1 Lay Persons in accordance with 2.1.3. 

3.6 The Chair or deputy Chair shall not be entitled to vote in respect of a determination of an 
application submitted under Regulation 5 (10) but in the case of an equality of votes under 3.5 
shall have a casting vote. 

3.7 In the case of all other matters considered under Regulation 5(10) except in respect of an 
application submitted under Regulation 5(10) all Members of the Committee present shall 
determine the matter. 

3.8 In the case of urgent matters the Chair, or in their absence, the deputy Chair shall be empowered 
by the Committee to determine matters within the remit of the Committee with the exception of 
applications submitted under Regulation 5(10) in circumstances where it is necessary that, as a 
matter of urgency, a decision should be reached between scheduled meetings of the Committee. 

3.9 Any decision taken under 3.8 shall be reported to the next meeting of the Committee for 
endorsement. 

4.  REMIT 

4.1 The Committee shall determine and approve/reject applications for inclusion in the 
Pharmaceutical List as defined in terms of Regulation 5(10) and paragraph 3 of schedule 3 of the 
National Health Service (General Pharmaceutical Services) (Scotland) Regulations 2009, the 
National Health Service (Pharmaceutical Services) (Scotland) Amendment Regulations 2011 and 
2014 (SSI 2014 No. 148) and in accordance with The Health Act 1999. 

4.2 The Committee shall also be empowered to exercise other functions as are delegated to it by 
Forth Valley NHS Board under the National Health Service (General Pharmaceutical Services) 
(Scotland) Regulations 2009, the National Health Service (Pharmaceutical Services) 
(Scotland)Amendment Regulations 2011 and 2014 (SSI 2014 No. 148) and in accordance with The 
Health Act 1999 to the extent that those functions are not delegated to an Officer under the 
Scheme of Delegation. 

4.3 Any Officer with delegated authority in respect of the provisions of the General Pharmaceutical 
Services under Part II of the National Health Service (Scotland) Act 1978, may refer to the 
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Committee for determination of any matter within the Officer’s delegated authority either as a 
matter of policy or in respect of a specific issue and the Committee shall be authorised to 
determine such matters. 

4.4 In exercising and considering all applications submitted to it, the Committee shall have regard to 
the provisions of the National Health Service (General Pharmaceutical Services) (Scotland) 
Regulations 2009, the National Health Service (Pharmaceutical Services)(Scotland)Amendment 
Regulations 2011 and 2014 (SSI 2014 No. 148) and The Health Act 1999 with particular reference 
to: 

4.4.1 consultation with interested parties, appropriate members of the public; and  
4.4.2 criterion for the granting of new pharmaceutical contracts. 

5. AUTHORITY 

5.1 The Committee is authorised to investigate any activity within its terms of reference.  It is 
authorised to seek any information it requires from any employee and all employees are directed 
to co-operate with any request made by the Committee. 

5.2 The Committee has a duty to review its own performance, effectiveness including running costs 
and terms of reference on an annual basis. 
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ANNEX C: STANDING ORDERS  
 
SCHEME OF DECISIONS RETAINED BY FORTH VALLEY NHS BOARD  
 
The Code of Accountability requires the NHS Board to adopt a Schedule of Decisions that are reserved 
for the NHS Board. The following decisions are for determination by the NHS Board:-  
 

1. Values and aims of Forth Valley NHS Board  
 

2. Forth Valley Corporate Plan including the Local Delivery Plan and Regional Planning issues  
 

3. Strategic Health Service Plans, all Business Cases where Capital Investment exceeds £1m.  
 

4. Five Year Financial Plan and Annual Financial Plan  
 

5. Five Year Capital Plan and Annual Capital Plan  
 

6. Endorsement of jointly published plans with public sector partners  
 

7. Standing Orders including Decisions retained by the Board and the Scheme of Delegation  
 

8. Standing Financial Instructions  
 

9. Establishment, terms of reference, reporting arrangements and membership of all Committees 
acting on behalf of the NHS Board  

 
10. NHS Board Members’ Register of Interests  

 
11. Approval of NHS Board Annual Report and Annual Accounts  

 
12. Financial and Performance Management Reporting Arrangements  

 
13. Arrangements for approval of policies required as a result of national guidelines with the 

exception of Human Resource policies (see Staff Governance Committee remit)  
 

14. Recommendations to the Scottish Government relating to the closure or change of use of 
hospitals  

 
15. Acquisition and disposal of any land and property above £ 250,000  

 
16. Appointment of Executive Directors of Forth Valley NHS Board  

 
17. Appointment of Management Consultants/Advisors where contract value exceeds £100,000  

 
18. Approval of delegation of any function to an agency out with the National Health Service  

 
The Chief Executive is authorised to take such measures as may be required in emergency situations, 
subject to advising, where possible, the Chairperson and the Vice Chairperson of the Board and the 
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relevant Standing Committee Chairperson. Where such powers are envoked these shall be formally 
reported to the next relevant Standing Committee or NHS Board Meeting as appropriate 
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ANNEX D: STANDING ORDERS  
 
SCHEME OF DELEGATION  
 
A clear set of rules for delegation, inclusive of financial limits is essential to ensure that effective 
management control of resources is exercised.  
 
Decisions retained by the NHS Board are identified in Annex C.  
 
All powers not retained by the NHS Board or delegated to a Committee or Sub-Committee shall be 
exercised on behalf of the NHS Board by the Chief Executive. The Chief Executive shall prepare a Scheme 
of Delegation identifying which functions he/she shall perform personally and which functions have 
been delegated to other Officers.  
 
The Chief Executive as Accountable Officer (Revised Memorandum to National Health Service 
Accountable Officers: May 2002) is also accountable to the Principal Accounting Officer of the NHS in 
Scotland and the Scottish Parliament. The role of the Director of Finance in devising, implementing, 
monitoring and supervising systems of financial control is exercised on behalf of the Chief Executive and 
the NHS Board.  
 
The Scheme of Delegation and the Standing Financial Instructions form a major part of the system of 
control. These should be used in conjunction with the system of budgetary control and other 
established procedures. 
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SECTION B 
 

Code of Conduct 
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SECTION 1: THE CODE OF CONDUCT 
 
1.1 Introduction 
 
1.1.1 The Scottish public has a high expectation of those who serve on the boards of public bodies and 

the way in which they should conduct themselves in undertaking their duties. You must meet 
those expectations by ensuring that your conduct is above reproach. 

1.1.2 The Ethical Standards in Public Life etc. (Scotland) Act 2000, “the Act”, provides for Codes of 
Conduct for local authority councillors and members of relevant public bodies; imposes on 
councils and relevant public bodies a duty to help their members to comply with the relevant 
code; and established a Standards Commission for Scotland, “The Standards Commission” to 
oversee the new framework and deal with alleged breaches of the codes.   

1.1.3 The Act requires the Scottish Ministers to lay before Parliament a Code of Conduct for Councillors 
and a Model Code for Members of Devolved Public Bodies.  The Model Code for members was 
first introduced in 2002 and was revised in December 2013 following consultation and the 
approval of the Scottish Parliament. These revisions make it consistent with the relevant parts of 
the Code of Conduct for Councillors, which was revised in 2010 following the approval of the 
Scottish Parliament.  

1.1.4 As a member of Forth Valley NHS Board, “the Board”, it is your responsibility to make sure that 
you are familiar with, and that your actions comply with, the provisions of this Code of Conduct 
which has now been made by the Board. 

1.2 Appointments to the Boards of Public Bodies 
 
1.2.1 Public bodies in Scotland are required to deliver effective services to meet the needs of an 

increasingly diverse population.  In addition, the Scottish Government’s equality outcome on 
public appointments is to ensure that Ministerial appointments are more diverse than at present.  
In order to meet both of these aims, a board should ideally be drawn from varied backgrounds 
with a wide spectrum of characteristics, knowledge and experience.  It is crucial to the success of 
public bodies that they attract the best people for the job and therefore it is essential that a 
board’s appointments process should encourage as many suitable people to apply for positions 
and be free from unnecessary barriers.  You should therefore be aware of the varied roles and 
functions of the public body on which you serve and of wider diversity and equality issues.  You 
should also take steps to familiarise yourself with the appointment process that your board will 
have agreed with the Scottish Government’s Public Appointment Centre of Expertise. 

1.2.2 You should also familiarise yourself with how the public body’s policy operates in relation to 
succession planning, which should ensure public bodies have  a strategy to make sure they have 
the staff in place with the skills, knowledge and experience necessary to fulfil their role 
economically, efficiently and effectively. 

1.3 Guidance on the Code of Conduct 
 
1.3.1 You must observe the rules of conduct contained in this Code.  It is your personal responsibility to 

comply with these and review regularly, and at least annually, your personal circumstances with 
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this in mind, particularly when your circumstances change.  You must not at any time advocate or 
encourage any action contrary to the Code of Conduct. 

1.3.2 The Code has been developed in line with the key principles listed in Section 2 and provides 
additional information on how the principles should be interpreted and applied in practice. The 
Standards Commission may also issue guidance. No Code can provide for all circumstances and if 
you are uncertain about how the rules apply, you should seek advice from the public body. You 
may also choose to consult your own legal advisers and, on detailed financial and commercial 
matters, seek advice from other relevant professionals. 

1.3.3 You should familiarise yourself with the Scottish Government publication “On Board – a guide for 
board members of public bodies in Scotland”. This publication will provide you with information to 
help you in your role as a member of a public body in Scotland and can be viewed on the Scottish 
Government website. 

1.4 Enforcement 
 
1.4.1 Part 2 of the Ethical Standards in Public Life etc. (Scotland) Act 2000 sets out the provisions for 

dealing with alleged breaches of this Code of Conduct and, where appropriate, the sanctions that 
will be applied if the Standards Commission finds that there has been a breach of the Code. Those 
sanctions are outlined in Annex A. 
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SECTION 2:  KEY PRINCIPLES 
 
2.1 Key Principles of the Code of Conduct 
 
2.1.1 The general principles upon which this Code is based should be used for guidance and 

interpretation only. These general principles are: 

• Duty  
You have a duty to uphold the law and act in accordance with the law and the public trust 
placed in you. You have a duty to act in the interests of the public body of which you are a 
member and in accordance with the core functions and duties of that body. 

 

• Selflessness 
You have a duty to take decisions solely in terms of public interest. You must not act to 
gain financial or other material benefit for yourself, family or friends. 

 

• Integrity 
You must not place yourself under any financial, or other, obligation to any individual or 
organisation that might reasonably be thought to influence you in the performance of your 
duties. 

 

• Objectivity 
You must make decisions solely on merit and in a way that is consistent with the functions 
of the public body when carrying out public business including making appointments, 
awarding contracts, or recommending individuals for rewards and benefits. 

 

• Accountability and Stewardship 
You are accountable for your decisions and actions to the public. You have a duty to 
consider issues on their merits, taking account of the views of others and must ensure that 
the public body uses its resources prudently and in accordance with the law. 

 

• Openness 
You have a duty to be as open as possible about your decisions and actions, giving reasons 
for your decisions and restricting information only when the wider public interest clearly 
demands. 

 

• Honesty 
You have a duty to act honestly. You must declare any private interests relating to your 
public duties and take steps to resolve any conflicts arising in a way that protects the public 
interest. 
 

• Leadership 
You have a duty to promote and support these principles by leadership and example, and 
to maintain and strengthen the public’s trust and confidence in the integrity of the public 
body and its members in conducting public business. 
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• Respect 
 You must respect fellow members of your public body and employees of the body and the 

role they play, always treating them with courtesy. Similarly, you must respect members of 
the public when performing duties as a member of your public body.  

 
2.1.2 You should apply the principles of this Code to your dealings with fellow members of the public 

body, its employees, and other stakeholders. Similarly, you should also observe the principles of 
this Code in dealings with the public when performing duties as a member of the public body. 
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SECTION 3:  CONDUCT 
 
3.1 General Conduct 
 
3.1.1 The rules of good conduct in this section must be observed in all situations where you act as a 

member of the public body.  

3.2 Conduct at Meetings 
 
3.2.1 You must respect the chair, your colleagues and employees of the public body in meetings.  You 

must comply with rulings from the chair in the conduct of the business of these meetings.     

3.3 Relationship with Board Members and Employees of the Public Body (including those 
employed by contractors providing services)   

 
3.3.1 You will treat your fellow board members and any staff employed by the body with courtesy and 

respect. It is expected that fellow board members and employees will show you the same 
consideration in return. It is good practice for employers to provide examples of what is 
unacceptable behaviour in their organisation.  Public bodies should promote a safe, healthy and 
fair working environment for all. As a board member you should be familiar with the policies of 
the public body in relation to bullying and harassment in the workplace and also lead by 
exemplar behaviour. 

3.4 Remuneration, Allowances and Expenses 
 
3.4.1 You must comply with any rules of the public body regarding remuneration, allowances and 

expenses. 

3.5 Gifts and Hospitality 
 
3.5.1 You must not accept any offer by way of gift or hospitality which could give rise to real or 

substantive personal gain or a reasonable suspicion of influence on your part to show favour, or 
disadvantage, to any individual or organisation. You should also consider whether there may be 
any reasonable perception that any gift received by your spouse or cohabitee or by any 
company in which you have a controlling interest, or by a partnership of which you are a 
partner, can or would influence your judgement. The term “gift” includes benefits such as relief 
from indebtedness, loan concessions or provision of services at a cost below that generally 
charged to members of the public. 

3.5.2 You must never ask for gifts or hospitality. 

3.5.3 You are personally responsible for all decisions connected with the offer or acceptance of gifts 
or hospitality offered to you and for avoiding the risk of damage to public confidence in your 
public body.  As a general guide, it is usually appropriate to refuse offers except: 

(a) isolated gifts of a trivial character, the value of which must not exceed £50; 
(b) normal hospitality associated with your duties and which would reasonably be regarded 

as appropriate; or 
(c) gifts received on behalf of the public body. 
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3.5.4 You must not accept any offer of a gift or hospitality from any individual or organisation which 
stands to gain or benefit from a decision your body may be involved in determining, or who is 
seeking to do business with your organisation, and which a person might reasonably consider 
could have a bearing on your judgement.  If you are making a visit in your capacity as a member 
of your public body then, as a general rule, you should ensure that your body pays for the cost 
of the visit. 

3.5.5 You must not accept repeated hospitality or repeated gifts from the same source. 

3.5.6 Members of devolved public bodies should familiarise themselves with the terms of the Bribery 
Act 2010 which provides for offences of bribing another person and offences relating to being 
bribed. 

3.6 Confidentiality Requirements 
 
3.6.1 There may be times when you will be required to treat discussions, documents or other 

information relating to the work of the body in a confidential manner.  You will often receive 
information of a private nature which is not yet public, or which perhaps would not be 
intended to be public.  You must always respect the confidential nature of such information 
and comply with the requirement to keep such information private. 

3.6.2 It is unacceptable to disclose any information to which you have privileged access, for example 
derived from a confidential document, either orally or in writing.  In the case of other 
documents and information, you are requested to exercise your judgement as to what should 
or should not be made available to outside bodies or individuals.  In any event, such 
information should never be used for the purposes of personal or financial gain or for political 
purposes or used in such a way as to bring the public body into disrepute. 

3.7 Use of Public Body Facilities 
 
3.7.1 Members of public bodies must not misuse facilities, equipment, stationery, telephony, 

computer, information technology equipment and services, or use them for party political or 
campaigning activities.  Use of such equipment and services etc. must be in accordance with 
the public body’s policy and rules on their usage.  Care must also be exercised when using 
social media networks not to compromise your position as a member of the public body. 

3.8 Appointment to Partner Organisations 
 
3.8.1 You may be appointed, or nominated by your public body, as a member of another body or 

organisation. If so, you are bound by the rules of conduct of these organisations and should 
observe the rules of this Code in carrying out the duties of that body. 

3.8.2 Members who become directors of companies as nominees of their public body will assume 
personal responsibilities under the Companies Acts.  It is possible that conflicts of interest can 
arise for such members between the company and the public body.  It is your responsibility to 
take advice on your responsibilities to the public body and to the company.  This will include 
questions of declarations of interest. 
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SECTION 4:  INTERESTS 
 
4.1 Registration of Interests 
 
4.1.1 The following paragraphs set out the kinds of interests, financial and otherwise which you have 

to register. These are called “Registerable Interests”. You must, at all times, ensure that these 
interests are registered, when you are appointed and whenever your circumstances change in 
such a way as to require change or an addition to your entry in the body’s Register. It is your 
duty to ensure any changes in circumstances are reported within one month of them changing. 

4.1.2 The Regulations1 as amended describe the detail and timescale for registering interests.  It is 
your personal responsibility to comply with these regulations and you should review regularly 
and at least once a year your personal circumstances.  Annex B contains key definitions and 
explanatory notes to help you decide what is required when registering your interests under 
any category.  The interests which require to be registered are those set out in the following 
paragraphs and relate to you.  It is not necessary to register the interests of your spouse or 
cohabitee.        

4.2 Category One:  Remuneration 
 
4.2.1 You have a Registerable Interest where you receive remuneration by virtue of being: 

• employed; 

• self-employed; 

• the holder of an office; 

• a director of an undertaking; 

• a partner in a firm; or 

• undertaking a trade, profession or vocation or any other work. 
 
4.2.2 In relation to 4.2.1 above, the amount of remuneration does not require to be registered and 

remuneration received as a member does not have to be registered. 

4.2.3 If a position is not remunerated it does not need to be registered under this category. However, 
unremunerated directorships may need to be registered under category two, “Related 
Undertakings”. 

4.2.4 If you receive any allowances in relation to membership of any organisation, the fact that you 
receive such an allowance must be registered. 

4.2.5 When registering employment, you must give the name of the employer, the nature of its 
business, and the nature of the post held in the organisation. 

4.2.6 When registering self-employment, you must provide the name and give details of the nature 
of the business. When registering an interest in a partnership, you must give the name of the 
partnership and the nature of its business. 

 
1 SSI - The Ethical Standards in Public Life etc. (Scotland) Act 2000 (Register of Interests)    Regulations 2003 Number 135, as 
amended.  
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4.2.7 Where you undertake a trade, profession or vocation, or any other work, the detail to be given 
is the nature of the work and its regularity. For example, if you write for a newspaper, you must 
give the name of the publication, and the frequency of articles for which you are paid. 

4.2.8 When registering a directorship, it is necessary to provide the registered name of the 
undertaking in which the directorship is held and the nature of its business. 

4.2.9 Registration of a pension is not required as this falls outside the scope of the category. 

4.3 Category Two:  Related Undertakings 
 
4.3.1 You must register any directorships held which are themselves not remunerated but where the 

company (or other undertaking) in question is a subsidiary of, or a parent of, a company (or 
other undertaking) in which you hold a remunerated directorship. 

4.3.2 You must register the name of the subsidiary or parent company or other undertaking and the 
nature of its business, and its relationship to the company or other undertaking in which you 
are a director and from which you receive remuneration. 

4.3.3 The situations to which the above paragraphs apply are as follows: 

• you are a director of a board of an undertaking and receive remuneration declared 
under category one; and 

• you are a director of a parent or subsidiary undertaking but do not receive 
remuneration in that capacity. 

 
4.4 Category Three:  Contracts 

 
4.4.1 You have a registerable interest where you (or a firm in which you are a partner, or an 

undertaking in which you are a director or in which you have shares of a value as described in 
paragraph 4.6.1 below) have made a contract with the public body of which you are a member:  

(i) under which goods or services are to be provided, or works are to be 
 executed; and 

(ii) which has not been fully discharged. 
 
4.4.3 You must register a description of the contract, including its duration, but excluding the 

consideration. 

4.5 Category Four:  Houses, Land and Buildings 
 
4.5.1 You have a registerable interest where you own or have any other right or interest in houses, 

land and buildings, which may be significant to, of relevance to, or bear upon, the work and 
operation of the body to which you are appointed.   

4.5.2 The test to be applied when considering appropriateness of registration is to ask whether a 
member of the public acting reasonably might consider any interests in houses, land and 
buildings could potentially affect your responsibilities to the organisation to which you are 
appointed and to the public, or could influence your actions, speeches or decision making. 
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4.6 Category Five: Interest in Shares and Securities 
 
4.6.1 You have a registerable interest where you have an interest in shares comprised in the share 

capital of a company or other body which may be significant to, of relevance to, or bear upon, 
the work and operation of (a) the body to which you are appointed and (b) the nominal value 
of the shares is:  

(i) greater than 1% of the issued share capital of the company or other body; or  

(ii) greater than £25,000. 
 
4.6.2 Where you are required to register the interest, you should provide the registered name of the 

company in which you hold shares; the amount or value of the shares does not have to be 
registered. 

4.7 Category Six: Gifts and Hospitality 
 
4.7.1 You must register the details of any gifts or hospitality received within your current term of 

office.  This record will be available for public inspection.  It is not however necessary to record 
any gifts or hospitality as described in paragraph 3.5.3 (a) to (c) of this Model Code.   

4.8 Category Seven: Non–Financial Interests 
 
4.8.1 You may also have a registerable interest if you have non-financial interests which may be 

significant to, of relevance to, or bear upon, the work and operation of the body to which you 
are appointed.  It is important that relevant interests such as membership or holding office in 
other public bodies, clubs, societies and organisations such as trades unions and voluntary 
organisations, are registered and described. 

4.8.2 In the context of non-financial interests, the test to be applied when considering 
appropriateness of registration is to ask whether a member of the public might  reasonably 
think that any non-financial interest could potentially affect your responsibilities to the 
organisation to which you are appointed and to the public, or could influence your actions, 
speeches or decision-making.   

 
SECTION 5:  DECLARATION OF INTERESTS 

 
5.1 General  
 
5.1.1 The key principles of the Code, especially those in relation to integrity, honesty and openness, 

are given further practical effect by the requirement for you to declare certain interests in 
proceedings of the public body. Together with the rules on registration of interests, this 
ensures transparency of your interests which might influence, or be thought to influence, your 
actions. 

5.1.2 Public bodies inevitably have dealings with a wide variety of organisations and individuals and 
this Code indicates the circumstances in which a business or personal interest must be 
declared. Public confidence in the public body and its members depends on it being clearly 
understood that decisions are taken in the public interest and not for any other reason. 
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5.1.3 In considering whether to make a declaration in any proceedings, you must consider not only 
whether you will be influenced but whether anybody else would think that you might be 
influenced by the interest.  You must, however, always comply with the objective test (“the 
objective test”) which is whether a member of the public, with knowledge of the relevant facts, 
would reasonably regard the interest as so significant that it is likely to prejudice your 
discussion or decision making in your role as a member of a public body.    

5.1.4 If you feel that, in the context of the matter being considered, your involvement is neither 
capable of being viewed as more significant than that of an ordinary member of the public, nor 
likely to be perceived by the public as wrong, you may continue to attend the meeting and 
participate in both discussion and voting.  The relevant interest must however be declared. It is 
your responsibility to judge whether an interest is sufficiently relevant to particular 
proceedings to require a declaration and you are advised to err on the side of caution.  If a 
board member is unsure as to whether a conflict of interest exits, they should seek advice from 
the board chair. 

5.1.5 As a member of a public body you might serve on other bodies.  In relation to service on the 
boards and management committees of limited liability companies, public bodies, societies, 
and other organisations, you must decide, in the particular circumstances surrounding any 
matter, whether to declare an interest.  Only if you believe that, in the particular 
circumstances, the nature of the interest is so remote or without significance, should it not be 
declared.  You must always remember the public interest points towards transparency and, in 
particular, a possible divergence of interest between your public body and another body.  Keep 
particularly in mind the advice in paragraph 3.8.2 of this Model Code about your legal 
responsibilities to any limited company of which you are a director.   

5.2 Interests which Require Declaration 
 
5.2.1 Interests which require to be declared if known to you may be financial or non-financial.  They 

may or may not cover interests which are registerable under the terms of this Code.  Most of 
the interests to be declared will be your personal interests but, on occasion, you will have to 
consider whether the interests of other persons require you to make a declaration.  The 
paragraphs which follow deal with (a) your financial interests (b) your non-financial interests 
and (c) the interests, financial and non-financial, of other persons.   

5.2.2 You will also have other private and personal interests and may serve, or be associated with, 
bodies, societies and organisations as a result of your private and personal interests and not 
because of your role as a member of a public body. In the context of any particular matter, you 
will need to decide whether to declare an interest. You should declare an interest unless you 
believe that, in the particular circumstances, the interest is too remote or without significance.   
In reaching a view on whether the objective test applies to the interest, you should consider 
whether your interest (whether taking the form of association or the holding of office) would 
be seen by a member of the public acting reasonably in a different light because it is the 
interest of a person who is a member of a public body as opposed to the interest of an ordinary 
member of the public. 
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5.3 Your Financial Interests 
 
5.3.1 You must declare, if it is known to you, any financial interest (including any financial interest 

which is registerable under any of the categories prescribed in Section 4 of this Code).  If, under 
category one (or category seven in respect of non-financial interests) of Section 4 of this Code, 
you have registered an interest 

(a) as an employee of the Board; or 

(b) as a Councillor or a Member of another Devolved Public Body where the Council or other 
Devolved Public Body, as the case may be, has nominated or appointed you as a Member 
of the Board; 

 
 You are not required, for that reason alone, have to declare that interest. 

5.3.2 There is no need to declare an interest which is so remote or insignificant that it could not 
reasonably be taken to fall within the objective test.  

5.3.3 You must withdraw from the meeting room until discussion of the relevant item where you 
have a declarable interest is concluded. There is no need to withdraw in the case of an interest 
which is so remote or insignificant that it could not reasonably be taken to fall within the 
objective test. 

5.4 Your Non-Financial Interests 
 
5.4.1 You must declare, if it is known to you, any non-financial interest if:  

 (i) that interest has been registered under category seven (Non - Financial Interests) of 
Section 4 of the Code; or 

 (ii) that interest would fall within the terms of the objective test.  
 
 There is no need to declare an interest which is so remote or insignificant that it could not 

reasonably be taken to fall within the objective test. 

5.4.2 You must withdraw from the meeting room until discussion of the relevant item where you 
have a declarable interest is concluded.  There is no need to withdraw in the case of an interest 
which is so remote or insignificant that it could not reasonably be taken to fall within the 
objective test.    

5.5 The Financial Interests of Other Persons 
 
5.5.1 The Code requires only your financial interests to be registered.  You also, however, have to 

consider whether you should declare any financial interest of certain other persons. 

5.5.2 You must declare if it is known to you any financial interest of:  

(i) a spouse, a civil partner or a co-habitee; 

(ii) a close relative, close friend or close associate; 

(iii) an employer or a partner in a firm; 
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(iv) a body (or subsidiary or parent of a body) of which you are a remunerated member or 
director; 

(v) a person from whom you have received a registerable gift or registerable hospitality;  

(vi) a person from whom you have received registerable expenses. 
 
5.5.3 There is no need to declare an interest if it is so remote or insignificant that it could not 

reasonably be taken to fall within the objective test. 

5.5.4 You must withdraw from the meeting room until discussion of and voting on the relevant item 
where you have a declarable interest is concluded. There is no need to withdraw in the case of 
an interest which is so remote or insignificant that it could not reasonably be taken to fall 
within the objective test. 

5.5.4 This Code does not attempt the task of defining “relative” or “friend” or “associate”.  Not only 
is such a task fraught with difficulty but is also unlikely that such definitions would reflect the 
intention of this part of the Code.  The key principle is the need for transparency in regard to 
any interest which might (regardless of the precise description of relationship) be objectively 
regarded by a member of the public, acting reasonably, as potentially affecting your 
responsibilities as a member of the public body and, as such, would be covered by the objective 
test. 

5.6 The Non-Financial Interests of Other Persons 
 
5.6.1 You must declare if it is known to you any non-financial interest of: 

(i) a spouse, a civil partner or a co-habitee; 

(ii) a close relative, close friend or close associate;  

(iii) an employer or a partner in a firm;   

(iv) a body (or subsidiary or parent of a body) of which you are a   
 remunerated member or director;   

(v) a person from whom you have received a registerable gift or   
 registerable hospitality;       

(vi) a person from whom you have received registerable election   expenses.   
 
5.6.2 There is no need to declare the interest if it is so remote or insignificant that it could not 

reasonably be taken to fall within the objective test. 

5.6.3 There is only a need to withdraw from the meeting if the interest is clear and substantial. 

5.7 Making a Declaration 
 
5.7.1 You must consider at the earliest stage possible whether you have an interest to declare in 

relation to any matter which is to be considered. You should consider whether agendas for 
meetings raise any issue of declaration of interest. Your declaration of interest must be made 
as soon as practicable at a meeting where that interest arises. If you do identify the need for a 
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declaration of interest only when a particular matter is being discussed, you must declare the 
interest as soon as you realise it is necessary. 

5.7.2 The oral statement of declaration of interest should identify the item or items of business to 
which it relates. The statement should begin with the words “I declare an interest”. The 
statement must be sufficiently informative to enable those at the meeting to understand the 
nature of your interest but need not give a detailed description of the interest. 

5.8 Frequent Declarations of Interest 
 
5.8.1 Public confidence in a public body is damaged by perception that decisions taken by that body 

are substantially influenced by factors other than the public interest.  If you would have to 
declare interests frequently at meetings in respect of your role as a board member you should 
not accept a role or appointment with that attendant consequence. If members are frequently 
declaring interests at meetings, then they should consider whether they can carry out their role 
effectively and discuss with their chair.  Similarly, if any appointment or nomination to another 
body would give rise to objective concern because of your existing personal involvement or 
affiliations, you should not accept the appointment or nomination.            

5.9 Dispensations 
 
5.9.1 In some very limited circumstances dispensations can be granted by the Standards Commission 

in relation to the existence of financial and non-financial interests which would otherwise 
prohibit you from taking part and voting on matters coming before your public body and its 
committees.  

 
5.9.2 Applications for dispensations will be considered by the Standards Commission and should be 

made as soon as possible in order to allow proper consideration of the application in advance 
of meetings where dispensation is sought. You should not take part in the consideration of the 
matter in question until the application has been granted. 
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SECTION 6:  LOBBYING and ACCESS TO MEMBERS OF PUBLIC BODIES 
 

6.1 Introduction  
 

6.1.1 In order for the public body to fulfil its commitment to being open and accessible, it needs to 
encourage participation by organisations and individuals in the decision-making process.  
Clearly however, the desire to involve the public and other interest groups in the decision-
making process must take account of the need to ensure transparency and probity in the way 
in which the public body conducts its business. 

6.1.2 You will need to be able to consider evidence and arguments advanced by a wide range of 
organisations and individuals in order to perform your duties effectively. Some of these 
organisations and individuals will make their views known directly to individual members.  The 
rules in this Code set out how you should conduct yourself in your contacts with those who 
would seek to influence you.  They are designed to encourage proper interaction between 
members of public bodies, those they represent and interest groups. 

6.2 Rules and Guidance 
 
6.2.1 You must not, in relation to contact with any person or organisation that lobbies do anything 

which contravenes this Code or any other relevant rule of the public body or any statutory 
provision. 

6.2.2 You must not, in relation to contact with any person or organisation who lobbies, act in any 
way which could bring discredit upon the public body. 

6.2.3 The public must be assured that no person or organisation will gain better access to or 
treatment by, you as a result of employing a company or individual to lobby on a fee basis on 
their behalf.  You must not, therefore, offer or accord any preferential access or treatment to 
those lobbying on a fee basis on behalf of clients compared with that which you accord any 
other person or organisation who lobbies or approaches you.  Nor should those lobbying on a 
fee basis on behalf of clients be given to understand that preferential access or treatment, 
compared to that accorded to any other person or organisation, might be forthcoming from 
another member of the public body. 

6.2.4 Before taking any action as a result of being lobbied, you should seek to satisfy yourself about 
the identity of the person or organisation that is lobbying and the motive for lobbying.  You 
may choose to act in response to a person or organisation lobbying on a fee basis on behalf of 
clients but it is important that you know the basis on which you are being lobbied in order to 
ensure that any action taken in connection with the lobbyist complies with the standards set 
out in this Code. 

6.2.5 You should not accept any paid work: 

 (a) which would involve you lobbying on behalf of any person or   
 organisation or any clients of a person or organisation. 

 
 (b) to provide services as a strategist, adviser or consultant, for example, advising on how to 

influence the public body and its members.  This does not prohibit you from being 
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remunerated for activity which may arise because of, or relate to, membership of the 
public body, such as journalism or broadcasting, or involvement in representative or 
presentational work, such as participation in delegations, conferences or other events. 

 
6.2.6 If you have concerns about the approach or methods used by any person or organisation in 

their contacts with you, you must seek the guidance of the public body. 
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ANNEX A: SANCTIONS AVAILABLE TO THE STANDARDS COMMISSION FOR BREACH OF THE CODE 
 
(a) Censure – the Commission may reprimand the member but otherwise take no action against 

them; 
 
(b) Suspension – of the member for a maximum period of one year from attending one or more, but 

not all, of the following: 
i) all meetings of the public body; 

ii) all meetings of one or more committees or sub-committees of the public body;  

(iii) all meetings of any other public body on which that member is a representative or 
nominee of the public body of which they are a member. 

(c) Suspension – for a period not exceeding one year, of the member’s entitlement to attend all of 
the meetings referred to in (b) above; 

 
(d) Disqualification – removing the member from membership of that public body for a period of no 

more than five years.  
 
Where a member has been suspended, the Standards Commission may direct that any remuneration or 
allowance received from membership of that public body be reduced, or not paid.  
 
Where the Standards Commission disqualifies a member of a public body, it may go on to impose the 
following further sanctions: 
 
(a) Where the member of a public body is also a councillor, the Standards Commission may 

disqualify that member (for a period of no more than five years) from being nominated for 
election as, or from being elected, a councillor. Disqualification of a councillor has the effect of 
disqualifying that member from their public body and terminating membership of any 
committee, sub-committee, joint committee, joint board or any other body on which that 
member sits as a representative of their local authority. 

 
(b) Direct that the member be removed from membership, and disqualified in respect of 

membership, of any other devolved public body (provided the members’ code applicable to that 
body is then in force) and may disqualify that person from office as the Water Industry 
Commissioner. 

 
In some cases the Standards Commission do not have the legislative powers to deal with sanctions, for 
example if the respondent is an executive member of the board or appointed by the Queen.  Sections 23 
and 24 of the Ethical Standards in Public Life etc. (Scotland) Act 2000 refer.   
 
Full details of the sanctions are set out in Section 19 of the Act. 
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ANNEX B: DEFINITIONS 
 
“Chair” includes Board Convener or any person discharging similar functions under alternative decision-
making structures. 
 
“Code” code of conduct for members of devolved public bodies. 
 
“Cohabitee” includes a person, whether of the opposite sex or not, who is living with you in a 
relationship like that of husband and wife. 
 
“Group of companies” has the same meaning as “group” in section 262(1) of the Companies Act 1985. A 
“group”, within s262 (1) of the Companies Act 1985, means a parent undertaking and its subsidiary 
undertakings. 
 
“Parent Undertaking” is an undertaking in relation to another undertaking, a subsidiary undertaking, if 
a) it holds a majority of the rights in the undertaking; or b) it is a member of the undertaking and has the 
right to appoint or remove a majority of its board of directors; or c) it has the right to exercise a 
dominant influence over the undertaking (i) by virtue of provisions contained in the undertaking’s 
memorandum or articles or (ii) by virtue of a control contract; or d) it is a councillor of the undertaking 
and controls alone, pursuant to an agreement with other shareholders or councillors, a majority of the 
rights in the undertaking. 
 
“A person” means a single individual or legal person and includes a group of companies. 
 
“Any person” includes individuals, incorporated and unincorporated bodies, trade unions, charities and 
voluntary organisations. 
 
“Public body” means a devolved public body listed in Schedule 3 of the Ethical Standards in Public Life 
etc. (Scotland) Act 2000, as amended. 
 
“Related Undertaking” is a parent or subsidiary company of a principal undertaking of which you are 
also a director. You will receive remuneration for the principal undertaking though you will not receive 
remuneration as director of the related undertaking. 
 
“Remuneration” includes any salary, wage, share of profits, fee, expenses, other monetary benefit or 
benefit in kind. This would include, for example, the provision of a company car or travelling expenses 
by an employer. 
 
“Spouse” does not include a former spouse or a spouse who is living separately and apart from you. 
 
“Undertaking” means: 

a) a body corporate or partnership; or 

b)  an unincorporated association carrying on a trade or business, with or without a view to a 
profit. 
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SECTION C 
 

Standards of Business Conduct  
For NHS Staff 
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1. Introduction  
 

1.1 This section of NHS Forth Valleys Code of Corporate Governance provides instructions on those 
issues or matters which staff are most likely to encounter in carrying out their day to day duties. 
This is not exhaustive and is supplementary to (and therefore should be read in conjunction with 
the Standards of Business Conduct for NHS Staff (NHS Circular MEL (1994) 48) and A Common 
Understanding of 2021: Working Together for Patients.  

 
1.2 The Standards of Business Conduct for NHS Staff will be incorporated into the contract of 

employment for each member of staff.  
 

1.3 Guidance regarding accepted practice in NHS Forth Valley is detailed in these standards: however, 
professionally registered staff should also ensure that they do not breach the requirements in 
respect of their Professional Codes of Conduct.  

 
2. The Bribery Act 2010 – NHS Forth Valley’s Aims and Objectives 

 
2.1 The Bribery Act 2010 (“The Act”) has brought further obligations on NHS Forth Valley, its Non-

Executive Members and its staff.  
 
2.2 NHS Forth Valley does not tolerate any form of bribery, whether direct or indirect, by, or of, its 

staff, agents or external consultants or any persons or entities acting for it or on its behalf. This 
includes Non-Executive Member, and any other co-opted members of committees or sub-
committees of the Board.  

 
2.3 The Board is committed to implementing and enforcing effective systems throughout NHS Forth 

Valley to prevent, monitor and eliminate bribery within NHS Forth Valley, in accordance with the 
Bribery Act 2010, and to the rigorous investigation of any such cases.  

 
2.4 NHS Forth Valley will not conduct business with services providers, agents or representatives that 

do not support its anti-bribery statement and it reserves the right to terminate its contractual 
arrangements with any third parties acting for, or on behalf of, NHS Forth Valley with immediate 
effect where there is evidence that they have committed acts of bribery.  

 
2.5 The Success of NHS Forth Valley’s anti-bribery measures depends on all employees, Non-Executive 

Members and those acting for NHS Forth Valley, playing their part in helping to detect and 
eradicate bribery. Therefore, all employees, Non-Executive Members and others acting for or on 
behalf of NHS Forth Valley are encouraged to report and suspected bribery in accordance with 
bribery in accordance with The Fraud Standards, Section D, of the Code of Corporate Governance.  

 
3. The Bribery Act 2010 – Key Points  

 
3.1 The Bribery Act 2012 is on a strict piece of legislation and makes it a criminal offence for any 

individual (employee, contractor, agent) associated with NHS Forth Valley, to give, promise or 
offer a bribe, and to request, agree to receive or accept a bribe (sections 1, 2 and 6 offences). This 
can be punishable by imprisonment of up to ten years. 
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3.2 In addition, the Act introduces a corporate offence (Section 7 offence) which means that NHS 
Forth Valley can be exposed to criminal liability, punishable by an unlimited fee, if it fails to 
prevent bribery by not having adequate preventative procedures in place that are robust, up-to-
date and effective. The corporate offence is not a stand-alone offence and will follow from a 
bribery/corruption offence committed by an individual associated with NHS Forth Valley, in the 
course of their work. NHS Forth Valley takes it legal responsibilities very seriously.  

 
3.3 If a bribery offence is proved to have been committed by an outside body corporate with the 

consent or connivance of a Director or Senior Officer of NHS Forth Valley, under the Act, the 
Director or Senior Officer would be guilty of an offence (section14 offences) as well as the body 
corporate which paid the bribe.  

 
3.4  Whilst the exact definition of bribery and corruption is a statutory matter, the following working 

definitions are given together with some examples:  
 

Bribery is an inducement or reward offered, promised or provided in order to gain any 
commercial, contractual, regulatory or personal advantage.  

 
Corruption relates to a lack of integrity or honesty, including the misuse of trust for dishonest 
gain. It can be broadly defined as the offering or acceptance of inducements, gifts, favours, 
payments or benefits in kind which may influence the action of any person. Corruption does not 
always result in a loss. The corrupt person may not benefit directly; however, they may be 
unreasonably using their position to give some advantage to another.  

 
Examples of bribery:  

 
Offering a Bribe 

 
A bribe would occur if: 

 

• A payment was made to influence an individual who was responsible for making decision on 
whether NHS Forth Valley should be selected as preferred bidder for the provision of 
services in a procurement process. 

  

• A member of staff  conducted private meetings, other than on NHS premises, with a public 
contractor hoping to tender an NHS Forth Valley contract, each time accepting hospitality far 
in excess of that deemed appropriate within the Standards of Business Conduct for NHS 
Forth Valley and without guidance being sought in advance from the line manager or 
Corporate Services Manager Board Secretary, or subsequently being declared.  

 
Receiving a Bribe  

 
A bribe would occur if: 
 

• A patient offered a member of NHS Forth Valley staff a payment (or other incentive) to speed 
up, beyond usual timeframe, the provision of a particular aspect of their care. 

• A pharmaceutical company offered a member of NHS Forth Valley staff a payment (or other 
incentive such as a generous gift or lavish hospitality) in order to influence their decision 
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making in the selection of a pharmaceutical product to appear on NHS Forth Valley’s drug 
formulary.  

 
3.5 The success of NHS Forth Valley’s anti-bribery measures depends on all employees, and those 

acting for NHS Forth Valley, playing their part in helping to detect and eradicate bribery. 
Therefore, all employees and others acting for or on behalf of NHS Forth Valley are encouraged to 
report any suspected bribery in accordance with following The Fraud Standards, Section D, of the 
Code of Corporate Governance.  

 
4. Responsibilities of Staff 

 
4.1 NHS Forth Valley is committed to maintaining strict ethical standards and integrity in the conduct 

of its business activities. All NHS Forth Valley Staff and individuals acting on NHS Forth Valley’s 
behalf, are responsible for conducting NHS Forth Valley’s business professionally, with honesty, 
integrity and maintain the organisation’s reputation and free from bribery.  

 
4.2 Staff must ensure that they do not place themselves in a position which risks, or appears to risk, 

conflict between their private interests and their NHS duties such as, for example, abusing their 
present position to obtain preferential rates for personal gain or to benefit family members or 
associates. 

 
This primary responsibility applies to all NHS staff, but is of particular relevance to those who 
commit NHS resources directly (e.g. by the ordering of goods) or those who do so indirectly (e.g. 
by the prescribing of medicines).  

 
4.3 The NHS must be impartial and honest in the conduct of its business and its employees should 

remain beyond suspicion. 
 
4.4 Staff need to be aware that a breach of the provisions of the Bribery Act renders them liable to 

prosecution and may lead to potential disciplinary action and the loss of their employment and 
superannuation rights. 

 
4.5 This Code reflects the minimum Standards of Business Conduct expected from all NHS staff. Any 

breaches of the Code may lead to disciplinary action.  
 

N.B: If you are in any doubt at all as to what you can or cannot do, you should seek advice from 
your Line manager/Head of Department/ Director of Finance or Corporate Business Manager 

 
5. Key Principles of Business Conduct.  

 
5.1 The Standards of Business Conduct for NHS Staff [MEL (1994) 48] provide instructions to staff in 

maintaining strict ethical standards in the conduct of NHS business. All staff are therefore required 
to adhere to the Standards of Business Conduct for NHS Staff.  

 
5.2 Public Service values must be at the heart of the NHS Board’s activities. High standards of 

corporate and personal conduct, based on the recognition that patients come first, are 
mandatory. The NHS Board is a publicly funded body, accountable to Scottish Ministers and 
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through them to the Scottish Parliament for the services and for the economical, efficient, and 
effective use of resources placed at the Board’s disposal. 

 
5.3 By staff following these principles, the Board should be able to demonstrate that it adheres to the 

three essential public sector values. 
 

Accountability: Everything done by those who work in the organisation must be able to stand 
these tests of parliamentary scrutiny, public judgements on propriety, and meet professional 
codes of conduct. 
 
Probity: Absolute honesty and integrity should be exercised in dealing with NHS patients, staff, 
assets, suppliers and customers. 
 
Openness: The organisation’s activities should be sufficiently public and transparent to promote 
confidence between the organisation and its patients, staff and public.  

 
6. Acceptance of Gifts, Hospitality and Prizes 
 
6.1 Gifts 
 
6.1.1 The Standards of Business Conduct state that any money, gift or consideration received by an 

employee in public service from a person or organisation holding or seeking to obtain a contract 
will be deemed by the courts to have been received corruptly unless the employee proves the 
contrary.  

 
6.1.2 Staff should therefore be very cautious if faced with the offer of a gift. Casual gifts offered by 

contractors or others excluding patients, relatives, or carers (for example, at the festive season) 
may not be in any way connected with the performance of duties to constitute an offence. Such 
gifts should nevertheless be declined. Items of low intrinsic value e.g. boxes of biscuits, chocolates 
or flowers from patients, relatives, or carers can be accepted. Any gifts of money should be 
handled in accordance with the Endowment Fund Charter.  
Where an unsolicited or inappropriate gift is received and the individual is unable to return it or 
the donor refuses to accept its return, they should report the circumstances to the Corporate 
Services Manager who will determine if the gift can be accepted and this should be recorded in 
the Register of Gifts. 
 
Financial donations to a department fund, which are to be used for the purposes of NHS Forth 
Valley must be administered through Forth Valley Health Board Endowment Fund and handled in 
accordance with the Endowment Fund Charter.  
 
The Corporate Services Manager should maintain a register to record gifts reported by staff. It is 
the responsibility of the recipients of such gifts to report all such items received to the Corporate 
Services Manager for recording who will provide the registration form. The register will be 
published on the NHS Forth Valley website.  
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6.2 Hospitality 
 
6.2.1 Standards of Business Conduct state that hospitality may be acceptable provided it is normal and 

reasonable in the circumstances e.g. lunches during a working visit. Any hospitality accepted 
should be similar in scale to that which the NHS as an employer would be likely to offer and must 
not exceed £25. All other offers of hospitality should be declined. 

6.2.2 Staff should seek guidance from their Line Manager prior to accepting any such hospitality. In 
cases of doubt, advice should be sought from the Corporate Services Manager. 

6.2.3 It may not always be clear whether an individual is being invited to an event involving the 
provision of hospitality (e.g. formal dinner) in a personal/private capacity or as a consequence of 
the position which they hold in NHS Forth Valley.  

 
I. If the invitation is the result of the individual’s position with NHS Forth Valley, only hospitality 

which is modest and normal and reasonable in the circumstances should be accepted. If the 
nature of the event dictates a level of hospitality which exceeds this, then the individual 
should ensure that his/her Head of Department/Director is fully aware of the circumstances. 
An example of such an event might be an awards ceremony involving a formal dinner. If the 
Head of Department/Director grants approval to attend, the individual should declare his/her 
attendance for registration in the Register of Hospitality held by the Corporate Services 
Manager.  

 
II. If the individual is invited to an event in a private capacity (e.g. as result of his/her 

qualification or membership of a professional body), they are at liberty to accept or decline 
the invitation without referring to his/her Line Manager. The following matters should 
however be considered before an invitation to an individual in a private capacity is accepted.  

 

• The individual should not do or say anything at the event that could be construed as 
representing the views and/or policies of NHS Forth Valley.  

• If the body issuing the invitation has (or is likely to have or is seeking to have) commercial 
or other financial dealings with NHS Forth Valley, then it could be difficult for an individual to 
demonstrate that his/her attendance was in a private and not an official capacity. Attendance 
could create a perception that the individual’s independence had been compromised, 
especially where the scale of hospitality is lavish. Individuals should therefore exercise caution 
before accepting invitations from such bodies and must seek approval from their Line 
Manager.  

 
III. Where suppliers of clinical products offer hospitality, it should only be accepted if it complies 

with the guidance in the Sponsorship Policy. 
 

IV. The Corporate Services Manager should maintain a register to record hospitality reported by 
staff. It is the responsibility of the recipients of such hospitality to report all such items 
received to the Corporate Services Manager for recording in NHS Forth Valley’s Register of 
Hospitality. The form in Annex 2 should be used for this purpose. This register will be 
published on the NHS Forth Valley website.  
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6.3 Competitions/Prizes 
 

Individuals should not enter competitions including free draws organised by bodies who have or 
are seeking to have financial dealings with NHS Forth Valley. Potential suppliers may use this as a 
means of giving money or gifts to individuals with NHS Forth Valley to influence the outcomes of 
business decisions. If in doubt, contact the Corporate Services Manager.  

 
7. Register of Staff Interests  

 
7.1 To avoid conflicts of interest and to maintain openness and accountability, employees, are 

required to register all interests that may have any relevance to their duties/responsibilities. 
These include any financial interest in a business or any other activity or pursuit that may compete 
for an NHS Contract to supply either goods or services to the NHS or in any other way could be 
perceived to conflict with the interests of NHS Forth Valley. The test to be applied when 
considering appropriateness of registration of an interest is to ask whether a member of the 
public acting reasonably might consider the interest could potentially affect the individual’s 
responsibilities to the organisation and/or influence their actions. If in doubt the individual should 
register the interest or seek further guidance from the Corporate Services Manager. 

  
7.2 Interests that it may be appropriate to register, include: 

 
(i) Other employments including self-employment 
(ii) Directorships including Non-Executive Directorships held in private companies or public 

limited companies (whether remunerated or not) 
(iii) Ownership of, or an interest in, private companies, partnerships, businesses, or 

consultancies 
(iv) Shareholdings in organisations likely or possibly seeking to do business with the NHS 

(the value of the shareholdings need not be declared) 
(v) Ownership of or interest in land or buildings which may be significant to, of relevance 

to, or bear upon the work of NHS Forth Valley.  
(vi) Any position of authority held in another public body, trade union, charity or voluntary 

body. 
(vii) Any connection with a voluntary or other body contracting for NHS services. 
(viii) Any involvement in joint working arrangements with Clinical (or other) Suppliers.  
 

This list is not exhaustive and should not preclude the registration of other forms of interest 
where these may give rise to a potential conflict of interest upon the work of NHS Forth Valley. 
Any interests of spouses, partner or civil partner, close relative or associate, or persons living with 
the individual as part of a family unit, will also require registration if a conflict of interests exists. 
 

7.3 The completed register of interests’ form should be returned to the Board Secretary. The Register 
of Staff Interests will be retained for a period of five years.  

 
7.4 It is the responsibility of everyone to declare any relevant interest to the Chair of any 

Committee/decision making group of which they are a Member so that the Chair is aware of any 
conflict which may arise. 
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8. Purchase of Goods and Services 
 

8.1 NHS Forth Valley has a procurement function under the direction of the Director of Finance to 
purchase the goods and services required for the functioning of NHS Forth Valley. Except for staff 
who have delegated authority to purchase goods and services, no other member of staff is 
authorised to make a commitment to a third party for the purchase of goods or services. The 
procurement Officer should be contacted for advice on all aspects of the purchase of goods and 
services.  

 
8.2 All staff who are in contact with suppliers and contractors (including external consultants), and in 

particular those who are authorised to sign Purchase Orders, or place contractors for goods, 
materials or services are expected to adhere to Section 13 of NHS Forth Valley’s Standing Financial 
Instructions (SFIs).  

 
8.3 Fair and open competition between prospective contractors or suppliers for NHS contracts is a 

requirement of SFIs and of EC Directives on Public Purchasing for Works and Supplies. This means 
that:  

 

• No private or public company, firm or voluntary organisation which may bid for NHS 
business should be given any advantage over its competitors, such as advance notice of NHS 
requirements. This applies to all potential contractors whether there is a relationship 
between them and the NHS employer, such as a long-running series of previous contracts.  

• Each new contract should be awarded solely on merit in accordance with SFIs 
 

8.4 Types of property transactions and these rules require that, each year, all NHS Forth Valley’s 
property transaction are subject to scrutiny by the Audit Committee. The results of this scrutiny 
are reported to Scottish Government. Failure to comply with the rules governing property 
transactions could be SFIs describe the process to be followed to purchase goods and services Key 
points to note are:  

 
(i) SFIs define the limits above which competitive quotations and competitive tenders must be 

obtained and describe the process which should be followed to achieve fair and open 
competition.  

(ii) No organisation should be given unfair advantage in the competitive process, e.g. by 
receiving advance notice of NHS Forth Valley’s requirements. 

  
8.5 No special favour should be shown to current or former employees or their close relatives or 

associates in awarding contracts to private or other businesses run by them or employing them in 
a senior or managerial capacity.  

 
8.6 Contracts must be won in fair competition against other tenders and scrupulous care should be 

taken to ensure that the selection process is conducted impartially, and that staff who are known 
to have a relevant interest play no part in the selection.  

 
8.7 All invitations to potential contractors to tender for NHS business should include a notice warning 

the tenderer of the consequences of engaging in any corrupt practices involving NHS Forth 
Valley’s employees and that facilitation payments are prohibited in line with the Bribery Act 2010. 
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9. Purchase, Sale and Lease of Property 
 
9.1 Scottish Government have issued a strict set of rules governing all viewed as a serious disciplinary 

matter.  
 
9.2 Where it Is necessary to acquire, dispose of or lease property land and/or buildings, the proposed 

transaction should be referred to the Head of Finance in the first instance, who is responsible for 
property matters, including the conduct of all property transactions.  

 
9.3 Authority to sign off property transactions is limited to officers to who authority has been formally 

and specifically delegated by Scottish Ministers.  
 

Their officers are:  
 

• Chief Executive  

• Director of Finance  
 
9.4 No other member of staff is authorised to make any commitment in respect of the acquisition or 

disposal of property or interest in property, e.g. leases.  
 

10.  Benefits Accruing from Official Expenditure 
 

The underlying principal is to obtain best value from public expenditure and decisions should not 
be determined by private/personal benefit.  

 
10.1 Staff should not use their official position for personal gain or to benefit their family and friends.  
 
10.2 Employees should not seek or accept preferential rates or benefits in kind for private transactions 

carried out with companies with which they have had or may have official dealings on behalf of 
NHS Forth Valley. This does not apply to concessionary agreements negotiated on behalf of NHS 
staff. 

 
11. Free Samples  

 
11.1 Free samples should not be accepted.  

 
12. Outside Interests and Secondary Employment 

 
12.1 Outside interests include directorships, ownership, part-ownership or material shareholdings in 

companies, business, or consultancies likely to seek to do business with the NHS. These should be 
declared to the individual’s line manager, as should the interests of a spouse/partner or close 
relative.  

 
12.2 In principle, staff can accept additional employment out with NHS Forth Valley in their own time. It 

is also possible that a conflict of interest may arise because of an employee accepting an outside 
post that is with a company that does business, or is in competition with, the NHS. Where this is 
any doubt, the employee must seek advice from their manager before accepting any outside post. 
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Additional employment must have no adverse effect on the work of NHS Forth Valley or their own 
performance. The resources of NHS Forth Valley cannot be used in external employment.  

 
13. Acceptances of Fees  

 
13.1 Where staff are offered fees by outside agencies, including a clinical supplier, for undertaking work 

or engagements (e.g. radio or TV interviews, lectures, consultancy advice, membership of an 
advisory board, etc.) within their normal hours, or draw on his/her official experience, the 
employee’s Line Manager must be informed and his/her written approval obtained before any 
commitment is given by the employee. Directors must obtain written approval from the Chief 
Executive and the Chief Executive must obtain written approval from the Chair of NHS Forth Valley 
before committing to such work.  

 
An assurance will be required that:  

 
(i) The individual concerned is not making use of his/her NHS employment to further his/her 

private interests 
(ii) Any outside work does not interfere with the performance of his/her NHS duties 
(iii) Any outside work will not damage NHS Forth Valley’s reputation 

 
13.2 If the work carried out is part of the employee’s normal duties, or could reasonably be regarded as 

falling within the normal duties of the post, then any fee due is the property of NHS Forth Valley 
and it should be NHS Forth Valley (and not the individual) that issues any invoice required to 
obtain payment. The individual must not issue requests for payment in his/her own name. The 
individual must pass the relevant details to the Director of Finance.  

 
13.3 Employees should not commit to any work which attracts a fee until they have obtained the 

required written approval as described in paragraph 12.1. It is possible that an individual may 
undertake work and not expect a fee but then receive an unsolicited payment after the work in 
questions have been completed. The principle set out in paragraph 12.2 applies where an 
unsolicited payment is received. 

 
13.4 It is also possible that an individual may be offered payment in kind, e.ge book tokens. The 

principle is that these should be refused.  
 
13.5 A gift offered in respect of work undertaken as part of the individual’s normal duties should be 

declined.  
 
14. Contact with the Media 
 
14.1 To achieve consistency and appropriateness of sometimes sensitive public messages, only 

authorised staff may speak to the media. Should you be contacted by the press you should refer to 
the office of the Chief Executive. 

 
14.2 Staff must not invite journalists, photographers, or camera crew onto any NHS Forth Valley’s 

premises without the prior agreement of the Chief Executive.  
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14.3 Where an individual exercises the right in a private capacity to publish an article, give an interview 
or otherwise participate in a media event or debate in a public forum (including the internet), they 
should make it clear that they are acting in a private capacity and any opinions expressed are not 
those of NHS Forth Valley. This should be agreed in principle with your line manager.  

 
15.  Conduct During Elections  
 
15.1 General Principles  
 

Scottish Government issue regular guidance to health bodies about their roles and conduct during 
election campaigns. The following general principals are set out: 

 
(i) There should be even-handedness in meeting information requests from candidates from 

different political parties. Such requests should be handled in accordance with the principals 
laid down in the election guidance and the Freedom of Information (Scotland) Act 2002. 

 
(ii) Care should be taken over the timing of announcements of decisions made by NHS Forth 

Valley to avoid accusations of political controversy or partisanship. In some cases, it may be 
better to defer an announcement until after the election, but this would have to be 
balanced against any implication that the deferral itself could influence the outcome of the 
election. Each case should be considered on its merits and any cases of doubt should be 
referred to the Scottish Government for advice.  

 
(iii) Existing advertising campaigns should be closed and there should be a general presumption 

against undertaking new campaigns unless agreement has been reached in advance with 
Scottish Government. 

 
(iv) In carrying out day to day work and corporate activities, care should be taken to do nothing 

which could be construed as politically motivated or as taking a political stance.  
 

Public resources must not be used for party political purposes.  
 

15.2 Freedom of Information (Scotland) Act 2002  
 

The Freedom of Information (Scotland) Act 2002, (FOISA) remains in full force during the election 
period. FOISA requests should continue to be dealt with in accordance with normal procedures. 
Scottish Government should be consulted in advance or responding to requests which are thought 
likely to impact on the election campaign in any way. 

 
16. Intellectual Property Rights  

 
If an employee invents a new technology, for instance, a device or diagnostic, or otherwise creates 
intellectual property (IP) as part of the normal duties of their employment, the patent rights in the 
invention belong to the employer (Patents Act 1977). Although legally the employee is not 
automatically entitled to any royalty or reward derived from such an invention, they would expect 
to be acknowledged as the inventor in any patent application. The Director of Finance should see 
that this effected.  
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Full guidance is available in circulars MEL (1998) 23 and MEL (2004) 9. 
 
17. Sponsorship  

 
17.1 Acceptance by staff of commercial sponsorship for attendance at relevant conferences and 

courses is acceptable but only where the employee seeks permission in advance from the relevant 
Director, and the employer is satisfied that the acceptance will not compromise purchasing 
decisions in any way.  

 
17.2 On occasions when NHS employers consider it necessary for staff advising on the purchasing of 

equipment to expect to see such equipment in operation in other parts of the country (or 
exceptionally overseas) the employer will meet the cost to avoid putting jeopardy the integrity of 
subsequent purchasing decisions.  

 
17.3 Companies may offer to sponsor wholly or partially a post. The employer will not enter such an 

arrangement unless it is made abundantly clear to the company concerned that sponsorship 
would have no effect on the purchasing decision with NHS Forth Valley. Where the sponsorship is 
accepted, the Director of Finance will be fully involved and will establish monitoring arrangements 
to ensure that purchasing decisions are not being influenced by the sponsorship agreement.  

 
17.4 Under no circumstances should any employee agree to deals where sponsorship is linked to the 

purchase of a particular product or to supply from sources.  
 
18. Remedies  
 
18.1 Managers or staff who fail to comply with the guidance detailed in this code could be subject, 

following full investigation, to disciplinary action up to and including dismissal. If through their 
actions or omissions managers or staff are found to be in contravention of either this guidance or 
their legal responsibilities the NHS Forth Valley reserves the right to take legal action, if necessary. 
Where staff suspect, or are aware of non-compliance with this code, they should report any such 
instances to their line manager or the Director of Finance.  

 
19. Communication  
 
19.1 This code is applicable to every NHS Forth Valley employee and therefore it is imperative that all 

staff are informed of its contents. Each manager with NHS Forth Valley will receive a copy of the 
code and will confirm their receipt and understanding of the code in writing as well as confirming 
that they have a permanent record of formally informing their staff.  

 
20. Contact for further guidance  
 
20.1 The Corporate Services Manager will provide advice and guidance on the Standards of Business 

Conduct for NHS staff and its interpretation. 
 
21. Review Process  
 

The Standards of Business Conduct for NHS Staff will be reviewed annually.  
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SECTION D 
 

The Fraud Standards  
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FRAUD POLICY 
 
1.  Introduction  
 
1.1   One of the basic principles of public sector organisations is the proper use of public funds. It is 

therefore important that all those who work in the public sector are aware of the risk and the 
means of enforcing the rules against fraud/theft and other illegal acts involving corruption, 
dishonesty or damage to property.  

 
2.  Purpose of the Fraud Standards 
 
2.1  The purpose of this document is to provide guidance to employees on the action, which should be 

taken when fraud, theft or corruption is suspected. Such occurrences may involve employees of 
NHS Forth Valley, suppliers/contractors or any third party. This document sets out the Board’s 
policy and response plan for detected or suspected fraud. It is not the purpose of this document to 
provide direction on the prevention of fraud. The guidance is in line with the partnership 
agreement between NHS Forth Valley and NHS Scotland Counter Fraud Services  
(See: http://www.sehd.scot.nhs.uk/publications/DC20190319CFS.pdf) 

 

2.2  The Partnership Agreement is referenced in the Fraud section of the Scottish Public Finance 
Manual. This can be found at: 
https://www.gov.scot/publications/scottish-public-finance-manual/fraud-and-gifts/fraud/ 

 

2.3  Whilst the exact definition of theft, fraud or corruption is a statutory matter, the following 
working definitions are given for guidance:  

 

• Theft is removing property belonging to NHS Forth Valley, its staff or patients with the 
intention of permanently depriving the owner of its use, without their consent;  

 

• Fraud or corruption broadly covers deliberate material misstatement, falsifying records, 
making or accepting improper payments or acting in a manner not in the best interest of the 
Board for the purposes of personal gain. 

 
For simplicity this document will refer to all such offences as “fraud”, except where the context 
indicates otherwise.  

 
2.4  NHS Forth Valley already has procedures in place, which reduce the likelihood of fraud/theft 

occurring. These include within the Standing Orders, Standing Financial Instructions and 
accounting procedures, a system of internal control and a system of risk assessment. The Board 
also has a payment verification system which concentrates on Family Health Service expenditure. 

 
2.5  It is the responsibility of NHS Forth Valley and its management to maintain adequate and effective 

internal controls, which deter and facilitate detection of any fraud. The role of Internal Audit is to 
evaluate these systems of control. It is not the responsibility of Internal Audit to detect fraud, but 
rather to identify weaknesses in systems that could potentially give rise to error or fraud. 

 
 
 

http://www.sehd.scot.nhs.uk/publications/DC20190319CFS.pdf
https://www.gov.scot/publications/scottish-public-finance-manual/fraud-and-gifts/fraud/
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3.  Public service values 
 
3.1 The expectation of high standards of corporate and personal conduct has been a requirement 

throughout the NHS since its inception. MEL (1994)80, “Corporate Governance in the NHS”, issued 
in August 1994, sets out the following public service values: 

 
Accountability: Everything done by those who work in the organisation must be able to stand the 
test of parliamentary scrutiny, public judgements on propriety and professional codes of conduct.  
 
Probity: Absolute honesty and integrity should be exercised in dealing with NHS patients, assets, 
staff, suppliers and customers.  
 
Openness: The organisation’s activities should be sufficiently public and transparent to promote 
confidence between the organisation and its patients, staff and the public.  

 
3.2  All those who work in the organisation should be aware of, and act in accordance with, the above 

values. In addition, NHS Forth Valley will expect and encourage a culture of openness between 
NHS bodies and the sharing of information in relation to any fraud. 

 
4.  NHS Forth Valley Policy, the Public Interest Disclosure Act 1998 and the Bribery Act 2010 
 
4.1  NHS Forth Valley is committed to maintaining an honest, open and well intentioned atmosphere 

within the service. It is committed to the deterrence, detection and investigation of any fraud 
within NHS Forth Valley.  

 
4.2  NHS Forth Valley encourages anyone having reasonable suspicion of fraud to report the incident. 

It is NHS Forth Valley’s policy that no staff member will suffer in any way as a result of reporting 
any reasonably held suspicions. For these purposes “reasonably held suspicions” shall mean any 
suspicions other than those which are groundless and/or rose maliciously.  

 
4.3  In addition, the Public Interest Disclosure Act protects workers who legitimately report 

wrongdoing by employers or colleagues. The disclosure must be made in good faith and workers 
must have reasonable grounds to believe that criminal offences such as fraud or theft have 
occurred or are likely to occur. The disclosure must not be made for personal gain.  

 
4.4  The NHS Forth Valley Whistleblowing Arrangements Policy aims to ensure that staff can safely 

raise concerns where they are witness to risk, malpractice or wrongdoing that affects others. 
Employees can be assured that concerns raised in good faith will be protected under current 
legislation. This policy reflects the best practice identified in the guidance Implementing and 
Reviewing Whistleblowing Arrangements in NHS Scotland produced by the Partnership 
Information Network (PIN) Board. 

 
4.5 Whilst we would encourage staff to raise any concerns or complaints through existing Board 

procedures, the National Confidential Alert Line for NHS Scotland employees has been established 
to provide an additional level of support for NHS employees who may wish to raise a concern 
about practices in NHS Scotland. This service is run by Public Concern at Work (PCaW), an 
independent whistleblowing charity. The Alert Line offers independent, confidential advice from 
legally trained expert staff on whether and how to raise a concern and can be contacted on 020 

http://www.pcaw.org.uk/
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74046609. Further choices available to staff, patients and members of the public for reporting 
suspicions of fraud (either anonymously or as a named individual) are:  

 

• the Counter Fraud Service (CFS) Fraud Hotline, which is now powered by Crimestoppers, 
on 08000 15 16 28; or 

• direct reporting through the CFS Website on www.cfs.scot.nhs.uk.  
 
4.6 The NHS Forth Valley Policy on Standards of Personal Business Conduct describes the minimum 

Standards of Business Conduct expected from all NHS staff. It is the responsibility of staff to 
ensure that they do not place themselves in a position which risks, or appears to risk, conflict 
between their private interests and their NHS duties. Under the Bribery Act 2010: 

 

• It is an criminal offence to give, promise or offer a bribe and to request, agree to receive 
or accept a bribe either at home or abroad; 

• Increases the maximum penalty for bribery from seven to  10 years imprisonment with 
an unlimited fine; 

• Introduces a corporate offence of failure to prevent bribery by persons working on behalf 
of a business, which means that NHS Forth Valley can be exposed to criminal liability, 
punishable by an unlimited fee, if it fails to prevent bribery by not having adequate 
procedures in place that are robust, up to date and effective. The corporate offence is 
not a standalone offence and will follow from a bribery/ corruption offence committed 
by an individual associated with NHS Forth Valley, in the course of their work. NHS Forth 
Valley therefore takes its legal responsibilities very seriously.  

 
4.7 If a bribery offence is proved to have been committed by an outside body corporate with the 

consent or connivance of a director or senior officer of NHS Forth Valley, under the Act, the 
director or senior officer would be guilty of an offence (section 14 offence) as well as the body 
corporate which paid the bribe.  

 
4.8  Staff need to be aware that a breach of the provisions of this Act renders them liable to 

prosecution and may also lead to potential disciplinary action and the loss of their employment 
and superannuation rights in the NHS. 

 
4.9 NHS Forth Valley does not tolerate any form of bribery, whether direct or indirect by its staff, 

agents or external consultants or any persons or entities acting for it or on its behalf. 
 
4.10  The success of NHS Forth Valley’s anti-bribery measures depend on all employees, and those 

acting for NHS Forth Valley playing their part in helping to detect and eradicate bribery. Therefore, 
all employees and others acting for or on behalf of NHS Forth Valley are encouraged to report any 
suspected bribery (see sections 4.4 & 4.5 on ways of reporting). 

 
5.  Roles & responsibilities  
 
5.1  Responsibility for receiving information relating to suspected frauds has been delegated to the 

Fraud Liaison Officer (FLO). This individual is responsible for informing third parties such as 
Counter Fraud Services (CFS), Internal Audit and External Audit or the Police (when appropriate) 
when suspicions of potential fraud are brought to their attention, either directly or indirectly. The 

http://www.cfs.scot.nhs.uk/
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Scheme of Delegation included as Annex D within the Standing Orders of the Board state that the 
Authorised Deputy Fraud Liaison Officer is the Director of Finance. 

 
5.2  The FLO shall inform and consult the Chief Executive and/or Director of Finance in cases where the 

loss may be above the delegated limit or where the incident may lead to adverse publicity. In any 
case, the FLO will advise the Director of Finance on any potential referral to CFS. The roles and 
responsibilities of NHS Fraud Liaison Officers are set out within Annex B of CEL 11 (2013) Strategy 
to Combat Financial Crime in NHS Scotland' https://www.sehd.scot.nhs.uk/mels/CEL2013_11.pdf  

 
5.3  Where a fraud is suspected within the service, including the Family Health Services i.e. 

independent contractors providing Medical, Dental, Ophthalmic or Pharmaceutical Services, the 
FLO will make an initial assessment and, where appropriate, advise CFS.  

 
5.4 The roles and responsibilities of the Board’s nominated Counter Fraud Champion are set out 

within https://www.sehd.scot.nhs.uk/mels/CEL2013_11.pdf 
      The contact details of the Counter Fraud Champion are included in the Key Contacts listed in 

Annex 1 below. 
 
5.5  The Director of Human Resources, or nominated deputy, shall advise those involved in the 

investigation on matters of employment law and other procedural matters, such as disciplinary 
and complaints procedures.  

 
5.6  Where the incident is thought to be subject to either local or national controversy and publicity 

then the Board and the Scottish Government Health and Social Care Directorates should be 
notified before the information is subjected to publicity. It should be added that under no 
circumstances should a member of staff speak or write to representatives of the press, TV, radio, 
other third parties or publicise details about a suspected fraud/theft on Social Network Sites, blogs 
or Twitter. Care needs to be taken to ensure that nothing is done which could give rise to an 
action for slander or libel.  

 
5.7  It is necessary to categorise the irregularity prior to determining the appropriate course of action. 

Two main categories exist:  
 

• Theft, burglary and isolated opportunist offences; and  
 

• Fraud, corruption and other financial irregularities.  
 
5.8 The former will be dealt with directly by the Police whilst the latter may require disclosure under 

the SGHD NHS Circular No. HDL (2002) 23 – Financial Control: Procedure where Criminal Offences 
are suspected.  

 
 

https://www.sehd.scot.nhs.uk/mels/CEL2013_11.pdf
https://www.sehd.scot.nhs.uk/mels/CEL2013_11.pdf
http://www.sehd.scot.nhs.uk/mels/HDL2002_23.pdf
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RESPONSE PLAN  
 
6.  Introduction  
 
6.1  The following sections describe NHS Forth Valley’s intended response to a reported suspicion of 

theft, fraud or corruption. It is intended to provide procedures, which allow for evidence gathering 
and collation in a manner that will facilitate informed initial decision, while ensuring that evidence 
gathered will be admissible in any future criminal or civil action. Each situation is different; 
therefore the guidance will need to be considered carefully in relation to the actual circumstances 
of each case before action is taken.  

 
7.  Reporting theft, fraud and corruption 
 
7.1  Where an NHS colleague is suspected of theft, fraud or corruption then it is imperative that advice 

is sought from Human Resources at the earliest opportunity. However, in the first instance any 
suspicions of fraud, theft or corruption should be reported to the relevant Head of Department. If 
the suspected theft, fraud or corruption involves the Head of Department then any suspicions 
should be reported in writing to a more senior officer or directly to the Fraud Liaison Officer. The 
contact details for the Fraud Liaison Officer are shown in the key Contacts listed in Annex 1 below.  

 
7.2  Once the suspicions regarding an NHS colleague have been reported to the Head of Department 

(or the more senior officer or the FLO where the suspicions relate to the Head of Department) 
then contact should be made with Human Resources immediately before proceeding with any 
internal investigation. This will allow any decision on potential suspension or on contacting the 
police to be taken by senior managers in Human Resources following discussion with the relevant 
line manager or senior officer. It will also allow discussion and agreement between the Head of 
Department/senior officer and Human Resources regarding formal referral of the suspicions to the 
FLO. Once an agreement is reached between the Head of Department/senior officer and Human 
Resources then a communication on the suspicions and the grounds for these suspicions should 
be submitted to the FLO. Where the suspicions relate to potential or actual fraud or corruption 
then information provided will be utilised by the FLO to populate a CFS1 form for formal referral 
of the matter to CFS who will consider the referral and take a view on whether a criminal 
investigation is justified.  

 
7.3 Where the subject of the suspected theft, fraud or corruption is not an NHS colleague then the 

suspicions should be reported in writing to the Head of Department. It is important to capture as 
much information as is readily available regarding the person (or persons) suspected of fraud, 
theft or corruption for reporting to the FLO. The Head of Department and the FLO will then discuss 
and agree on the most appropriate way forward, which may or may not include reporting the 
matter to Police Scotland and/or CFS. 

 
7.4  For all instances where fraud or corruption is suspected a “nominated officer” will be appointed as 

the main point of contact for all stakeholders. For NHS Forth Valley, this officer is the FLO (see 
paragraph 5.1 above). In the absence of the FLO, the Deputy FLO will deal with the issue. For 
incidents involving any Executive Directors of the Board the nominated officer will be the Board 
Chairman, contacted through the FLO. It is important to act quickly when suspicions are reported 
in order to minimise further losses to the Board and also to allow action to be taken to secure 
evidence required for any future disciplinary or criminal proceedings. 
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7.5  The FLO will maintain a log of any reported suspicions of fraud, theft or corruption. The log will 

document with reasons the decision to take further action or to take no further action. The log will 
also record any actions taken and conclusions reached. This log will be utilised to help populate 
the Boards SFR 18.2 form which forms part of the Board’s annual accounts.  

 
7.6  The nominated officer should consider the need to inform the NHS Forth Valley Board, the Chief 

Internal Auditor, External Audit, the Police and Counter Fraud Services, of the reported incident. In 
doing so, cognisance should be taken of the following guidance:  

 

• Inform and consult the Director of Finance and the Chief Executive at the first opportunity, 
in all cases where the loss may exceed the delegated limit (or such lower limit as NHS Forth 
Valley may determine) or where the incident may lead to adverse publicity. 

 

• Counter Fraud Services should normally be informed immediately in all but the most trivial 
cases. This should be progressed via the FLO. 

 

• If fraud or corruption is suspected, it is essential that there is the earliest possible 
consultation with Counter Fraud Services. In any event, Counter Fraud Services should be 
contacted before any overt action is taken which may alert suspects and precipitate the 
destruction or removal of evidence. This includes taking action to stop a loss or tighten 
controls.  

 

• If a criminal act is suspected particularly fraud or corruption it is essential that there is the 
earliest possible consultation with the Police. In any event the Police should be contacted 
before any overt action is taken which may alert suspects and precipitate the destruction or 
removal of evidence. This includes taking action to stop a loss or tighten controls.  

 

• At the stage of contacting the Police, the Fraud Liaison Officer should contact the Director of 
Human Resources to consider whether/when to initiate suspension of the employee pending 
an enquiry.  

 
7.7 All such contact should be formally recorded in the Log. It should be noted that staff who wish to 

raise concerns about unprofessional behaviour or decisions (where fraud, theft or corruption are 
not suspected) should do so by following the guidance contained in the NHS Forth Valley 
Whistleblowing Policy. Following investigation of the complaint, if improper practices or criminal 
offences are suspected, the matter should be referred by the investigating officer, to the Fraud 
Liaison Officer. 

 
8.  Managing the investigation  
 
8.1  The decision on whether a referral is taken on by CFS as a criminal investigation is normally taken 

following correspondence between the FLO and CFS and usually involves an initial meeting to 
consider the available evidence. If the referral involves an employee of the Board then HR 
involvement in any initial meeting is crucial to avoid any conflict with ongoing or future 
disciplinary processes. Normally, the manager leading the investigation will be an employee from 
Counter Fraud Services. The circumstances of each case will dictate who will be involved and 
when.  
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8.2  The manager overseeing the investigation (referred to hereafter as the “investigation manager”) 

should initially:  
 

• initiate a Diary of Events to record the progress of the investigation;  
 

• if possible, determine the nature of the investigation i.e. whether fraud or another criminal 
offence. In practice it may not be obvious if a criminal event is believed to have occurred. If 
this is established the Police, External Audit and the Chief Executive should be informed if 
this has not already been done.  

 
8.3 If after initial Counter Fraud Services (CFS) enquiries it is determined that there are to be no 

criminal proceedings then a NHS Forth Valley internal investigation may be more appropriate. In 
this instance, all information/evidence gathered by CFS will be passed to NHS Forth Valley. The 
internal investigation will then be taken forward in line with Employment law, PIN guidelines and 
relevant HR policies such as the Management of Employee Conduct Policy, as appropriate.  

 
8.4  Any formal internal investigation to determine and report upon the facts, should establish:  
 

• the extent and scope of any potential loss;  
 

• if any disciplinary action is required;  
 

• the criminal or non-criminal nature of the offence (if not yet established);  
 

• what can be done to recover losses; and  
 

• what may need to be done to improve internal controls to prevent any recurrence?  
 
8.5  Where the report confirms a criminal act and notification to the Police has not yet been made, 

then a formal report should be submitted to Police Scotland at that point.  
 
8.6  Where recovery of a loss to NHS Forth Valley is likely to require a civil action, arising from any act 

(criminal or non-criminal), it will be necessary to seek legal advice through the Central Legal Office, 
which provides legal advice and services to NHS Scotland. 

 
8.7  This report should form the basis of any internal disciplinary action taken. The conduct of internal 

disciplinary action will be assigned to the Director of Human Resources or delegated officer within 
the Directorate, who shall gather such evidence as necessary. 

  
9.  Disciplinary/dismissal procedures  
 
9.1  Consideration should be made in conjunction with CFS/CFC/FLO on whether/when to suspend the 

employee(s) who are subject to any investigation, pending the results of the investigation. This 
should be carried out in line with NHS Forth Valley’s Management of Employee Conduct Policy. 

 
9.2  The disciplinary procedures of NHS Forth Valley have to be followed in any disciplinary action 

taken by NHS Forth Valley toward an employee (including dismissal). This may involve the 
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investigation manager recommending a disciplinary hearing to consider the facts, consideration of 
the results of the investigation and making further recommendations on appropriate action to the 
employee’s line manager. Where the fraud involves a Family Health Services Practitioner, the 
Board should pass the matter over to the relevant professional body for action.  

 
10.  Gathering evidence  
 
10.1  This policy cannot cover all the complexities of gathering evidence. Each case must be progressed 

based on the individual circumstances of the case, taking professional advice as necessary 
(including advice from the Central Legal Office (CLO) where deemed appropriate). Where CFS 
decides not to pursue a criminal investigation, for whatever reason, the recommended next steps 
may involve an internal, Board-level investigation. In these circumstances it is important that the 
gathering of evidence is carried out in a methodical and consistent way. 

 
10.2 If a witness to the event is prepared to give a written statement, it is best practice for an 

experienced member of staff, preferably from the Human Resources Directorate, to take a 
chronological record using the witness’s own words. The witness should sign the statement only if 
satisfied that it is a true record of his or her own words.  

 
10.3  At all stages of the investigation, any discussions or interviews should be documented and where 

feasible agreed with the interviewee.  
 
10.4  Physical evidence should be identified and gathered together (impounded) in a secure place at the 

earliest opportunity. An inventory should be drawn up by the investigating officer and held with 
the evidence. Wherever possible, replacement or new document etc. should be put into use to 
prevent access to the evidence. If evidence consists of several items, for example a number of 
documents, each one should be tagged with a reference number corresponding to the written 
record.  

 
11.  Disclosure of loss from fraud  
 
11.1  Guidance on the referring of losses and special payments is provided in CEL 10 (2010) – Revised 

Scottish Financial Return (SFR) 18: Enhanced Reporting of NHS Frauds and Attempted Frauds. This 
includes reporting of all forms of irregular activity which suggest that fraud may have taken place, 
even if the evidence is not of a standard that can be used for prosecution. Scottish Financial 
Return (SFR) 18.0 on Losses and Compensation Payments is submitted annually to the Audit 
Committee as part of the Annual Accounts. SFR 18 should include all losses, with appropriate 
description, aligned within the standard categories specified by the SGHSCD. External Audit should 
be notified of any loss as part of their statutory duties. 

 
11.2  Management must take account of the permitted limits on writing off losses for “Category 2 

Boards”, as outlined in Annex C of CEL 10 (2010).  
 
12.  Police Involvement  
 
12.1 It shall normally be the policy of NHS Forth Valley that, wherever a criminal act is suspected, the 

matter will be notified to the Police, as follows:  
 

http://www.sehd.scot.nhs.uk/mels/CEL2010_10.pdf
http://www.sehd.scot.nhs.uk/mels/CEL2010_10.pdf
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• During normal working hours, it will be the decision of the Director of Finance as to the 
stage that the Police are contacted. If the Director of Finance is unavailable, this decision 
will be delegated to the Fraud Liaison Officer;  

 

• Out with normal working hours, the manager on duty in the area where a criminal act is 
suspected should always report the matter to the Senior Manager and Executive Director 
On Call. It will be the decision of the Executive Director On Call as to the stage that the 
Police are contacted. In any case the manager on duty in the area where a criminal act is 
suspected should always report the matter to the Director of Finance and the FLO at the 
earliest possible time.  

 
12.2  The nominated officer and investigating manager should informally notify the Police of potential 

criminal acts, to seek advice on the handling of each investigation at an early stage in the 
investigation.  

 
12.3  Formal notification of a suspected criminal act will normally follow completion of the investigating 

manager’s report and formal disciplinary action. It is important that the internal report is carried 
out in a timely manner to avoid delaying the Police investigation.  

 
13. Press Release  
 
13.1  To avoid potentially damaging publicity to the NHS and/or the suspect, NHS Forth Valley should 

prepare at an early stage, a Press release, giving the facts of any suspected occurrence and any 
actions taken to date e.g. suspension. The Communications Team within CFS, the CLO and the 
Police should agree the release where applicable 

 
14.  Resourcing any internal investigation  
 
14.1  The Director of Finance will determine the type and level of resource to be used in investigating 

any suspected fraud. The choices available will include:  
 

• Internal staff from within NHS Forth Valley  

• Internal Audit  

• Specialist Consultant  

• Police  
 
14.2 In making a decision, the Director of Finance, should consider independence, knowledge of the 

organisation, cost, availability and the need for a speedy investigation. Any decision must be 
shown in the Log held by the Nominated Officer. A decision to take “No action” will not normally 
be an acceptable option unless exceptional circumstances apply.  

 
14.3  In any case involving a suspected criminal act, it is anticipated that Counter Fraud Services 

involvement will be in addition to NHS Forth Valley resources. In any case involving other 
suspected criminal acts, it is anticipated that Police involvement will be in addition to NHS Forth 
Valley resources.  
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15.  The law and its remedies  
 
15.1 Criminal Law - The Board shall refer all incidences of suspected fraud/criminal acts to Counter 

Fraud Services or the Police for decision by the Procurator Fiscal as to any prosecution.  
 
15.2  Civil Law - The Board shall refer all incidences of loss through proven fraud/criminal act to the 

Central Legal Office for opinion, as to potential recovery of loss via Civil Law action 
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Annex 1 – Key Contacts 
 
Board Key Contacts 
 

Role Name Designation Contact Details 

Fraud Liaison 
Officer 

Shona Slayford Principal Auditor  01592 226904 
shona.slayford@nhs.net 

Deputy Fraud 
Liaison Officer 

Scott Urquhart Director of Finance 01786 457245 
Scott.Urquhart@nhs.net 

Counter Fraud 
Champion 

Robert Clark Employee Director 01786 457226 
robertclark@nhs.net  

 
 
 
External Contacts 
 
Counter Fraud Hotline – 08000 15 16 28 
 
National Confidential Alert Line for NHS Scotland employees - 0800 0086112 

mailto:shona.slayford@nhs.net
mailto:Scott.Urquhart@nhs.net
mailto:robertclark@nhs.net
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SECTION E 
 

Standing Financial Instructions 
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SECTION 1 INTRODUCTION  
 
1.1 GENERAL  
 
1.1.1  These Standing Financial Instructions (SFIs) are issued in accordance with the National Health 

Service (Financial Provisions) (Scotland) Regulations, 1974, Section 4 together with the 
subsequent guidance and requirements contained in NHS Circular No.1974 (GEN) 88 and Annex 
for the regulation of the conduct of Forth Valley NHS Board, its directors, officers and agents in 
relation to all financial matters. Those regulations are the Health Boards (Membership and 
Procedure) Regulations 2001. Forth Valley Health Board is the common name of Forth Valley 
NHS Board. The Board’s formal, legal title remains Forth Valley NHS Board and it will be 
identified as such in certain legal and financial documents. These SFIs are also issued in 
accordance with NHS MEL (1994) 80 and the guidance in ‘Rebuilding Our National Health Service 
- A Change Programme For Implementing Our National Health’ and they shall have the effect as 
if incorporated in the Standing Orders of Forth Valley NHS Board. 

 
1.1.2  These SFIs detail the financial responsibilities, policies and procedures to be adopted by Forth 

Valley NHS Board. They are designed to ensure that Forth Valley NHS Board financial 
transactions are carried out in accordance with the law and Government policy in order to 
achieve probity, accuracy, economy, efficiency and effectiveness. They should also be used in 
conjunction with the Scheme of Delegation adopted by the Board.  

 
1.1.3 These SFIs identify the financial responsibilities, which apply to everyone working for the Board 

and its constituent organisations including Trading Units. They do not provide detailed 
procedural advice. These statements should therefore be read in conjunction with the detailed 
departmental and Financial Operating Procedures. The Director of Finance must approve all 
Financial Operating Procedures. 

 
1.1.4  Statutory Instrument (1974) No.468 requires Directors of Finance to design, implement and 

supervise systems of financial control and NHS circular 1974 (GEN) 88 requires the Director of 
Finance to: 

 
(a) approve the financial systems  
(b) approve the duties of officers operating these systems 
(c) maintain a written description of such approved financial systems, including a list of 

specific duties 
 

1.1.5 Should any difficulties arise regarding the interpretation or application of any of the SFI's then 
the advice of the Director of Finance must be sought before acting. The user of these SFIs should 
also be familiar with and comply with the Provisions of the Board’s Standing Orders.  

 
1.1.6 Failure to comply with SFIs is a disciplinary matter, which could result in dismissal. 

 
1.2 TERMINOLOGY 
 
1.2.1 Any expression to which a meaning is given in Health Service Acts, or in directions made under 

the Acts, shall have the same meaning in these instructions; and:  
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(a) “Board” means the Board of Forth Valley NHS Board or such Committee of the Board to 
which powers have been delegated;  

(b) “Budget” means an allocation of resources, expressed in financial terms, proposed by 
Forth Valley NHS Board for the purpose of carrying out, for a specific period, any or all of 
the functions of Forth Valley NHS Board;  

(c) “Chief Executive” means the chief officer of Forth Valley NHS Board and who is directly 
accountable to the Board;  

(d) “Director of Finance” means the chief financial officer of Forth Valley NHS Board;  
(e) “Budget Holder” means the director or officer of Forth Valley NHS Board who has the 

delegated authority to manage finances (income and expenditure) for a specific 
operational area of Forth Valley NHS Board;  

(f) “Legal Adviser” means the properly qualified person appointed by Forth Valley NHS 
Board to provide legal advice.        

1.2.2 Wherever the title Chief Executive, Director of Board, or other nominated officer is used in these 
instructions, it shall be deemed to include such other officers and agents who have been duly 
authorised to represent them. 

 
1.2.3 References in these instructions to "officer" shall be deemed to include all employees of Forth 

Valley NHS Board, including nursing and medical staff, and consultants who practice upon Forth 
Valley NHS Board premises, as well as the staff of any agency contracted to Forth Valley NHS 
Board and/or performing financial functions on behalf of Forth Valley NHS Board. 

 
1.2.4 All references in these SFIs to the masculine gender shall be read as equally applicable to the 

feminine gender. 
 
1.3 RESPONSIBILITIES AND DELEGATION  
 
1.3.1 The Board shall exercise financial supervision and control by:  
 

(a) requiring the submission and approval of financial plans and budgets within approved 
allocations/overall income to a pre-determined timetable;  

(b) defining and approving essential features of financial arrangements in respect of 
important procedures and financial systems (including the need to obtain value for 
money); 

(c) defining specific responsibilities placed on directors and officers as indicated in the 
Scheme of Delegation document. 
 

1.3.2 Within the Instructions it is acknowledged that the Chief Executive and Director of Finance shall 
have joint responsibility for ensuring that the Board meets its obligation to perform its functions 
within the financial resources available. The Chief Executive has overall responsibility for the 
Board’s activities and is responsible to the Board for ensuring containment within the Board’s 
Revenue Resource Limit, Capital Resource Limit and Cash Limit. 

 
1.3.3 The Chief Executive’s responsibilities as Accountable Officer are set out in Section 2. 
 
1.3.4 The Chief Executives of the NHS Health Boards have retained Accountable Officer Status under 

NHS arrangements. 
 



 
106 

 

1.3.5 The Chief Executive is ultimately accountable to Forth Valley NHS Board and as Accountable 
Officer to the Scottish Parliament for ensuring that the Forth Valley NHS Board meets its 
obligations to perform its functions within the available resources. 

 
1.3.6 Forth Valley NHS Board shall delegate executive responsibility for the performance of its 

functions to the Chief Executive and to the senior management team. Members will exercise 
financial supervision and control by requiring the submission and approval of financial plans 
within approved allocations, by defining and approving essential features of financial 
arrangements in respect of important procedures and financial systems, including the need to 
obtain value for money and by defining specific responsibilities placed on our officers. 

 
1.3.7 So far as is possible, the Chief Executive and Director of Finance will delegate their detailed 

responsibilities but retain their overall accountability. The extent of delegation will be kept under 
review by the NHS Board. 

 
1.3.8 It is the duty of the Chief Executive to ensure that existing directors and employees and all new 

appointees are notified of and understand their responsibilities within these SFIs. 
 
1.3.9 Without prejudice to any other functions of officers of Forth Valley NHS Board, the Director of 

Finance shall be responsible for: 
 

(a) provision of financial advice to the Board and its officers;  
(b) setting the Board’s accounting policies consistent with Scottish Government and 

Treasury guidance and generally accepted accounting practice;  
(c) supervising the implementation of the Board’s financial strategies and for co-

ordinating any corrective action necessary to further these strategies;  
(d) ensuring that sufficient records are maintained to show and explain Forth Valley NHS 

Board transactions, in order to disclose, with reasonable accuracy, the financial 
position of Forth Valley NHS Board at any time;  

(e) the design, implementation and supervision of systems of financial control 
incorporating the principles of separation of duties and internal checks;  

(f) the preparation and maintenance of such accounts, certificates, estimates, records 
and reports as the Board may require for the purpose of carrying out its statutory 
duties and responsibilities. 

 
1.3.10 All directors and officers of Forth Valley NHS Board, severally and collectively, are responsible 

for: 
 

(a) the security of Forth Valley NHS Board property;  
(b) avoiding loss;  
(c) exercising economy and efficiency in the use of Forth Valley NHS Board resources; 

complying with the requirements of; 
 

• Standing Orders (including the Scheme of Delegation); 

• Standing Financial Instructions; 

• Financial Operating Procedures; and  

• MEL (1994) 48 Standards of Business Conduct for Staff which will be identified 
in the Staff Handbook. 
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1.3.11 The form in which financial records are kept and the manner in which duties are discharged by 

all directors and officers of Forth Valley NHS Board who carry out a financial function must be to 
the satisfaction of the Director of Finance. 

 
1.3.12 Any contractor, agent or employee of a contractor who is empowered by Forth Valley NHS Board 

to commit Forth Valley NHS Board to expenditure or who is authorised to obtain income shall be 
covered by these instructions. It is the responsibility of the Chief Executive to ensure that such 
persons are made aware of this. 
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SECTION 2 RESPONSIBILITIES OF HEALTH BOARD CHIEF EXECUTIVE AS ACCOUNTABLE OFFICER 
 
2.1 INTRODUCTION 
 
2.1.1 Under the terms of Section 14 and 15 of the Public Finance and Accountability (Scotland) Act 

2000, the Principal Accounting Officer for the Scottish Government has designated the Chief 
Executive of Forth Valley NHS Board as Accountable Officer. 

 
2.1.2 Accountable Officers must comply with the terms of the Memorandum to National Health 

Service Accountable Officers, and any updates issued to them by the Principal Accountable 
officer for the Scottish Government. The Memorandum was updated in April 2002. 

 

2.2 GENERAL RESPONSIBILITIES 

 
2.2.1 The Accountable Officer is personally answerable to the Scottish Parliament for the propriety 

and regularity of the public finances for NHS Forth Valley. The Accountable Officer must 
ensure that the Forth Valley NHS Board takes account of all relevant financial 
considerations, including any issues of propriety, regularity or value for money, in 
considering policy proposals relating to expenditure, or income. 
 

2.2.2 It is incumbent upon the Accountable Officer to combine his/her duties as Accountable 
Officer with their duty to the Forth Valley NHS Board, to whom he/she is responsible, and 
from whom he/she derives his/her authority. The Forth Valley NHS Board is in turn 
responsible to the Scottish Parliament in respect of its policies, actions and conduct. 
 

2.2.3 The Accountable Officer has a personal duty of signing the Annual Accounts of Forth Valley 
NHS Board for which he/she has responsibility. Consequently, he/she may also have the 
further duty of being a witness before the Audit Committee of the Scottish Parliament, 
and be expected to deal with questions arising from the Accounts, or, more commonly, 
from reports made to Parliament by the Auditor General for Scotland. 

 
2.2.4 The Accountable Officer must ensure that any arrangements for delegation promote good 

management, and that he/she is supported by the necessary staff with an appropriate 
balance of skills. This requires careful selection and development of staff and the sufficient 
provision of special skills and services. He/she must ensure that staff are as conscientious in 
their approach to costs not borne directly by their component organisation (such as costs 
incurred by other public bodies, or financing costs, e.g. relating to banking and cash flow) as 
they would be were such costs directly borne. 

 

2.3 SPECIFIC RESPONSIBILITES 

 
2.3.1 The Accountable Officer must: 

(a) ensure that from the outset, proper financial systems are in place and applied, and 
that procedures and controls are reviewed from time to time to ensure their continuing 
relevance and reliability, especially at times of major changes; 

 
(b) sign the Accounts assigned to him/her, and in doing so accept personal responsibility 
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for ensuring that they are prepared under the principles and in the format directed by 
Scottish Ministers; 

 
(c) ensure that proper financial procedures are followed incorporating the principles of 

separation of duties and internal check, and that accounting records are maintained in a 
form suited to the requirements of the relevant Accounting Manual, as well as in the 
form prescribed for published Accounts; 

 
(d) ensure that the public funds for which he/she is responsible are properly managed and 

safeguarded, with independent and effective checks of cash balances in the hands of 
any official; 

 
(e) ensure that the assets for which he/she is responsible, such as land, buildings or 

other property, including stores and equipment, are controlled and safeguarded with 
similar care, and with checks as appropriate; 

 
(f) ensure that, in the consideration of policy proposals relating to expenditure, or 

income, for which he/she has responsibilities as Accountable Officer, all relevant 
financial considerations, including any issues of propriety, regularity or value for money, 
are taken into account, and where necessary brought to the attention of the Board; 

 
(g) ensure that any delegation of authority is accompanied by clear lines of control and 

accountability, together with reporting arrangements; 
 
(h) ensure that effective management systems appropriate for the achievement of the 

organisation’s objectives, including financial monitoring and control systems have been 
put in place; 

 
(i) ensure that risks, whether to achievement of business objectives, regularity, propriety, 

or value for money, are identified, that their significance is assessed and that systems 
appropriate to the risks are in place in all areas to manage them; 

 
(j) ensure that best value from resources is sought, by making proper arrangements to 

pursue continuous improvement having regard to economy, efficiency and 
effectiveness, and in a manner which encourages the observance of equal opportunities 
requirements; 

 
(k) ensure that managers at all levels have a clear view of their objectives, and the means 

to assess and measure outputs or performance in relation to these objectives; 
 
(l) ensure managers at all levels are assigned well defined responsibilities for making the 

best use of resources (both those assumed by their own commands and any made 
available to organisations or individuals outside NHS Forth Valley) including a critical 
scrutiny of output and value for money; 

 
(m) ensure that managers at all levels have the information (particularly about costs), 

training and access to the expert advice which they need to exercise their responsibilities 
effectively. 
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2.4 REGULARITY AND PROPRIETY OF EXPENDITURE 

 
2.4.1 The Accountable Officer has a particular responsibility for ensuring compliance with 

parliamentary requirements in the control of expenditure.  A fundamental requirement is 
that funds should be applied only to the extent and for the purposes authorised by 
Parliament in Budget Acts (or otherwise authorised by section 65 of the Scotland Act 1998).  
Parliament’s attention must be drawn to losses or special payments by appropriate notation 
of the organisation’s Accounts. In the case of expenditure approved under the Budget 
Act, any payments must be within the scope and amount specified in that Act. 
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SECTION 3 ALLOCATIONS, BUSINESS PLANNING, BUDGETS AND BUDGETARY CONTROL 

 

3.1 GENERAL 
 
3.1.1 The Board is required by statutory provisions made under Section 85 of the National 

Health Service (Scotland) Act (1978), as amended by the Health Services Act 1980, to perform 
its functions within the total funds allocated by the Scottish Ministers. All plans and financial 
approval systems shall be designed to meet this obligation. 

 
3.2 ALLOCATIONS 
 
3.2.1 The Director of Finance of the Board will review, as a minimum annually, the bases and 

assumptions used for distributing allocations to ensure such allocations are fair, realistic and 
secure the Board’s entitlement to funds. 

 
 
3.3 BUSINESS PLANNING AND BUDGETS 
 
3.3.1 The Chief Executive will prepare and submit to the board the Annual Operational Plan and 

an Annual Plan. This Plan shall include forecasts of available resources, financial targets and 
spending proposals. 
 

3.3.2 The Director of Finance shall, on behalf of the Chief Executive, prepare and submit to the 
Board for its approval, an annual financial plan for all revenue funds and capital where 
applicable, within the limits of available funds as determined by the notified allocations. 
 

3.3.3 The Director of Finance shall ensure such plans are reconcilable to budgets that have been 
produced following discussion with General Managers, Chief Officers, Acute Services Director 
and Executive Directors. As a consequence, the Director of Finance shall have right of 
access to all budget holders on budgetary related matters. 

 
 
3.4 BUDGETARY CONTROL 
 
3.4.1 The Board shall delegate the management of the Financial Plan to the Chief Executive.  The 

Chief Executive within limits approved by the Board, can delegate responsibility for a budget 
or part of a budget to individual Senior Managers. The terms of delegation shall include, in 
writing, a clear definition of individual responsibilities for control of expenditure, exercise of 
virement, achievement of performance levels and the provision of regular reports on the 
discharge of these delegated functions. The delivery of this delegation shall be included within 
the performance review of appropriate officers. 

 

3.4.2 In performance of their duties: 
 

(a) The Chief Executive will not exceed the budgetary or virement limits or exclusions set 
by the Board or by the Scottish Government Health and Social Care Directorate. 
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(b) Senior Managers will not exceed the budgetary or virement limits set by the Board and 
Chief Executive. 

 
(c) The Chief Executive may exercise virement or vary the budgetary limit of a Senior 

Manager within the Chief Executives own budgetary limit. 
 
 
3.4.3 The Board shall approve and review annually a Scheme of Delegation that will form part of 

the Standing Orders of the Board. The Scheme of Delegation shall specify: - 
 

(a) areas of responsibility; 
 
(b) nominated officers; 

 
(c) financial value; 

 
(d) virement levels. 

 
3.4.4 Expenditure for which no provision has been made in approved plans and budgets and 

outwith delegated virement limits may only be incurred after authorisation by the Chief 
Executive or the Director of Finance acting on their behalf, or the NHS Board dependent on 
the nature and level of expenditure. There shall be a financial limit of £500,000 in respect of 
the delegated authority of the Chief Executive on a non-recurring basis (No individual item shall 
exceed £100,000). The Director of Finance shall have authority within the Chief Executive’s limit 
of £250,000. 
 

3.4.5 The Director of Finance, on behalf of the Chief Executive, shall monitor the financial 
performance against the plan, the use of delegated budgets to ensure that financial control is 
maintained and that the Board's plans and policies are implemented. 
 

3.4.6 The Director of Finance has a responsibility to ensure that adequate training is delivered on 
an on-going basis to budget-holders to help them to manage successfully. 
 

3.4.7 The Director of Finance shall ensure that: 
 

(a) the system of internal financial controls is sufficient and adequate to ensure the 
achievement of objectives and compliance with standards and regulations. 

 
(b) adequate statistical and financial systems are in place to monitor and control all 

agreements for patients’ services and facilitate the compilation of estimates, forecasts 
and investigations as may be required. 

 
(c) reports provide all financial, statistical and other relevant information as necessary for 

the compilation of estimates and forecasts. 
 

(d) the Chief Executive and the Board are informed of the financial consequences of 
changes in policy, pay awards and other events and trends affecting budgets or 
projections and shall advise on the financial and economic aspects of future plans and 
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projects. 
 

(e) the issue of timely, accurate and comprehensible advice, and monthly financial reports 
to each budget holder, covering the areas for which they are responsible. 

 

3.4.8 The Director of Finance shall provide the Board with regular reports including as follows: - 

(a) monthly financial reports for all expenditure to the Board in an approved format, 
inclusive of: 
 

• income and expenditure to date and forecast year-end position; 
 

• movements in working capital; 
 

• capital project spend and projected outturn against plan; 
 

• explanation of significant variances from plan plus corrective action if 
appropriate, including an assessment as to whether such actions are 
sufficient to correct the situation; 

 

• monitoring of management action to correct variances; 
 

• cash spending to date and forecast year-end position; 
 

• report on budgetary transfers; 
 

• Board financial position including projections. 
 

3.5 ALIGNED AND POOLED BUDGETS 
 
3.5.1 Partnership arrangements have been developing to give Health Boards and Local 

Authorities the flexibility to be able to work with other agencies to respond effectively to 
improve services, either by joining up existing services, or developing new, co-ordinated 
services. Such partnership arrangements provide for aligned and pooled budgets. Areas 
covered by Health and Social care Integration are contained in Section 4. 
 

3.5.2 An Aligned Budget is the position when clearly identified financial resources are being used 
jointly. The funds are identified by the partner organisations and grouped together in a 
joint “pot”, but the funds are still technically held within each partner organisation in 
separate distinct budgets. This enables each partner organisation to identify and account for 
their own contribution to the joint “pot”. 
 

3.5.3 A Pooled Budget is a mechanism by which each partner to the agreement contributes 
funding to form a discrete “fund” for the partnership arrangement or organisation. Initially, 
the funding contributed by each partner will be identifiable to each partner, but in time the 
origin of individual contributions may become less easily identifiable. The partners must 
therefore agree at the outset the purpose, scope and outcome for services within the 
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agreement meeting their own statutory obligations and justifying their contribution to the 
fund. A Pooled Budget resides in a “host” partner, either a Health Board or a Local 
Authority organisation, which manages it on behalf of the partners. 
 

3.5.4 Partnership arrangements entered into by Forth Valley NHS Board must comply with the 
guidance on aligned and pooled budgets issued by the Scottish Government. The following 
paragraphs relate mainly to Aligned Budgets (as opposed to Pooled Budgets). 
 

3.5.5 As a non-statutory body, the responsibility for the functions carried out by a partnership 
body will remain with each partner organisation. 
 

3.5.6 A Partnership Agreement or Heads of Agreement must be drawn up between the partner 
organisations which will specify the services to be managed jointly, the governance 
arrangements, the accountability arrangements, the budgetary control arrangements and the 
financial reporting and monitoring arrangements. The partnership agreement must be 
approved by the Director of Finance of each partner organisation before budgetary control 
can be devolved to a partnership body. 
 

3.5.7 Each partner will agree the level of its contribution in advance of each financial year. The 
level of contribution from the Board will be agreed by the Board taking account of the 
need to balance the amount of flexibility that Forth Valley NHS Board want to enable through 
the aligned budget against the risk of being able to fulfill all service needs. Levels of 
contribution will have to allow, among other things, for decisions about inflation levels, 
developments, service pressures, Corporate Plan priorities, capital charges and savings targets. 
 

3.5.8 The contribution to the Aligned Budget must be used on the agreed services set out in the 
partnership agreement. The aligned budget will be discrete, and will be ring-fenced to the 
extent specified in the partnership agreement. The Partnership Agreement must also specify 
the mechanism for changing in-year levels of contribution. 
 

3.5.9 Accountability will be discharged at two levels in Aligned Budget arrangements, i.e. within the 
partnership body, and to the Boards or Management Committees of each partner organisation. 
 

3.5.10 Each partnership body will appoint a lead officer who will be accountable to the relevant 
Partnership Board for the combined budget. 
 

3.5.11 The Chief Executive will remain accountable to the Scottish Government for the financial 
contribution made by their organisation. 
 

3.5.12 Partnership bodies will be subject to both financial and value for money audit by both Internal 
Audit and the Auditor General for Scotland. 
 

3.5.13 A Memorandum Income and Expenditure Account may require to be included in the Annual 
Accounts for Aligned Budget arrangements which show income received, expenditure 
incurred and the remaining surplus or deficit for the financial year. 
 

3.5.14 The lead officer of the partnership body shall prepare a Constitution which will set out 
compliance with the Codes of Conduct, Accountability and Practice on Openness and the 
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underlying principles of good Corporate Governance as set out in the Cadbury and Nolan 
Reports and the detailed guidance issued by the Scottish Government and others. 
 

3.5.15 The lead officer of the partnership body shall issue Financial Regulations consistent with the 
SFIs in order to regulate the conduct of the Partnership Board, both members and officers, 
in all financial matters. Such regulations and instructions will specify the arrangements for the 
provision of financial advice to the Partnership Board. 
 

3.5.16 The partnership body’s Constitution and Financial Regulations shall be agreed by the Forth 
Valley NHS Board and shall have the effect as if incorporated in the Standing Orders and SFIs 
of the Board. 
 

3.5.17 The above instructions will equally apply to new formal partnership arrangements with Local 
Authorities which the Board may develop in future years. 
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SECTION 4 HEALTH AND SOCIAL CARE INTEGRATION 

4.1 GENERAL 

 
4.1.1 The Public Bodies (Joint Working) (Scotland) Act 2014 established the framework for the 

integration of adult health and social care services in Scotland. Two Integrated Joint Boards 
(IJBs) have been established in Forth Valley under the body corporate arrangement. The 
approved Integration Schemes set out the detail of the integration arrangement, 
including those services delegated by NHS Forth Valley to the IJBs. 

 
4.2 FINANCIAL ARRANGEMENTS 
 
4.2.1 Each partner will agree the formal budget setting timelines and reporting periods as defined 

in the Financial Regulations. 
 

4.2.2 The initial budget for the NHS contribution to the Integrated Joint Board budget for delegated 
functions under the Public Bodies (Joint Working) (Scotland) Act 2014 will be set in 
accordance with the Integration Schemes and the due diligence process as described in 
the Scottish Government Integrated Resource Advisory group guidance. 
 

4.2.3 In subsequent financial years the NHS Board will evaluate the case for the Integrated 
Budget against its other priorities and will agree its contributions accordingly. The business 
case put forward by the IJB will be evidenced based and will detail assumptions made. 
 

4.2.4 Following on from the budget process, the IJB Chief Officer and Chief Financial Officer will 
prepare a financial plan supporting the Strategic plan and once approved by the IJB issue 
Directions with defined payment levels to the NHS Board. ‘Payment’ does not mean an actual 
cash transaction but a representative allocation for the delivery of Integration Functions in 
accordance with the Strategic Plan. 
 

4.2.5 If at the outset the NHS Board does not believe the direction can be achieved for the 
payment being offered then it shall notify the IJB that in line with section 28 (4) of the Public 
Bodies (Joint Working) (Scotland) Act 2014 additional funding would be necessary to comply 
with the direction. 
 

4.2.6 Once the payments to be made by the IJB to the NHS Board for the delegated functions have 
been agreed they will, for the directly managed functions, form the basis of annual budgets 
to be issued to the relevant budget holder. The payments for the set aside budgets will form 
part of the budgets to be issued to the relevant NHS budget holder. 
 

4.2.7 Where the Chief Officer is the budget holder they will comply with these SFIs unless the SFIs 
explicitly state otherwise. In further delegating budgetary authority to managers in their 
structure the Chief Officer is responsible for ensuring all transactions processed by the 
NHS comply with these SFIs and any further detailed procedural NHS Board guidance 
relevant to the transaction. 
 

4.2.8 It is envisaged that the Chief Officer, in due course, will have a structure including joint 
management posts who are responsible for both Health and Council expenditure. 
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4.3 DELEGATED AUTHORITY 
 
4.3.1 Where a manager has delegated authority for both health and council expenditure they 

must ensure the VAT treatment is in line with the Integrated Resource Advisory Group and 
any HMRC guidance. If in doubt they should seek advice from the Director of Finance for 
any expenditure that might previously have been made from NHS budgets. 
 

4.3.2 Where a council employee has been given delegated authority for NHS budgets a signed 
declaration that they have received and will comply with these SFIs is required. This should 
also be signed by the Chief Officer, who will further undertake to pursue any breaches of 
the NHS SFIs through the council line management structure if required. 
 

4.3.3 The arrangements for the virement of budgets are specified in the scheme of delegation 
of the Parties and virement levels will be agreed in the Strategic Plan. 
 

4.3.4 Notwithstanding that a budget virement lies within the Chief Officers level of authority it 
can only be executed if detailed consideration of the financial impact confirms any risks 
associated with it are acceptable. If there is a difference of opinion between the Chief 
Officer and NHS finance as to the acceptability of the risk, the Chief Officer and Director of 
Finance of the NHS will first seek to reach an acceptable solution. Failing that the Chief 
Executive of the NHS will consider the level of risk, involving the SLT if necessary for a 
wider view. Should there still not be agreement the IJB would be invited to review this and 
set out how it would mitigate the stated risk. 
 

4.3.5 In managing these operational budgets the Chief Officer will comply with these SFIs unless the 
SFIs explicitly state otherwise. 

 

4.4 MANAGEMENT OF IN YEAR VARIANCES 
 
4.4.1 Where there is a projected overspend against an element of the Integrated Budget, the 

Chief Officer, the Chief Finance Officer of the IJB and the relevant finance officer and 
operational manager of the constituent party must agree a recovery plan to balance the 
overspending budget. 
 

4.4.2 Underspends on either arm of the Integrated Budget should be returned from the relevant 
Party to the IJB and carried forward through the reserves. This will require adjustments to the 
allocations from the IJB to the relevant Party for the sum of the underspend. 

 

4.5 FINANCIAL MANAGEMENT AND REPORTING ARRANGEMENTS 

 
4.5.1 The NHS Director of Finance is responsible for providing the Chief Officer (as with all budget 

holders) with regular financial information to allow them to manage their budgets. The NHS 
Director of Finance is also responsible for providing the Chief finance officer of the IJB 
with the financial information required by the integration scheme as expanded by 
subsequent agreements, to meet the reporting requirement to the IJB. In advance of each 
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financial year a timetable will be agreed with the IJB. 
 

4.5.2 The IJB Chief Financial Officer will be responsible for the preparation of the annual 
financial statements as required by section 39 of the Public Bodies (Joint Working)  
(Scotland)  Act  2014  and  the  statutory  annual  accounts.  The Accounting Standards as 
adapted for the public sector will apply to the Integration Joint Board. The Code of Practice 
on Local Authority Accounting in the UK will be the applicable guidance for their 
interpretation. The financial statements of the Integration Joint Board will be completed to 
meet the audit and publication timetable specified in regulations (Regulations under 
section 105 of the Local Government (Scotland) Act 1973).  Although the responsibility lies 
with the Chief Finance Officer of the IJB the Director of Finance will ensure such information is 
supplied from the NHS as is required to fulfil these obligations. 
 

4.5.3 The financial ledger transactions relating to the Integration Joint Board will be carried out 
prior to the end of the financial year with post year-end adjustments for material information 
only. Year-end balances and transactions will be agreed timeously in order to allow 
completion of the Accounts in line with required timescales. This date will be agreed 
annually by the Integration Joint Board, the Health Board and the Local Authority. 
 

4.5.4 Detailed Financial Regulations governing the Integration Joint Board will be agreed 
between the Local Authority and the Health Board and approved by the Integration Joint 
Board. Once agreed the NHS Director of Finance will be responsible for ensuring any NHS 
obligations are fulfilled. 
 

4.5.5 Although the Public Bodies (Joint Working) (Scotland) Act 2014 will supersede most of the 
previous joint working arrangements, it remains possible that there could be pooled or 
aligned budgets with community partners, such as for children’s services, that fall outwith 
that. Section 3 has therefore been retained in case they should be required. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 



 
119 

 

SECTION 5 COMMISSIONING OF HEALTHCARE 
 

5.1 FINANCIAL TARGETS 
 
5.1.1 The Scottish Government sets 3 budget limits at a Health Board level on an annual basis. 

These limits are: 

(a) Revenue Resource Limit: a resource budget for ongoing operations; 

(b) Capital Resource Limit: a resource budget for net capital investment; 
(c) Cash requirement: a financing requirement to fund the cash consequences of the ongoing 

operations and net capital investment. 
 
5.1.2 Health Boards are required to contain their net expenditure within these limits and will report 

on any variation from the limits as set. 
 

5.1.3 The Director of Finance shall be responsible for ensuring that an adequate system of 
monitoring financial performance is in place to enable the Board to fulfil its statutory 
responsibility while achieving its financial targets. 

 

5.2 GENERAL - HEALTH NEEDS ASSESSMENT 

 
5.2.1 The Director of Public Health, on behalf of the Chief Executive is responsible for the 

production of Health Needs Assessments, and for the monitoring of Health Status. 
 

5.2.2 The Health Needs Assessment Reports incorporate historical and projected financial 
information. The Director of Finance is responsible for the provision of historical financial 
details and for the financial impact/implication of each Needs Assessment. 

 
5.3 GENERAL - HEALTH PLANNING 
 
5.3.1 The Chief Executive is responsible for the production of the Corporate Plan. 

The Corporate Plan will be informed amongst others by 

 
(a) plans arising from Health Needs Assessments; 

 
(b) socio-demographic trends; 
 
(c) public opinion; 
 
(d) resource availability. 
 
(e) Business unit pressures 

 
5.3.2 To prepare health strategies or develop plans for individual care groups or service areas, 

planning groups may be established. The Director of Finance has responsibility for ensuring 
that where appropriate the remit of such groups outlines the financial parameters within 
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which the group may operate. On occasion these groups may also cover Local Authority 
services. In this instance the parameters should be agreed with the appropriate individuals 
within Local Authorities. 
 

5.3.3 The Director of Finance is responsible for the provision of financial advice and plans in respect 
of the affordability of the Corporate Plan 

 

5.4 PRIMARY HEALTH CARE 

 
5.4.1 Primary Health Care Services include; 
 

(a) all Family Practitioner Services 
 

(b) Practice Staff 
 
(c) Primary Health Care Computing 
 
(d) Cost Rent and Improvement Grant Schemes 

 
5.4.2 Primary Health Care Services fall within the scope of Integration Authorities. Resources are 

allocated from the Integration Authority via direction in line with the Strategic Plans. Any 
variations proposed to budgets must be approved by the Director of Finance of Forth Valley 
NHS Board. 

 

5.5 COMMUNITY SERVICES 
 
5.5.1 Community Services include 
 

(a) mental health (inclusive of elderly, frail elderly, long-stay and community) 
 

(b) learning disability 
 
(c) palliative hospice care 
 
(d) community health services 
 
(e) drugs and alcohol 
 
(f) healthcare in prisons 

 
5.5.2 Local Community Health Care Services are managed by either the Chief Officers or a General 

Manager.  Resources managed by the Chief Officers fall within the scope of Integration 
Authorities.  Resources managed by the General Manager may fall within the scope of 
Integration Authorities. Resources are allocated from the Integration Authority via direction 
in line with the Strategic Plans. Any variations proposed to budgets must be approved by the 
Director of Finance of Forth Valley NHS Board. 
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Resources are managed by the General Manager which do not fall within the scope of 
Integration Authorities.  Resources are transferred on a monthly basis in accordance with the 
annual financial plan and any subsequent agreed variations. Such variations must be signed by 
the Director of Finance of Forth Valley NHS Board. 

 
5.5.3 NHS Boards outwith the Forth Valley area may also provide these services to local residents. 

In such instances service agreements will be prepared. Resources are transferred on a 
monthly basis in accordance with the annual financial plan and any subsequent agreed 
variations. Such variations must be signed by both the Director of Finance of the Forth Valley 
NHS Board and the Director of Finance of the appropriate Health Board. 

 
5.6 INPATIENT AND OTHER SERVICES 
 
5.6.1 These include 
 

(a) Emergency and urgent care 
 

(b) Acute inpatients and Community Hospital beds 
 
(c) Ambulatory Care and Day Surgery 
 
(d) Outpatient Services 
 
(e) Cancer Services 
 
(f) Allied Health Professionals 
 
(g) Diagnostic Services 
 
(h) Women and Children Services 

 

5.6.2 Local Acute Services are managed by the relevant General Manager. 
Resources managed by the General Manager may fall within the scope of Integration 
Authorities. Resources are allocated from the Integration Authority via direction in line with 
the Strategic Plans.  Any variations proposed to budgets must be approved by the Director 
of Finance of Forth Valley NHS Board. 
 
Resources are managed by the General Manager which do not fall within the scope of 
Integration Authorities. Resources are transferred on a monthly basis in accordance with the 
annual financial plan and any subsequent agreed variations. Such variations must be signed by 
the Director of Finance of Forth Valley NHS Board. 
 

5.6.3 NHS Boards outwith the Forth Valley area may also provide these services to local residents. 
In such instances service agreements will be prepared. Resources are transferred on a 
monthly basis in accordance with the annual financial plan and any subsequent agreed 
variations. Such variations must be signed by both the Director of Finance of the Forth Valley 
NHS Board and the Director of Finance of the appropriate Health Board. 
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SECTION 6 BANKING AND INVESTMENTS 

6.1 INTRODUCTION 

 
6.1.1 The Director of Finance is responsible for managing Forth Valley NHS Board banking 

arrangements and for advising Forth Valley NHS Board on the provision of banking services 
and the operation of bank accounts. This advice will take into account such guidance and 
directions as may be issued by the Scottish Government Health and Social Care Directorate. 

 
6.2 BANK ACCOUNTS 
 
6.2.1 The Director of Finance is responsible for: 
 

(a) Establishing exchequer bank accounts as directed by Scottish Government Health and Social 
Care Directorate 

(b) establishing separate bank accounts for Forth Valley NHS Board non exchequer funds; 
(c) ensuring payments made from accounts do not exceed the amount credited to the account 

except where arrangements have been made; 
(d) reporting to the Board all arrangements made with Forth Valley NHS Board bankers 

for accounts to be overdrawn. 
 
 
6.2.2 All funds shall be held in accounts in the name of Forth Valley NHS Board. No officer other 

than the Director of Finance plus one other signatory shall open or close any bank account in 
the name of Forth Valley NHS Board. 
 

6.2.3 The Director of Finance will advise the Bankers in writing of the conditions under which 
each account shall be operated. 

 

6.3 BANKING PROCEDURES 
 
6.3.1 The Director of Finance shall prepare procedural instructions on the operation of accounts. 

These instructions must include: 
 

(a) the conditions under which each account is to be operated; 
 

(b) the limit to be applied to any overdraft; 
 

(c) those authorised to sign cheques or other payments on Forth Valley NHS Board accounts; 
 
6.3.2 The Director of Finance shall ensure appropriate arrangements are in place for the use of 

debit/credit card transactions. 
 

6.3.3 An authorised signatory shall advise the bankers of the officers authorised to release money 
from or make electronic payment from each bank account. 
 

6.3.4 An authorised signatory shall notify the bankers promptly of the cancellation of any 
authorisation to draw on Forth Valley NHS Board accounts 
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6.3.5 Where an agreement is entered into with a Health Board or other body for payment to 

be made on behalf of Forth Valley NHS Board from bank accounts maintained in the name of 
that Health Board or other body, or by electronic funds transfer (BACS), the Director of 
Finance shall ensure that satisfactory security regulations of the Health Board or other 
body relating to any such accounts exist and are observed. 

 

6.4 INVESTMENTS 

 
6.4.1 Temporary cash surpluses shall be held only in accordance with SGHSCD guidance. 

 
6.4.2 All balances remain within National accounts with required amounts transferred to the 

commercial bank accounts as required. 
 

6.4.3 In accordance with HDL (2001) 49 the amount of working cash held in commercial bank 
accounts at Board level should be limited to no more than £50,000. Any excess funds 
available at Board level sit in the NatWest Account. 
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SECTION 7 CAPITAL INVESTMENT, PRIVATE FINANCING, FIXED ASSET REGISTERS 
AND SECURITY OF ASSETS 
 
7.1 CAPITAL INVESTMENT 
 
7.1.1 The overall control of all capital investment and fixed assets shall be the 

responsibility of the Chief Executive, advised by the Director of Finance and 
Director of Estates and Facilities. 
 

7.1.2 Whilst the Board reserves decision making with regard to the Five Year Capital Plan 
and the Annual Capital Plan, the Chief Executive: 

 
(a) shall ensure that there is an adequate appraisal and approval process in place 

for determining capital investment priorities and the effect of each proposal 
on the Board Health Strategy and Annual Plan in accordance with the 
guidance contained in the Scottish Capital Investment Manual (SCIM); 
 

(b) is responsible for the management of all stages of capital schemes and for 
ensuring that schemes are delivered on time and to cost; 

 
(c) will ensure that capital investment is not undertaken without confirmation of 

the availability of resources to finance all revenue consequences. 
 
7.1.3 The Chief Executive will also ensure that, for every capital expenditure proposal: 

(a) where required, a business case is prepared setting out an option appraisal of 
potential benefits compared with known costs to determine the option with 
the most favourable ratio of benefits to costs in accordance with the 
guidance contained in the Scottish Capital Investment Manual (SCIM); 
 

(b) the Director of Finance has certified professionally to the costs and revenue 
consequences; and 

 
(c) appropriate project management and control arrangements are set in 

place. 
 
7.1.4 On approval of a capital investment scheme in accordance with the Scheme of 

Delegation, the Director of Finance shall issue the following to the manager 
responsible for the capital investment project: 

 
(a) specific authority to commit expenditure; 

 
(b) authority to proceed to tender; 
 
(c) authority to accept a successful tender. 

 
7.1.5 The Director of Finance shall ensure that procedures are in place for the regular 

reporting of actual expenditure against authorisation of capital expenditure. 
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7.1.6 For capital schemes where the contracts stipulate stage payments, the Chief 

Executive will issue procedures for their management, incorporating the 
recommendations of the Scottish Capital Investment Manual (SCIM). 
 

7.1.7 The Chief Executive will issue a scheme of delegation for capital investment 
management which will be in accordance with: 

 
(a) SCIM guidance; 

 
(b) Forth Valley NHS Board Standing Orders; 
 
(c) the schedule of financial limits. 

 
7.1.8 Competitive tendering processes as per Section 8 must be followed with the 

exception being when the supply is proposed under special arrangements 
negotiated by the Scottish Government in which event the said special 
arrangements must be complied with. This is applicable to processes under the 
auspices of Frameworks Scotland and Hub Company where the formal tendering 
process has been deemed to have been completed in arriving at the principal 
supply chain partners. 
 

7.1.9 The Director of Finance will issue procedures governing the financial 
management of capital investment projects, including variations to contract and 
valuation for accounting purposes. 

 
7.2 PRIVATE FINANCE 
 
7.2.1 When Forth Valley NHS Board proposes to use finance, which is to be provided 

other than through NHS Finances (as determined by its Capital Allocation), the 
following procedures shall apply: 

 
(a) the Director of Finance shall demonstrate that the use of private finance 

represents value for money and genuinely transfers risk to the private 
sector; 
 

(b) where the sum involved exceeds the limits of approval delegated to the 
Board, a business case must be prepared, and approved by the Board; 

 
(c) the Business case must then be referred to the Scottish Government 

Health and Social Care Directorate for approval. 
 
7.3 FIXED ASSET REGISTERS 
 
7.3.1 The Chief Executive who has overall control of fixed assets will delegate 

responsibility for ensuring the maintenance of registers of assets and for 
prescribing the form and content of any register and the method of updating. 
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7.3.2 The minimum data set to be held within these registers shall be as specified in the 

NHS Scotland Capital Accounting Manual as issued by the Scottish Government 
Health and Social Care Directorate 
 

7.3.3 A fixed asset control procedure shall be approved by the Director of Finance. 
This procedure shall make provision for: 

 
(a) recording the managerial responsibility for each asset, 

 
(b) identification of additions and disposals, 
 
(c) physical security of assets, and 
 
(d) periodic verification of the existence of, condition of and title to assets. 

 
7.3.4 Additions to the fixed asset register must be clearly identified to an appropriate 

budget holder and be validated by reference to: 
 
(a) properly authorised and approved agreements, architect’s certificates, 

supplier’s invoices and other documentary evidence in respect of purchases 
from third parties; 
 

(b) stores requisitions and wages records for own materials and labour including 
appropriate overheads; 

 
(c) lease agreements in respect of assets held under a finance lease and 

capitalised. 
 
7.3.5 The Director of Finance shall approve procedures for reconciling balances on 

fixed assets accounts in ledgers against balances on fixed asset registers. 
 

7.3.6 The value of each asset shall be indexed to current values in accordance with the 
methods specified in the NHS Scotland Capital Accounting Manual as issued 
by the Scottish Government Health and Social Care Directorate. 
 

7.3.7 The value of each asset shall be depreciated using methods and rates as 
specified in the NHS Scotland Capital Accounting Manual as issued by the 
Scottish Government Health and Social Care Directorate. 
 

7.3.8 The value of each asset shall be indexed to current values in accordance with the 
methods specified in the Capital Accounting Manual by the Scottish Government 
Health and Social Care Directorate. 
 

7.3.9 Registers shall also be maintained by responsible nominated officers and receipts 
retained for: 
(a) equipment on loan; and 
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(b) all contents of furnished lettings. 
 
7.3.10 On the closure of any facility, a check shall be carried out and a responsible 

officer will certify an inventory of items held pending eventual disposal. 
 
7.3.11 The Director of Finance shall approve a procedure for the calculation and 

payment of capital charges as specified in the NHS Scotland Capital 
Accounting Manual issued by the Scottish Government Health and Social Care 
Directorate. 

 
7.4 SECURITY OF ASSETS 
 
7.4.1 The Chief Executive is responsible for the overall control of the fixed assets of 

Forth Valley NHS Board but all staff have a responsibility for the security of 
property of the Board. It shall be the responsibility of senior staff in all disciplines 
to apply appropriate routine security practices in relation to NHS property. 
Persistent breach of agreed security practices should be reported to the Chief 
Executive. 
 

7.4.2 Wherever practicable, items of equipment shall be indelibly marked as Forth 
Valley NHS Board property. 
 

7.4.3 The Director of Finance shall prepare procedural instructions on the security 
and checking and disposal of assets (including cash, cheques and negotiable 
instruments, and also including donated assets). This procedure shall make 
provision for: 
(a) recording managerial responsibility for each asset; 

 
(b) identification of additions and disposals; 

 
(c) identification of all repairs and maintenance expenses; 
 
(d) physical security of assets; 
 
(e) periodic verification of the existence of, condition of, and title to, assets 

recorded; 
 
(f) identification and reporting of all costs associated with the retention of an 

asset; 
 
(g) reporting, recording and safekeeping of cash, cheques and negotiable 

instruments (see Section 8). 
 
7.4.4 Any damage to Forth Valley NHS Board premises, vehicles and equipment, or any 

loss of equipment, stores or supplies must be reported by directors, heads of 
department or employees in accordance with the procedure for reporting 
losses. 
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SECTION 8 PURCHASING OF SUPPLIES AND SERVICES 
 
8.1 DELEGATION OF AUTHORITY 
 
8.1.1 The Forth Valley NHS Board will approve the total level of non-pay expenditure on 

an annual basis and the Director of Finance will determine the level of 
delegation to budget holders. 
 

8.1.2 The Director of Finance will set out: 
 

(a) the list of managers who are authorised to approve requisitions for the 
supply of goods and services; 
 

(b) the maximum level of each requisition and the process for authorisation 
above that level; 

 
(c) the procedures to be adopted for the seeking of professional advice 

regarding the supply of goods and services. 
 
 
8.1.3 All non-pay expenditure will be incurred within the limits of the non-pay budgets 

delegated to budget holders. 
 

8.1.4 Section 21 sets out Standards of Business Conduct, which must be adhered to by 
members and officers of Forth Valley NHS Board. 

 
8.2 SYSTEMS AND PROCEDURES FOR REQUISITIONING, ORDERING AND RECEIVING 

GOODS AND SERVICES 
 
8.2.1 Supplies and services must be purchased through national contracts including 

framework agreements in accordance with CEL 05 (2012) where these are 
available. Only in exceptional circumstances and only with the authority of the 
Head of Procurement and the Director of Finance shall supplies and services 
available on contract be ordered outwith national contracts. 
 
All formal contract arrangements must include Information Governance 
requirements including appropriate patient confidentiality, information security, 
data protection and Freedom of Information requirements. The Head of 
Information Governance should be contacted for clarification in terms of use of 
standard wording and to resolve any queries that arise. The Caldicott Guardian has 
overall responsibility for Patient Information security. 
 
Standard wording for inclusion within contracts has been prepared and the 
Head of Procurement should be contacted to confirm / advise on standard 
clauses. The Head of Procurement is responsible for compliance with this 
component of SFIs and ensuring compliance with CEL 05 (2012) 
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8.2.2 In line with the Procurement Reform (Scotland) Bill competitive tenders for the 
supply of all goods and services not available to the Board through national or 
regional contracts will be invited by advertising on the Public Contracts Scotland 
website unless: 
(a) the estimated value of the contract is (exclusive of VAT):- 

 

• less than £50,000 for building and engineering works; 
 

• less than £50,000 for other supplies; 
 

• less than £1,000 for disposals. 
 

(b) the supply or disposal is for goods or services of a special nature or 
character in respect of which it is not possible or desirable to obtain 
competitive tenders; 
 

(c) in cases of emergency where it is not practicable or where the delay 
would result in further expense to the NHS Board. Such cases must be 
reported immediately to the Chief Executive. 

 
8.2.3 Written quotations shall be obtained from firms on approved lists (where 

possible) where the expenditure will be more than £5,000 but less than £50,000. 
 

8.2.4 Where competitive tenders have been obtained, the lowest shall normally be 
accepted or, for disposals, the highest. If other than the lowest (highest for 
disposals) is being recommended, the approval of the Chief Executive or the 
Director of Finance shall be obtained before acceptance and the reasons entered in 
the Register of Tenders. 
 

8.2.5 Any Board Member or Officer concerned with a contract who has a pecuniary 
interest in that contract shall declare his interest in writing to the Chief Executive 
who shall maintain a register of all such declarations. The NHS Board 
Member or Officer concerned must withdraw from the decision making process 
of the purchasing/contracting arrangements concerning that item. (See Section 20 
– Standards of Business Conduct). 
 

8.2.6 The requisitioner, in choosing the item to be supplied (or the service to be 
performed) shall always obtain the best value for money for Forth Valley NHS 
Board. In so doing, the advice of Forth Valley NHS Board sourcing adviser on 
supply shall be sought. Where this advice is not acceptable to the requisitioner, the 
Director of Finance (and/or the Chief Executive) shall be consulted before any 
order is placed. 
 

8.2.7 The Director of Finance shall: 
 

(a) advise the Board regarding the setting of thresholds above which 
quotations (competitive or otherwise) or formal tenders must be 
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obtained; and, once approved, the thresholds must be incorporated in 
Forth Valley NHS Board Standing Financial Instructions and regularly 
reviewed; and 
 

(b) prepare procedural instructions on the obtaining of goods, services and 
works, incorporating the thresholds set by the Board. 

 
8.2.8 No order may be placed for any item or items for which there is no budget 

provision unless authorisation is provided by the Director of Finance on behalf of 
the Chief Executive. 
 

8.2.9 All goods, services, or works must be ordered on an official order except works and 
services executed in accordance with a contract and purchases from petty cash. 
Suppliers/Contractors shall be notified that they should not accept orders unless 
on an official form. 
 

8.2.10 Managers must ensure that they comply fully with the guidance and limits 
specified by the Director of Finance and that: 

 
(a) all contracts, leases, tenancy agreements and other commitments which may 

result in a liability are notified to the Director of Finance in advance of any 
commitment being made; 
 

(b) contracts above specified thresholds are advertised and awarded in 
accordance with EC and GATT rules and comply with other such legislation 
on public procurement; 

 
(c) where consultancy advice is being obtained, the procurement of such 

skills must be in accordance with guidance issued by the Scottish 
Government Health and Social Care Directorate; 

 
(d) in accordance with Section 21 – Standards of Business Conduct, no order 

is issued for any item or items to any firm which has made an offer of gifts, 
reward or benefit to Directors or employees, other than: 

 

• isolated gifts of a trivial character or inexpensive seasonal gifts, 
such as calendars; 
 

• conventional  hospitality,  such  as  lunches  in  the  course  of working 
visits. 

 
(e) verbal orders are only issued in exceptional circumstances, in cases of 

emergency or urgent necessity, and only by an officer designated by the Chief 
Executive; these must be confirmed by an official order no later than the 
next working day, and clearly marked “Confirmation Order”; 
 

(f) orders are not split or otherwise placed in a manner devised so as to 
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avoid the financial thresholds; 
 
(g) goods are not taken on trial or loan in circumstances that could commit 

Forth Valley NHS Board to a future uncompetitive purchase; 
 
(h) changes to the list of directors/employees authorised to certify invoices are 

notified to the Head of  Financial Services; 
 
(i) purchases from petty cash are restricted in value and by type of purchase 

in accordance with instructions issued by the Director of Finance; 
 
(j) petty cash records are maintained in a form as determined by the Director of 

Finance. 
 
8.2.11 All tenders shall be addressed to the Chief Executive. 

 
8.2.12 Official orders must: 
 

(a) be consecutively numbered; 
 

(b) be in a form approved by the Director of Finance; 
 
(c) include such information concerning prices or costs as may be 

appropriate; 
 
(d) incorporate an obligation on the contractor to comply with the conditions 

printed thereon as regards delivery, carriage, documentation, variations, etc. 
 
8.2.13 The Chief Executive must ensure that Forth Valley NHS Board Standing Orders are 

compatible with the requirements issued by the Scottish Government Health and 
Social Care Directorate in respect of building and engineering contracts 
(PROCODE) and land and property transactions (ESTATECODE). The technical 
audit of these contracts shall be the responsibility of the relevant Director. The 
Director of Finance shall ensure that the arrangements for financial control and 
audit of building and engineering contracts and property transactions comply 
with the guidance contained within these codes. 
 

8.2.14 In accordance with Scottish Procurement Policy Note SPPN 2/2010 any contractor 
or sub-contractor performing security industry services will be required to be 
registered with the SIA Approved Contractors Scheme for the category of 
security service being provided/performed under the contract. 
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SECTION 9 INCOME, FEES AND CHARGES, SECURITY OF CASH AND OTHER 
NEGOTIABLE INSTRUMENTS 
 
9.1 INCOME SYSTEMS 
 
9.1.1 The Director of Finance shall be responsible for designing and maintaining 

systems for the proper recording and collection of all monies due, including 
income due under service agreements for the provision of patient care services. The 
Director of Finance shall be responsible for establishing reliable systems for 
financial coding to properly record all transactions. 

 
9.2 FEES AND CHARGES 
 
9.2.1 Forth Valley NHS Board shall follow the guidance and advice of the Scottish 

Government Health and Social Care Directorate in setting prices for Service 
Agreements. 

 
9.2.2 The Director of Finance is responsible for approving and regularly reviewing the 

level of fees and charges other than those determined by the Scottish 
Government Health and Social Care Directorate or by Statute. 
 

9.2.3 All officers shall inform the Accounting Services Manager of money due to 
Forth Valley NHS Board arising from transactions which they initiate, including all 
contracts, leases, tenancy agreements, private patient undertakings and other 
transactions. 

 
9.3 DEBT RECOVERY 
 
9.3.1 The Director of Finance is responsible for taking appropriate recovery action on all 

outstanding debts. 
 

9.3.2 Income not received should be dealt with in accordance with losses 
procedures. 
 

9.3.3 All staff dealing with income transactions are responsible for ensuring that 
underpayments against sums due are prevented, but where these occur recovery 
action, as determined by the Director of Finance, should be initiated. 
 

9.3.4 The Director of Finance shall establish procedures for the write-off of debts 
after all reasonable steps have been taken to secure payment. 

 
9.4 SECURITY 
 
9.4.1 All receipt books, tickets, agreement forms or other means of officially 

acknowledging or recording amounts received or receivable shall be in a form 
approved by the Director of Finance. Such stationery shall be ordered and 
controlled by him and subject to the same precautions as are applied to cash. 
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9.4.2 All officers whose duty it is to collect or hold cash shall be provided with a safe or 

with a lockable cash box, which will normally be deposited in a safe. The officer 
concerned shall hold only one key and all duplicates shall be lodged with the 
Board's bankers or other officer authorised by the Director of Finance, and 
suitable receipts obtained. The loss of any key shall be reported immediately to the 
Director of Finance. The Director of Finance, on receipt of a satisfactory 
explanation, shall authorise the release of the duplicate key. The Director of 
Finance shall arrange for all new safe keys to be dispatched directly to him 
from the manufacturers. The Director of Finance shall be responsible for 
maintaining a register of authorised holders of safe keys. 
 

9.4.3 All cash, cheques, postal orders and other forms of payment received by an 
officer other than the cashier shall be entered immediately in an approved form of 
register. All cheques and postal orders shall be crossed immediately 'Not 
negotiable - A/C Forth Valley NHS Board'. The remittances shall be passed to the 
cashier from whom a signature shall be obtained. 
 

9.4.4 The opening of coin operated machines (including telephones) and the counting 
and recording of takings shall be undertaken by two officers together, at frequent 
intervals, and the coin box keys shall be held by a nominated officer. A 
reconciliation of monies collected should be carried out where appropriate. 
 

9.4.5 The Director of Finance shall prescribe the system for the transporting of cash and 
un-crossed pre-signed cheques and shall approve, where appropriate, the use of 
the services of a specialist security firm. 
 

9.4.6 Official money shall not, under any circumstances, be used for the encashment of 
private cheques. 
 

9.4.7 All cheques, postal orders, cash etc. shall be promptly banked intact in 
accordance with Financial Services Operating Procedure Income Collection to the 
credit of the main receipts account. Disbursements shall not be made from cash 
received except under arrangements approved by the Director of Finance. 
 

9.4.8 The holders of safe keys shall not accept unofficial funds for depositing in their 
safes. 
 

9.4.9 During the absence (e.g. on holiday) of the holder of a safe key or cash box key, 
the officer who acts his place shall be subject to the same controls as the normal 
holder of the key. There shall be written discharge for the safe and/or cash box 
contents on the transfer of responsibilities and the discharge document must be 
retained for inspection. 
 

9.4.10 All cheques shall be in a form approved by the Director of Finance. All unused 
cheques and other orders shall be ordered and controlled by him and subject to the 
same security precautions as are applied to cash. Bulk stocks of cheques shall 
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normally be retained by the Board's Bankers and released by them only against a 
requisition signed in accordance with instructions issued by the Director of Finance. 
 

9.4.11 The use of cheques with a pre-printed signature included shall be subject to 
such special security precautions as may be required from time-to-time by the 
Director of Finance. 
 

9.4.12 Any loss or shortfall of cash, cheques or other negotiable instruments, however 
occasioned, shall be reported immediately in accordance with the agreed procedure 
for reporting losses. (See Section 11 - Condemnations, Losses and Special 
Payments). 

 
9.5 OTHER 
 
9.5.1 Staff, on appointment, shall be informed in writing by the appropriate 

departmental or Senior Manager, of their responsibilities and duties for the 
collection, handling or disbursement of cash, cheques etc. 
 

9.5.2 Operating Procedure - Cash describes detailed guidance in respect of the 
handling of cash and cheques. 
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SECTION 10 TERMS OF SERVICE AND PAYMENT OF DIRECTORS AND STAFF 
 
10.1 REMUNERATION AND TERMS OF SERVICE 
 
10.1.1 The Board shall establish a Staff Governance Remuneration Sub-Committee 

whose composition and remit will be set out in the Forth Valley NHS Board, 
Corporate Governance- Standing Orders. 
 

10.1.2 The Staff Governance Remuneration Sub-Committee will operate within the 
Terms of Reference described in the Forth Valley NHS Board, Corporate 
Governance – Standing Orders. 
 

10.1.3 The remuneration of the Chairman and Non-Executive Directors will be set in 
accordance with the instructions issued by the Scottish Ministers. 
 

10.1.4 The Committee shall report in writing to the Board the bases for its 
recommendations. The Board shall use the report as the basis for their decisions, 
but remain accountable for taking decisions on the remuneration and terms of 
service of executive directors. 

 
10.2 FUNDED ESTABLISHMENT 
 
10.2.1 The establishment plans incorporated within the annual budget will form the 

funded establishment of the Forth Valley NHS Board. 
 

10.2.2 The Director of Finance shall be responsible for designing a system of funded 
establishment control. The funded establishment of any department may only be 
varied in accordance with the approved establishment control system. 

 
10.3 STAFF APPOINTMENTS 
 
10.3.1 No director or officer may engage, re-engage or re-grade staff, either on a 

permanent or temporary basis, or hire agency staff, or agree to changes in any 
aspect of remuneration unless: 
 
(a) so authorised by the Chief Executive; and 

 
(b) within the limit of the approved budget and funded establishment. 

 
10.3.2 The Board will approve procedures presented by the Chief Executive for the 

determination of commencing pay rates, conditions of service, etc., for 
employees. 
 

10.3.3 A certified appointment form and such other documents as may be required 
shall be sent to the Payroll Services Manager immediately upon the employee 
commencing duty. 
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10.4 CONTRACT OF EMPLOYMENT 
 
10.4.1 Each employee shall be issued with a Contract of Employment by the Director of 

Human Resources, which shall comply with current employment legislation and 
be in a form approved by the Board. 
 

10.4.2 The Director of Human Resources shall be responsible for dealing with variations 
to, or termination of, contracts of employment. 

 
10.5 STAFF CHANGES 
 
10.5.1 A variation to contract of employment shall be issued in all cases of changes to 

existing contract. 
 

10.5.2 Confirmation of a change in the status of employment shall be completed and 
submitted electronically to the Payroll Services Manager. 
 

10.5.3 A termination of employment form and such other documents as he/she may 
require shall be completed and submitted electronically to the Payroll Services 
Manager immediately upon the effective date of an employee's resignation, 
retirement or termination being known. Where an employee fails to report for 
duty in circumstances which suggest he has left without notice, the Director of 
Human Resources shall be informed and Payroll Services Manager thereafter. 

 
10.6 PAYROLL 
 
10.6.1 All pay records, related electronic records and their notification shall be in a 

form approved by the Director of Finance and shall be certified and submitted in 
accordance with their instructions. 
 

10.6.2 The Director of Finance shall be responsible for the final determination of any 
pay including the verification that the rate of pay and relevant conditions of 
service are in accordance with current agreements, the proper compilation of 
the payroll and for payments made. 
 

10.6.3 The Director of Finance shall determine the dates on which the payment of 
salaries and wages are to be made, having regard to the general rule that it is 
undesirable to make payments in advance. 
 

10.6.4 All employees shall be paid monthly (by bank electronic transfer) (BACS) unless 
otherwise agreed by the Director of Finance. 
 

10.6.5 It is the duty of each member of staff to report, immediately in the first instance, to 
the Payroll Services Manager, any irregular payment which has been made from 
funds for payroll purposes. 

 
 



137 

 

 
10.7 TRAVEL AND OTHER STAFF EXPENSES 
 
10.7.1 All claims for payment of car allowances, subsistence, removal and disturbance 

allowances, travelling and incidental expenses shall be submitted in a form 
approved by the Director of Finance. 
 

10.7.2 The Director of Finance shall reimburse all expenses claimed by employees of the 
Board or outside parties in line with the relevant Whitley Council regulations. 
Arrangements for the certification of such claims by the appropriate Head of 
Department shall be subject to the approval of the Director of Finance 
 

10.7.3 The Director of Finance shall ensure that Inland Revenue regulations with 
regard to travel and other staff expenses are complied with. 
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SECTION 11 PAYMENTS FOR ACCOUNTS AND CLAIMS 
 
11.1 RESPONSIBILITIES FOR NOTIFYING AND MAKING PAYMENTS 
 
11.1.1 All employees must comply with the approved scheme of delegation contained in 

the Board’s Standing Orders when initiating all non-pay transactions. 
 

11.1.2 The Director of Finance shall be responsible for the prompt payment of all 
properly authorised accounts and claims. Payment of contract invoices shall be 
undertaken promptly in accordance with contract terms, or otherwise, in 
accordance with national guidance. 
 

11.1.3 All Directors, officers and agents shall inform the Director of Finance promptly of 
all monies payable by Forth Valley NHS Board arising from transactions which 
they initiate, including contracts, leases, tenancy agreements and other 
transactions. 
 

11.1.4 Family Health Service Payments and Administration has been delegated to NSS 
under a Partnership Agreement. NSS will act as agents of the Board in 
accordance with the Partnership Agreement. 

 
11.2 SYSTEMS AND PROCEDURES FOR MAKING PAYMENTS 
 
11.2.1 The Director of Finance shall be responsible for designing and maintaining a 

system for the verification, recording and payment of all amounts payable by 
Forth Valley NHS Board. The system shall provide for: 
 
(a) a list of officers authorised to certify invoices, together with specimens of their 

signatures; 
(b) certification that: 

 

• where contracts are based on measurement of time, materials or 
expenses, that each are in accordance with the appropriate 
independent certified measures; 
 

• where appropriate, the expenditure is in accordance with regulations 
and  all necessary authorisations have been obtained; 

 

• the account is arithmetically correct; 
 

• the account is in order for payment; 
 

(c) a timetable and system for submission to the Director of Finance of 
accounts for payment; provision shall be made for the early submission of 
accounts where cash discounts can be obtained or for those accounts which 
otherwise require early payment; 
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(d) instructions to employees regarding the handling and payment of accounts 
within Financial Services; 

 
(e) a process which ensures that payment for goods and services is only made 

once the goods and services have been received by Forth Valley NHS Board 
(except as allowed for below). 

 
11.2.2 In the case of contracts for building or engineering works, which require payment 

to be made on account during progress of the works, the Director of Finance 
shall make payment on receipt of a certificate from the appropriate technical 
consultant. Without prejudice to the responsibility of any consultant or works 
officer appointed to a particular building or engineering contract, a contractor's 
account shall be subject to such financial examination by the Director of Finance 
and such general examination by a works officer as may be considered necessary, 
before the person responsible to Forth Valley NHS Board for the contract, issues the 
final certificate. 
 

11.2.3 Where a contract is based on the measurement of time, materials or expenses, the 
checks to be carried out must provide confirmation that: 

 
(a) the time charged is in accordance with the time sheets; 

 
(b) the rates of labour are in accordance with the appropriate rates; 
 
(c) the materials have been checked as regards quantity, quality, and price; 
 
(d) the charges for the use of vehicles, plant and machinery have been 

examined. 
 
11.2.4 Where an officer certifying accounts or claims relies upon other officers to do 

preliminary checking, he shall, wherever possible, ensure that those who check 
delivery or execution of work act independently of those who have placed 
orders and negotiated prices and terms. 

 
11.3 OTHER 
 
11.3.1  All employees must comply with the terms of NHS Circular MEL (1994) 48 

which specifies Standards of Business Conduct for NHS Staff. Any query on the 
application of the standards must be raised with the Head of Corporate 
Services. 
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SECTION 12 CONDEMNATIONS, LOSSES AND SPECIAL PAYMENTS 
 
12.1 FRAUD POLICY AND RESPONSE PLAN 
 
12.1.1 The Director of Finance shall prepare a Fraud Policy and Response Plan, 

which shall be approved by the Board. 
 
12.2 DISPOSALS AND CONDEMNATIONS 
 
12.2.1 The Director of Finance shall prepare detailed procedures for the disposal of 

assets including condemnations, and ensure that these are notified to 
managers. 
 

12.2.2 When it is decided to dispose of an asset, the head of department or authorised 
deputy will determine and advise the Director of Finance of the estimated 
market value of the item, taking account of professional advice where 
appropriate. 
 

12.2.3 All unserviceable articles shall be: 
 

(a) condemned or otherwise disposed of by an employee authorised for that 
purpose by the Director of Finance; 
 

(b) recorded by the condemning officer in a form approved by the Director of 
Finance, which will indicate whether the articles are to be converted, 
destroyed or otherwise disposed of. All entries shall be confirmed by the 
countersignature of a second employee authorised for the purpose by the 
Director of Finance. 

 
12.2.4 The condemning officer shall satisfy himself as to whether or not there is 

evidence of negligence in use and shall report such evidence to the Director of 
Finance who will take the appropriate action. 

 
12.3 LOSSES AND SPECIAL PAYMENTS 
 
12.3.1 The Director of Finance shall prepare procedural instructions on the recording of 

and accounting for losses and special payments. 
 

12.3.2 Any officer discovering or suspecting a loss of any kind shall forthwith inform his 
Head of Department, who shall immediately inform the Chief Executive and 
Director of Finance. 
 

12.3.3 Where a criminal offence is suspected, the Board’s Fraud Policy and Response Plan 
will be implemented. 
 

12.3.4 The Director of Finance shall notify the Scottish Government Health and Social 
Care Directorate of all frauds in accordance with Board Manual of Accounts 
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(SFR 18). 
 

12.3.5 For losses apparently caused by theft, fraud, arson, neglect of duty or gross 
carelessness, except if trivial and where fraud is not suspected, the Director of 
Finance shall immediately notify: 

 
(a) the Forth Valley NHS Board, and 
 
(b) the Statutory Auditor 

 
12.3.6 For all Family Health Service reported instances of fraud and other cases as may 

be determined by Scottish Government Health and Social Care Directorate, the 
Board will refer these matters to the NHS in Scotland Counter Fraud Service in 
accordance with guidance received from Scottish Government Health and Social 
Care Directorate. 

 
12.4 WRITING OFF OF LOSSES 
 
12.4.1 The Director of Finance shall maintain a losses and compensation register in 

which details of all losses shall be recorded, as they are known. Write-off action 
shall be recorded against each entry in the register. 
 

12.4.2 The Chief Executive and Director of Finance acting jointly will approve the 
writing off of losses within the delegated limits to the Board. The Director of 
Finance will make recommendations to the Board for the writing off of losses 
and compensation, which exceed the delegated limits of Forth Valley NHS 
Board. 
 

12.4.3 The Director of Finance shall be authorised to take any necessary steps to 
safeguard Forth Valley NHS Board interest in bankruptcies and company 
liquidations. 
 

12.4.4 No special payments exceeding the delegated limits determined by the Board 
shall be made without the prior approval of the Director of Finance. 
 

12.4.5 Losses are classified in accordance with SFR 18.1 “Details of Losses and 
Special Payments” issued by the Scottish Government Health and Social Care 
Directorate in the NHS Boards Accounts Manual for Accounts. 
 

12.4.6 In accordance with the Scheme of Delegation, the Chief Executive may, acting 
together with the Director of Finance, approve the writing –off of losses within 
the limits delegated to the Board by the Scottish Government Health and Social 
Care Directorate. 
 

12.4.7 The delegated limits of authority for each type of loss are contained in the 
Scheme of Delegation shown in the Forth Valley NHS Board Corporate 
Governance: Standing Orders (June 2012) 
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SECTION 13 ENDOWMENTS AND TRUST FUNDS (NON-EXCHEQUER FUNDS) 
 
13.1 INTRODUCTION 
 
13.1.1 Endowment and Trust Funds are those gifts, donations and endowments made 

under the relevant charities legislation and held on trust for purposes relating to 
the National Health Service, the objects of which are for the benefit of the 
National Health Service in Scotland. They are administered by the Board 
acting as trustees or by Special Trustees appointed by the Scottish Ministers or by 
other persons under a trust. An Endowments Committee will be responsible for 
the management of Forth Valley NHS Board Endowment and Trust Funds. 
 

13.1.2 The discharge of the Board’s corporate trustee responsibilities are distinct from its 
responsibilities for exchequer funds and may not necessarily be discharged in the 
same manner, but there must still be adherence to the overriding general principles 
of financial regularity, prudence and propriety. 
 

13.1.3 These Standing Financial Instructions shall apply equally to Non-Exchequer 
Funds as to other funds except that expenditure from Non-Exchequer Funds 
shall be restricted to the purpose(s) of the appropriate Fund. 
 

13.1.4 The Director of Finance shall maintain such accounts and records as may be 
necessary to record and protect all transactions and funds of Forth Valley NHS 
Board as trustees of non-exchequer funds, including an Investments Register. 
 

13.1.5 All share and stock certificates and property deeds shall be deposited either 
with Forth Valley NHS Board Bankers or Investment Advisers, or in a safe, or a 
compartment within a safe, to which only a designated responsible officer will 
have access. 
 

13.1.6 The Director of Finance shall prepare detailed procedural instructions concerning 
the receiving, recording, investment and accounting for endowment funds. 
 

13.1.7 The Director of Finance shall be required to advise the Board on the financial 
implications of any proposal for fund raising activities, which Forth Valley NHS 
Board may initiate, sponsor or approve. 
 

13.1.8 The Director of Finance shall be kept informed of all enquiries regarding legacies 
and shall keep an appropriate record. After the death of a testator all 
correspondence concerning a legacy shall be dealt with on behalf of Forth 
Valley NHS Board by the Director of Finance who alone shall be empowered to give 
an executor a good discharge. 
 

13.1.9 Endowment and Trust Funds shall be invested by the Director of Finance in 
accordance with Forth Valley NHS Board policy and subject to statutory 
requirements. The Director of Finance shall have authority to obtain 
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professional advice on investments. 
 

13.1.10 Where it becomes necessary for Forth Valley NHS Board to obtain Grant of 
Probate, or to make application for grant of letters of administration, in order to 
obtain a legacy due to Forth Valley NHS Board under the terms of a Will, the 
Director of Finance shall be Forth Valley NHS Board nominee for the purpose. 
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SECTION 14 INFORMATION 
 
14.1 RESPONSIBILITIES 
 
14.1.1 The Chief Executive shall be responsible for ensuring the maintenance of archives 

for all documents required to be retained under the direction contained in CEL 
(31)2010 and the requirements of the Freedom of Information Act 2002 which is 
effective from 1st January 2005. 
 

14.1.2 The documents held in archives shall be capable of retrieval by authorised 
persons. 
 

14.1.3 Documents held shall only be destroyed at the express instigation of the Chief 
Executive. 
 

14.1.4 The Director of Finance shall be primarily responsible for the accuracy and 
security of the computerised financial data of Forth Valley NHS Board. 
 

14.1.5 The Director of Finance shall ensure that an updated Information Work Plan is 
prepared annually with associated information systems and technology plans as 
required by NHS Circular MEL (1994) 64. 

 
14.2 FINANCIAL SYSTEMS MANAGEMENT 
 
14.2.1 The Director of Finance shall: 
 

(a) devise and implement any necessary procedures to ensure adequate 
(reasonable) protection of Forth Valley NHS Board and individuals from 
inappropriate use or misuses of any financial and other information held on 
computer files, for which he is responsible after taking account of the Data 
Protection Act 1998, the Computer Misuse Act 1990 and the Freedom of 
Information Act 2002; 
 

(b) ensure that adequate data controls exist over data entry, processing, 
storage, transmission and output to ensure security, privacy, accuracy, 
completeness and timeliness of the data, as well as the efficient and 
effective operation of the system, including the use of any external agency 
arrangement; 

 
(c) ensure that adequate controls exist such that the computer operation is 

separated from development, maintenance and amendment; 
 
(d) ensure that an adequate management (audit) trail exists through the 

computerised system and that such computer audit reviews as he/she may 
consider necessary are being carried out. 

 
(e) ensure that contingency planning is undertaken and that adequate 
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contingency arrangements are in place. 
 
14.2.2 The Director of Finance shall satisfy themself that new financial systems and 

amendments to current financial systems are developed in a controlled manner 
and thoroughly tested prior to implementation. Where this is undertaken by 
another organisation, assurances of adequacy will be obtained from them prior to 
implementation. 
 

14.2.3 Where computer systems have an impact on corporate financial systems the 
Director of Finance shall satisfy themself that: 

 
(a) systems acquisition, development and maintenance are in line with corporate 

policies such as an Information Technology Strategy; 
 

(b) data produced for use with financial systems is adequate, accurate, 
complete, timely and in a form determined by the Director of Finance, and 
that a management (audit) trail exists; 

 
(c) finance staff have access to such data; 
 
(d) such computer audit reviews as are considered necessary are being 

carried out. 
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SECTION 15 INTERNAL AND EXTERNAL AUDIT 
 
15.1 AUDIT COMMITTEE 
 
15.1.1 In accordance with Standing Orders (and as set out in guidance issued by the 

Scottish Government Health and Social Care Directorate), the Board shall establish 
an Audit Committee which will provide an independent and objective view of 
when considering the following; 
 
(a) Internal control and corporate governance; 

 
(b) Internal Audit including the approval of the Strategic Audit Plan; 
 
(c) External Audit; 
 
(d) Standing Orders and Standing Financial Instructions; 
 
(e) Accounting Policies; 
 
(f) Annual Accounts (including the schedule of losses and compensations); 
 
(g) Risk Management 

 
15.1.2 Where the Audit Committee consider there is evidence of ultra-vires transactions, 

evidence of improper acts, or if there are other important matters that the 
Committee wish to raise, the Chairperson of the Audit Committee should raise 
the matter at a full meeting of the Board. Exceptionally, the matter may need to 
be referred to the Scottish Government Health and Social Care Directorate. 
 

15.1.3 It is the responsibility of the Director of Finance to ensure an adequate internal 
audit service is provided to Forth Valley Health Board and that this is reviewed 
regularly by the Audit Committee. The Audit Committee should be consulted on 
any decision to change the internal audit service provider and shall participate in 
the selection process for any new service provider. 

 
15.2 DIRECTOR OF FINANCE 
 
15.2.1 The Director of Finance shall be responsible for ensuring that internal audit is 

adequate for the needs of Forth Valley Health Board and meets the NHS 
mandatory audit standards. The Director of Finance will ensure that there are 
arrangements to measure, evaluate and report on the effectiveness of internal 
control and efficient use of resources by the establishment of an adequate 
internal audit function headed by a Chief Internal Auditor of sufficient status. 
 

15.2.2 It shall be the responsibility of the Director of Finance to review, appraise, and to 
report to management upon the adequacy of follow-up action to Audit Reports in 
accordance with the policy approved by the Audit Committee, which shall be 
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reviewed at least biennially. 
 

15.2.3 The Director of Finance shall ensure that an annual internal audit report is 
prepared by the Chief Internal Auditor and presented to the Audit Committee, in 
accordance with its timetable which contains: 

 
(a) a clear statement on the adequacy and effectiveness of internal control 

 
(b) details of major internal control weaknesses discovered; 
 
(c) a summary of progress against plan in the previous year; 
 
(d) quality measures as defined within the service specification 

 
15.2.4 The Director of Finance shall be notified immediately whenever any matter 

arises which involves, or is thought to involve, irregularities involving cash, 
stores, other property of Forth Valley Health Board, or any suspected 
irregularity in the exercise of any function of a financial nature and shall inform 
the Chief Internal Audit. The Director of Finance shall comply with the 
requirements of the Scottish Government Health and Social Care Directorate and 
of the Board’s Fraud Policy in the resolution of these matters. 

 
15.3 INTERNAL AUDIT 
 
15.3.1 The Chief Internal Auditor shall be responsible directly to the Director of Finance 

for the provision of a professional and comprehensive Internal Audit Service to 
Forth Valley Health Board. In carrying out this responsibility the Chief Internal 
Auditor shall normally attend the meetings of the Audit Committee and will have 
the right of direct access to the Chief Executive, the Chairperson or other 
members of the Audit Committee. 
 

15.3.2 The objectives and scope of Internal Audit are set out in the Government 
Internal Audit Standards (GIAS). Internal Audit will review, appraise and report 
upon: 

 
(a) the extent  of  compliance  with,  and  the  financial  effect  of,  relevant 

established policies, plans and procedures; 
 

(b) the adequacy and application of financial and other related management 
controls; 

 
(c) the suitability of financial and other related management data; 
 
(d) the extent to which Forth Valley Health Board assets and interests are 

accounted for and safeguarded from loss of any kind, arising from: 
 

• fraud and other offences 
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• waste, extravagance or inefficient administration 
 

• poor value for money 
 

• other causes. 
 
 
15.3.3 The Chief Internal Auditor shall be entitled, without necessarily giving prior 

notice, to require and receive: 
 
(a) access to all records, documents and correspondence relating to any 

financial or other relevant transactions, including documents of a 
confidential nature (in which case he shall have a duty to safeguard the 
confidentiality); 
 

(b) access to any land, premises or employee of the board; 
 
(c) the production or identification by any employee of any Board cash, 

stores or other property under the employee’s control; 
 
(d) explanations concerning any matter under investigation or review. 

 
15.3.4 Where a matter arises which involves, or is thought to involve, irregularities 

concerning cash, stores or other property of the Board, or any suspected 
irregularity in the function of a pecuniary nature, officers shall act in accordance 
with the provisions of Section 11, the Board’s Fraud Policy and the 
requirements of the Scottish Government Health and Social Care Directorate. 
 

15.3.5 The Chief Internal Auditor shall report in accordance with the reporting protocol 
approved by the Audit Committee which shall be reviewed at least biennially. 
 

15.3.6 Counter Fraud Service (CFS) staff acting on the Director of Finance’s behalf may 
require and receive access to: 
 

• All records, documents and correspondence relating to transactions relevant 
to an investigation 
 

• At all reasonable times to any premises or land of NHS Forth Valley 
 
15.4 EXTERNAL AUDIT 
 
15.4.1 The External Auditors for Forth Valley Health Board are appointed by the 

Auditor General for Scotland. 
 

15.4.2 The External Auditor is concerned with providing an independent assurance of the 
Board’s financial stewardship including value for money, probity, material 
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accuracy, compliance with guidelines and accepted accounting practice for 
NHS accounts. Responsibility for securing the audit of the Board rests with 
Audit Scotland. The appointed External Auditor’s statutory duties are contained in 
the Public Finance and Accountability (Scotland) Act 2000. 
 

15.4.3 The appointed External Auditor has a general duty to satisfy himself that: 
 

(a) The Board’s accounts have been properly prepared in accordance with the 
directions given under the Public Finance and Accountability (Scotland) Act 
2000; 
 

(b) Proper accounting practices have been observed in the preparation of the 
accounts; 

 
(c) The Board has made proper arrangements for securing economy, efficiency 

and effectiveness in the use of its resources 
 
15.4.4 Additionally, Audit Scotland’s Code of Audit Practice which covers the conduct of 

the audit, requires the appointed External Auditor to consider whether the 
statement of accounts represents a true and fair view of the financial position of 
the Board. 
 

15.4.5 The External Auditor is required to provide an Audit Certificate and opinion to 
Forth Valley Health Board, Scottish Ministers and Audit Scotland. He is also 
required to submit a final report to members of Forth Valley Health Board, 
which summarises significant matters arising during the statutory audit. The 
auditor will also normally issue management letters to the Chief Executive and the 
Director of Finance highlighting any significant matters during the course of the 
audit. 
 

15.4.6 The appointed External Auditor has special duties to report directly to the 
Auditor General should he have reason to believe that a Board decision would 
involve unlawful expenditure or would be unlawful and cause a loss or 
deficiency. 
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SECTION 16 ANNUAL ACCOUNTS AND REPORTS 
 
16.1 GENERAL 
 
16.1.1 Forth Valley NHS Board is required under the terms of Section 86(3) of the 

National Health Service (Scotland) Act 1978 to prepare and transmit Annual 
Accounts to Scottish Ministers. 
 

16.1.2 The Director of Finance, on behalf of the Forth Valley NHS Board, shall prepare, 
certify and submit annual accounts to the Chief Executive in such a form as 
directed by the Scottish Ministers and in accordance with the guidance and 
timetable laid down by the Scottish Government Health and Social Care 
Directorate. 
 

16.1.3 The Board’s Annual Accounts must be independently audited by an auditor 
appointed by the Auditor General for Scotland under the terms and provisions of 
the Public Finance and Accountability (Scotland) Act 2000. 
 

16.1.4 On receipt of the audited Annual Accounts and the associated Management 
Letter, the Director of Finance shall: 

 
(a) present the proposed management response to the Audit Committee; and 

 
(b) ensure that the accounts are submitted by the 30th June each year to the 

Scottish Executive to be laid before Parliament before being published. 
 
16.1.5 The Director of Finance shall prepare and submit annually a financial report to the 

Board detailing the overall performance for the preceding financial year. 
 

16.1.6 The Board shall produce an Annual Report in accordance with the Guidelines 
issued on 15 October 2007. The document will comply with the NHS Boards 
Manual for Accounts and be submitted to the Scottish Government Health and 
Social Care Directorate. 
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SECTION 17 STORES AND RECEIPT OF GOODS 
 
17.1 GENERAL RESPONSIBILITIES 
 
17.1.1 The Chief Executive shall delegate to an officer of Forth Valley NHS Board the 

responsibility for the overall control of stores. 
 

17.1.2 The Director of Finance shall be responsible for design and implementation of the 
systems of control. 
 

17.1.3 The day to day management of stores may be delegated to departmental 
officers and Stores Managers/Keepers, subject to such delegation being entered 
in a record available to the Director of Finance. 

 
17.2 SECURITY ARRANGEMENTS 
 
17.2.1 The responsibility for security arrangements and the custody of keys for all 

stores locations shall be clearly defined in writing by an officer delegated by the 
Chief Executive and agreed with the Director of Finance. 

 
17.3 SYSTEMS AND STORES CONTROL 
 
17.3.1 All stores records shall be in such form and shall comply with such system of 

control as the Director of Finance shall approve. 
 

17.3.2 The Director of Finance shall set out procedures and systems to regulate stores 
transactions including records for receipt of goods from store and returns to 
store. 
 

17.3.3 Wherever practicable stocks shall be marked as health service property. 
 

17.3.4 Controlled stores and department stores established for immediate use should be: 
 

(a) maintained at the minimum practicable store levels related to operational 
requirements; 
 

(b) subject to annual stock take; 
 
(c) valued at the lower of cost or net realisable value. 

 
17.3.5 The nominated manager/pharmaceutical officer shall be responsible for a system, 

approved by the Director of Finance, for a review of slow moving and obsolete 
items and for the condemnation, disposal and replacement of unserviceable 
articles. The designated officer shall report to the Director of Finance any 
evidence of significant overstocking and of any negligence or malpractice (See 
Section 11). Procedures for the disposal of obsolete stock shall follow the 
procedures set out for disposal of all surplus and obsolete goods. 
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17.3.6 Stock levels should be kept to a minimum consistent with operational efficiency. 

 
17.3.7 Stocktaking arrangements shall be agreed with the Director of Finance and 

there shall be a physical check covering all items of stores at least once a year. 
However, depending on the value and marketability of some items, a system of 
perpetual inventory checking may be applied. 
 

17.3.8 Those stores designated by the Director of Finance as comprising more than 7 days 
of normal use should be: 

 
(a) subjected to annual or continuous stock-take; and 

 
(b) valued at the lower of cost and net realisable value 
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SECTION 18 PATIENTS’ PROPERTY 
 
18.1 GENERAL 
 
18.1.1 The Forth Valley NHS Board has a responsibility under the Adults With Incapacity 

(Scotland) Act 2000 to provide safe custody for money and other personal 
property (hereafter referred to as “property”) handed in by patients, in the 
possession of unconscious or confused patients, or found in the possession of 
patients dying in hospital or dead on arrival. 
 

18.1.2 The Chief Executive shall be responsible for informing patients or their 
guardians, as appropriate, before or at admission that the Board will not accept 
responsibility or liability for patient’s property brought into health service 
premises, unless it is handed in for safe custody and a copy of an official 
patient’s property record is obtained as a receipt. 
 

18.1.3 The Director of Finance shall provide detailed written instructions for the receipt, 
custody, recording, safekeeping, and disposal of patient’s property (including 
instructions on the disposal of the property of deceased patients and patients 
transferred to other premises) for all staff who have responsibility for the 
property of patients. The Director of Finance will also have procedures in place 
to deal with the loss of patients' property. 
 

18.1.4 Where Scottish Government Health and Social Care Directorate instructions 
require the opening of separate accounts for patients' monies, these shall be 
opened and operated under arrangements agreed by the Director of Finance. 
 

18.1.5 In all cases where property of a deceased patient is of a total value in excess of 
£5,000 (or such other amount as may be prescribed by any amendment to the 
Administration of Estates, Small Payments, Act 1965). The production of Probate 
or Letters of Administration shall be required before any of the property is released. 
Where the total value of property is £5,000 or less, forms of indemnity shall be 
obtained. 
 

18.1.6 Staff should be informed, on appointment, by the appropriate departmental or 
senior manager of their responsibilities and duties for the administration of the 
property of patients. 
 

18.1.7 Where patients' property or income is received for specific purposes and held for 
safekeeping, the property of income shall be used only for that purpose, unless 
any variation is approved by the donor or patient in writing. 
 

18.1.8 The Director of Finance shall prepare an abstract of receipts and payments of 
patients' private funds in the form laid down in the Board Manual for Accounts. 
This abstract shall be audited independently and presented to the Audit 
Committee annually, with the auditor in attendance at the meeting. 
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SECTION 19 RISK MANAGEMENT 
 
19.1 GENERAL 
 
19.1.1 The Chief Executive shall ensure that Forth Valley NHS Board has a programme 

of risk management, which will be approved and monitored by the Forth Valley 
NHS Board. 
 

19.1.2 The programme of risk management shall include, inter alia: 
 

a) a process for identifying and quantifying risks and potential liabilities and 
addressing CNORIS; 
 

b) engendering among all levels of staff a positive attitude towards the 
control of risk; 

 
c) management processes to ensure that all significant risks and potential 

liabilities are addressed, including effective systems of internal control and 
decisions on the acceptable level of retained risk; 

 
d) contingency plans to offset the impact of adverse events; 
 
e) audit arrangements including external and internal audit, clinical audit, 

health and safety review; 
 
f) arrangements to review the risk management programme. 
 
g) development of a financial risk management strategy to cope with possible in-

year variations to the initially set budgets. 
 
19.1.3 The existence, integration and evaluation of the above elements will provide a 

basis for the Audit Committee to make a statement on the effectiveness of 
internal control and corporate governance to Forth Valley NHS Board. 
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SECTION 20 PRIMARY CARE CONTRACTORS 
 
20.1 GENERAL 
 
20.1.1 In line with Scottish Executive arrangements, the Practitioner Services Division 

(PSD) of the National Services Scotland (NSS) is the payment agency for all 
Family Health Service (FHS) contractor payments: 

 
(a) General Practitioners 

 
(b) Dentists 
 
(c) Community Pharmacists 
 
(d) Optometrists 

 
20.1.2 The Director of Finance shall conclude a “Partnership Agreement” with the PSD 

covering validation, payment, monitoring and reporting and the provision of an 
audit service by the NSS service auditors. The agreement will be signed off by the 
Chief Executive of NHS Forth Valley. 
 

20.1.3 The relevant Committee will approve additions to, and deletions from, approved 
lists of contractors, taking into account the health needs of the local population, 
and the access to existing services. All applications and resignations received will 
be dealt with equitably, within any time limits laid down in the contractors’ NHS 
terms and conditions of service. 
 

20.1.4 The Director of Finance will: 
 

(a) ensure that lists of all contractors are maintained and kept up to date; and 
 

(b) ensure that systems are in place to deal with applications, resignations, 
inspection of premises, etc., within the appropriate contractor’s terms and 
conditions of service. 

 
20.1.5 The Director of Finance shall ensure that NSS systems are in place to provide 

assurance that: 
 

(a) only contractors who are included on the Board’s approved lists receive 
payments; 
 

(b) all valid contractors’ claims are paid correctly, and are supported by the 
appropriate documentation and authorisations; 

 
(c) all  payments  to  third  parties  are  notified  to  the  General  Practice 

Independent Contractors on whose behalf payments are made; 
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(d) ensure that regular independent post payment verification of claims is 
undertaken to confirm that: 

 

• rules have been correctly and consistently applied; 
 

• overpayments are prevented wherever possible; if, however, 
overpayments are detected, recovery measures are initiated; 

 

• fraud is detected and instances of actual and potential fraud are 
followed up. 

 
(e) exceptionally high/low payments are brought to his/her attention; 

 
(f) payments made via the NSS are reported to NHS Forth Valley; 
 
(g) payments made on behalf of the Board by the NSS are pre-authorised; 
 
(h) payments made by the NSS are reconciled with the cash draw-down 

reported by the Scottish Executive to Health Boards. 
 
20.1.6 The Director of Finance shall prepare operating procedures to cover all payments 

made by the NSS (both payments made directly or payments made on behalf of 
the Board). 
 

20.1.7 Payments made to all Primary Care independent contractors and community 
pharmacists shall comply with their appropriate contractor regulations. 
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SECTION 21 STANDARDS OF BUSINESS CONDUCT 
 
Detailed information is available in the NHS Forth Valley Policy on Standards of Business 
Conduct. 
 
MEL (1994) 80 also provides details of the principles for standards of conduct and 
accountability in situations when there is potential conflict between the private 
interests of NHS staff and their duties. 
 
21.1 GENERAL RESPONSIBILITY 
 
21.1.1 It will be the responsibility of the Chief Executive to: 
 

(a) ensure that Scottish Government Health and Social Care Directorate 
guidelines on standards of business conduct for NHS staff (MEL (1994) 48) are 
brought to the attention of all staff, and are effectively implemented; 
 

(b) develop local conflict of interest policies and the machinery to implement 
them, in consultation with staff and local staff representatives; and 

 
(c) ensure that such policies and procedures are kept up-to-date. 
 
(d) ensure that a full operational policy on the Standards of Business Conduct is 

developed and communicated to staff. 
 
21.1.2 The business of the Board will be conducted in accordance with the Ethical 

Standards in Public Life etc (Scotland) Act 2002. All members of staff have a duty 
to maintain strict ethical standards in the conduct of their business as an 
employee of Forth Valley NHS Board. 
 

21.1.3 It is the responsibility of all staff when acting on NHS Forth Valley’s behalf to: 
 

• conduct the business of the organisation professionally, with honesty, 
integrity, free from bribery and maintain the organisations reputation 
 

• if staff are in any doubt as to what they can or cannot do they must seek 
advice from their line manager or from the Corporate Services 
Department. 

 
Breaches may lead to disciplinary action or to dismissal. 

 
21.1.4 BRIBERY ACT 2010 
 

The Bribery Act 2010 is one of the strictest pieces of legislation on bribery and 
makes it a criminal offence for any individual (employee, contractor, agent) 
associated with NHS Forth Valley to give, promise or offer a bribe or to request, 
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agree to receive or accept a bribe (section 1,2 and 6 offences). This can be 
punishable for an individual by imprisonment of up to 10 years. 

 
In addition, the Act introduces a corporate offence (section 7 offence) which 
means that NHS Forth Valley can be exposed to criminal liability , punishable by an 
unlimited fee if it fails to prevent bribery by not having adequate preventative 
procedures in place that are robust, up-to-date and effective. The corporate 
offence is not a standalone offence and would follow a bribery/corruption offence 
committed by an individual associated with NHS Forth Valley in the course of their 
work. 
 
If a bribery offence is proved to have been committed by an outside body 
corporate with the consent or connivance of a Director or Senior Officer of NHS 
Forth Valley, under the Act the Director or Senior Officer would be guilty of an 
offence (Section 14 offences) as well as the body corporate which paid the bribe. 
 
Whilst the exact definition of bribery and corruption is a statutory matter the 
following working definitions are given 
 

• Bribery is an inducement or reward offered, promised or provided in 
order to gain any commercial, contractual, regulatory or personal 
advantage. 
 

• Broadly, the Act defines bribery as giving or receiving a financial or other 
advantage in connection with the improper performance of a position of 
trust, or a function that is expected to be performed impartially or in good 
faith. 

 

• Bribery does not have to involve cash or an actual payment exchanging 
hands and can take many forms such as a gift, lavish treatment during a 
business trip or tickets to an event 

 

• Corruption relates to a lack of integrity or honesty including the use of 
trust for dishonest gain. It can broadly be defined as the offering or 
acceptance of inducements, gifts, favours, payments or benefits in kind 
which may influence the action of any person. Corruption does not always 
result in a loss. The corrupt person may not benefit directly however 
they may be unreasonably using their position to give some advantage 
to another. 
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21.2 GIFTS, HOSPITALITY AND INDUCEMENTS 
 
21.2.1 The policy on the Standards of Business Conduct applies to all members of staff 

at all times. 
 

21.2.2 Officers of Forth Valley NHS Board should not accept business gifts,  but articles of 
a low intrinsic value such as chocolates, biscuits, business diaries or calendars, 
need not necessarily be refused. No gifts of alcohol should be accepted. 
 

21.2.3 Care should be taken when accepting hospitality. All hospitality offered, such as 
lunches and dinners, corporate hospitality events, etc should be reported to the 
officer’s superior before acceptance. 
 

21.2.4 Any inducements offered should be reported to the officer’s superior. 
 

21.2.5 Visits at suppliers’ expense to inspect equipment etc should not be undertaken 
without the prior approval of the Chief Executive and in the case of the Chief 
Executive by the prior approval of the Chairperson. 
 

21.2.6 A register to record gifts reported by staff will be maintained and it is the 
responsibility of the recipients of such gifts to report all such items received to 
the Corporate Services Department for recording. The form ‘Declaration of Staff 
interests and Gifts/Hospitality’ (Annex 2 of the Policy on Standards of Business 
Conduct’ should be used for this purpose. This register will be published on the 
NHS Forth Valley website. 

 
21.3 ACQUISITION OF GOODS AND SERVICES 
 
21.3.1 If officers are involved in the acquisition of goods and services they should 

adhere to the ethical code of the Institute of Purchasing and Supply. 
 

21.3.2 Officers should ensure that acceptance of commercial sponsorship will not 
influence or jeopardise purchasing decisions. 

 
21.4 DECLARATION OF INTERESTS 
 
21.4.1 To avoid conflicts of interest and to maintain openness and accountability all 

directors, members of staff and non-executive board members have a 
responsibility to promptly declare relevant interests and any changes to those 
interests that may arise from time to time. 
 
Employees are required to register all interests that may have any relevance to 
their duties / responsibilities. These include any financial interest in a business or 
any other activity or pursuit that may compete for an NHS contract to supply 
either goods or services to the NHS or in any other way that could be perceived to 
conflict with the interests of NHS Forth Valley. The test to be applied when 
considering appropriateness of registration of an interest is to ask whether a 
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member of the public acting reasonably might consider the interest could 
potentially affect the individual’s responsibilities to the organisation and/or 
influence their actions. If in doubt the individual should register the interest or 
seek further guidance from the Corporate Services Department. 
 
Interests that it may be appropriate to register include :- 
 

(i) Other employment including self-employment 
(ii) Directorships including Non Executive Directorships held in private 

companies or public limited companies whether remunerated or not 
(iii) Ownership of, or an interest in private companies, partnerships, businesses 

or consultancies 
(iv) Shareholdings in organisations likely or possibly seeking to do business 

with the NHS (the value of shareholdings need not be declared) 
(v) Ownership of or an interest in land or buildings which may be significant to, 

of relevance to, or bear upon the work of NHS Forth Valley 
(vi) Any position of authority held in another public body, trade union, charity 

or voluntary body 
(vii) Any connection with a voluntary or other body contracting for NHS 

services 
(viii) Any involvement in joint working arrangements with Clinical or other 

Suppliers 
 

This list is not exhaustive and should not preclude the registration of other forms 
of interest where these may give rise to a potential conflict of interest upon the 
work of NHS Forth Valley. Any interests of spouses, partner or civil partner, close 
relative or associate or persons living with the individual as part of a family unit 
will also require registration if a conflict of interest exists. 

 
21.4.2 Forth Valley NHS Board will maintain a Register of Interests and make this 

available for inspection by members of the public. 
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SECTION 22 SUSPECTED THEFT, FRAUD & OTHER FINANCIAL IRREGULARITIES 
 
22.1 INTRODUCTION 
 
22.1.1 The following procedures should be followed, as a minimum, in cases of suspected 

theft, fraud, embezzlement, corruption or other financial irregularities to comply 
with the Counter Fraud Service Strategy (CEL (2008) 3) and protocols.  This 
procedure also applies to any non-public funds. 

 
22.2 THEFT, FRAUD, EMBEZZLEMENT, CORRUPTION AND OTHER FINANCIAL 

IRREGULARITIES 
 
22.2.1 The Chief Executive has the responsibility to designate an officer within the 

Board with specific responsibility for co-ordinating action where there are 
reasonable grounds for believing that an item of property, including cash has 
been stolen. 

 
22.2.2 It is the designated officer's responsibility to inform as he deems appropriate 

the police, the Counter Fraud Services (CFS), the appropriate director, the 
Appointed Auditor, and the Chief Internal Auditor where such an occurrence is 
suspected. 
 

22.2.3 Where any officer of the Board has grounds to suspect that any of the above 
fraud related activities has occurred, his or her local manager should be notified 
without delay. Local managers should in turn immediately notify the Board's 
Director of Finance, who should ensure consultation with the CFS, normally by the 
Chief Internal Auditor. It is essential that preliminary enquiries are carried out in 
strict confidence and with as much speed as possible. 
 

22.2.4 If, in exceptional circumstances, the Director of Finance and the Chief Internal 
Auditor are unavailable the local manager will report the circumstances to the 
Chief Executive who will be responsible for informing the CFS. As soon as 
possible thereafter the Director of Finance should be advised of the situation. 
 

22.2.5 Where preliminary investigations suggest that prima facie grounds exist for 
believing that a criminal offence has been committed, the CFS will undertake the 
investigation, on behalf of, and in co-operation with, the Board. At all stages 
the Director of Finance and the Chief Internal Auditor will be kept informed of 
developments on such cases. All referrals to the CFS must also be copied to the 
Appointed Auditor. 

 
22.3 REMEDIAL ACTION 
 
22.3.1 As with all categories of loss, once the circumstances of a case are known the 

Director of Finance will require to take immediate steps to ensure that so far as 
possible these do not recur. However, no such action will be taken if it would 
prove prejudicial to the effective prosecution of the case. It will be necessary to 
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identify any defects in the control systems, which may have enabled the initial 
loss to occur, and to decide on any measures to prevent recurrence. 

 
22.4 REPORTING TO THE SCOTTISH GOVERNMENT HEALTH AND SOCIAL CARE 

DIRECTORATE 
 
22.4.1 While normally there is no requirement to report individual cases to the Scottish 

Government Health and Social Care Directorate (SEHD) there may be occasions 
where the nature of scale of the alleged offence or the position of the person or 
persons involved, could give rise to national or local controversy and publicity. 
Moreover, there may be cases where the alleged fraud appears to have been of 
a particularly ingenious nature or where it concerns an organisation with which 
other health sector bodies may also have dealings. In all such cases the SEHD 
must be notified of the main circumstances of the case at the same time as an 
approach is made to the CFS. 
 

22.4.2 The Director of Finance shall ensure submission of quarterly monitoring forms to 
Counter Fraud Services as set out in CEL 44 (2008). 

 
22.5 RESPONSES TO PRESS ENQUIRIES 
 
22.5.1 Where the publicity surrounding a particular case of alleged financial irregularity 

attracts enquiries from the press or other media, the Chief Executive should 
ensure that the relevant officials are fully aware of the importance of avoiding 
issuing any statements, which may be regarded as prejudicial to the outcome of 
criminal proceedings. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



163 

 

APPENDIX A TENDERING AND CONTRACT PROCEDURES 
 

1. TENDERING PROCESS 
 

1.1 The Chief Executive shall prescribe standard conditions of contract appropriate to 
each class of supplies and services and for the execution of all works. All 
contracts entered into shall incorporate the appropriate set of conditions. 
 

1.2 All invitations to potential contractors to tender shall include a notice, warning 
tenderers of the consequences of engaging in any corrupt practices involving 
Board employees. 
 

1.3 In the event of tenders being required notification should be sent to the Head of 
Corporate Services (Chief Executive’s Office) indicating tender request sent out, 
details of the tender, closing date and time and the number of anticipated 
submissions. 
 

1.4 A record will be maintained of all invitations to tender. 
 

1.5 Tenders shall be invited in plain sealed envelopes addressed to the Chief 
Executive. The envelope shall be marked 'Tender for ………………' but shall not 
bear the name or identity of the sender. 
 

1.6 Unopened tenders shall be date stamped and stored unopened in a secure 
place until after the closing date or time. 
 

1.7 Tenders shall be opened as soon as possible after the stated closing date or time 
by the officer nominated by the Chief Executive, in the presence of an 
independent witness, normally from the Finance Directorate. 
 

1.8 Details of each tender received should be entered into a register or record of 
tenders and will be signed by both officers. Tender documents shall also be 
date stamped and signed on the front page and all priced pages initialled by 
both officers. 
 

1.9 Where it is in the interests of the Board, late, amended, incomplete, qualified or 
not strictly competitive tenders may be considered. In such circumstances a full 
report shall be made to the Chief Executive who may admit such tenders. This 
approval must be given in writing by the Chief Executive. Where a Company 
invited to tender requests a delay in the submission, deferment, if approved, 
shall be notified to all the Companies concerned. A record of all delays requested 
and the outcome of the request shall be maintained. 
 

1.10 The examination of the tenders received shall include a technical assessment, and 
a written report on the result, containing a recommendation should be made 
to the Chief Executive. At the same time, staff responsible for making this 
recommendation shall declare in writing that they have no pecuniary interest in 



164 

 

the recommended Company. 
 

1.11 The Chief Executive may accept the tender provided it is the lowest (or for 
disposals the highest) and has been recommended for acceptance, and that on the 
advice of the Director of Finance, financial provision is available within the overall 
Board resource. If it is proposed to accept a tender other than the lowest, 
the Chief Executive will record the reason for this decision. e.g. best overall 
lifetime cost. 
 

1.12 All officers shall follow guidance from Scottish Government Health and Social 
Care Directorate. 
 

1.13 Payment under the contract shall be made by the Director of Finance who shall 
have the right to carry out such financial examinations and checks as considered 
necessary before making payment. 
 

1.14 Approval for increases in prices allowed under an appropriate variation of prices 
clause in a contract for supplies and services shall be given by the Chief Executive 
 

1.15 No contract for the purchase of computer equipment or software outwith the 
IM&T Department shall be entered into without the Director of Finance's prior 
written approval. 
 

1.16 Post-tender negotiation may be undertaken where it is anticipated that such 
action will reduce cost to the Board and where such negotiation has specially 
been approved in advance by the Chief Executive and Director of Finance. In such 
circumstances the negotiation must take place with not less than two 
employees of the Board present both of whom must be approved for the purpose 
by the Chief Executive. A record of the names of those present at the negotiation 
must be kept along with a record to the final prices and conditions agreed. 
 

1.17 Where post-tender negotiation is undertaken with some but not all of the 
companies who submitted tenders a record of criteria for the selection must be 
kept by the managers concerned. Companies invited to post-tender negotiation 
must include those in the following categories: 

 
(a) Companies who, following analysis of the original tender offers, are one of 

the cheapest three for each product item. 
 

(b) The two companies “winning” the highest number total value of business 
following analysis of the original tender offers. 

 
 

1.18 In addition to complying with the sections above officers involved in post-tender 
negotiation should familiarise themselves with the guidance produced by the 
Central Unit on Purchasing issued by HM Treasury. 
(See: www.hm-treasury.gov.uk/pub/html/docs/cup/guidance.html) 

http://www.hm-treasury.gov.uk/pub/html/docs/cup/guidance.html
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1.19 For the period between opening of tenders and completion of the post-tender 
negotiation the tender documents shall be stored in a secure place when not 
actively under analysis. 
 

1.20 Consultants appointed by the Board to be responsible for the supervision of a 
contract on its behalf shall comply with these Standing Financial Instructions as 
though they were officers of the Board. 
 

1.21 In circumstances where the need for additional work is identified, the process is as 
follows 
 

(a) potential for additional work, if feasible, should be identified at the tender 
specification stage. Tenders should identify a call-off rate applicable 
should additional work be required. 
 

(b) if additional work is identified during the process a written specification 
must be provided to the tenderer. A written quotation must be received. 
Approval to accept the written quotation must be provided by the Chief 
Executive or the Director of Finance together with confirmation that 
resources are available to meet the quotation. A monitoring report must be 
prepared on completion of the additional work to confirm work has been 
undertaken in line with the specification. 

 
(c) A separate tender exercise is required if the value of additional work 

exceeds £20,000 
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SECTION F 
 

Risk Management 
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1. Introduction  
The Risk Management Strategy sets out the principles and approaches to risk management 
which are to be followed throughout NHS Forth Valley. Its objective is to achieve a 
consistent and effective application of risk management and enable it to be embedded into 
all core processes, forming part of the day-to-day management activity of the organisation. 
Risk Management, when deployed effectively, should add value by supporting day-to-day 
activities as opposed to being seen as a separate, self-contained process and this Strategy 
supports this approach.  
 
1.1 What is a Risk?  
A risk can be defined as ‘the effect of uncertainty on objectives’ (ISO31000). It is essentially 
any uncertain event which can have an impact upon the achievement of an organisation’s 
objectives – either reducing the likelihood of achievement or stopping it altogether.  
 
Not every perceived problem or adverse event is a risk. An important distinction must be 
made between what is a risk and what is an issue – or in other words, an uncertainty and a 
certainty. A risk is an event that may or may not happen. An issue or adverse event is 
something that is currently happening or has already happened. Issues and adverse events 
should therefore not be recorded and treated as risks.  
 
1.2 What is Risk Management?  
Risk management is a systematic way of dealing with that uncertainty which involves the 
identification, analysis, control and monitoring of risk. Risk Management activities are 
designed to achieve the best possible outcomes and reduce the uncertainty. An effective 
system of risk management will draw together all types of risks and enable an interrelated 
view of the organisation’s risk profile.  
 
1.3 Why do we need Risk Management?  
An effective system of risk management will deliver a range of outputs: 
 

• Ensuring compliance with legislation, regulations and other mandatory obligations  

• Providing assurance to internal and external governance groups that risks are being 
effectively controlled  

• Ensuring that decision making is informed and risk-based in order to mitigate threats 
to the achievement of key strategic objectives  

• Supporting organisational resilience  

• Raising awareness of the need for everyone to adopt consistent risk management 
behaviours and actions in our everyday business  

• Empowering all staff to make sound judgements and decisions concerning the 
management of risk and risk taking  

• Anticipating and responding to changing political, environmental, social, technology 
and legislative requirements and / or opportunities  

• Preventing injury and / or harm, damage and losses.  
 
Effective risk management will be achieved by:  

• Clearly defining roles, responsibilities and governance arrangements for individuals, 
teams and assurance committees within NHS Forth Valley  
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• Incorporating risk management in all System Leadership Team, Health Board, 
Integration Joint Board and Assurance Committee reports and when taking decisions  

• Demonstrating and reinforcing the importance of effective risk management 
principles in our everyday activities  

• Maintaining risk registers at all levels that are linked to the organisation’s strategic 
objectives  

• Monitoring and reviewing arrangements on a regular basis  

• Seeking assurance that controls relied on to mitigate risks are effective  
 

2. Risk Architecture  
The arrangements for communication, governance, reporting, roles and responsibilities 
forms the organisation’s overarching risk architecture. Defining a consistent approach to 
how and where risk information is communicated is essential to developing a positive risk 
culture and to ensuring risk management is appropriately deployed to support NHS Forth 
Valley.  
 
Risks, once identified, are captured on risk registers. Each Department and Specialty will 
hold a risk register for its area – these form the bottom level of risk registers. Overall there 
are four levels of risk register and an escalation route exists for risks that cannot be fully 
mitigated at the Department / Speciality level. This risk register hierarchy is detailed below.  
 
Risk Register Hierarchy  

 

Strategic Risk Register  
 
Risks contained in the Strategic Risk Register (previously known as the Corporate Risk 
Register) are the high level risks that could impact the delivery of longer term strategic 
objectives of the organisation. Risks are not escalated/de-escalated from lower level risk 
registers to the Strategic Risk Register. Instead, risk identification for the Strategic Risk 
Register is facilitated through twice yearly review and horizon scanning sessions led by SLT.  
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Organisational Risk Register 
 
Risks contained in the Organisational Risk Register are top level, cross cutting risks that 
present a significant short-medium term threat to multiple Directorates. Risks area 
escalated and de-escalated via the Directorate Risk Register(s).  
 
Directorate Risk Registers  
 
Each Directorate holds a risk register that contains a cut of the most significant risks from its 
component Departments / Specialties. Risks are escalated to the Directorate level via the 
individual Department / Specialty risk registers.  
 
Department  
 
Each Department and Specialty will hold a risk register for its area – these form the bottom 
level of risk registers.  
 
2.1 Risk Escalation  
 
Risk escalation is a process that ensures significant risks identified that cannot be managed 
by a local team, department or specialty are escalated appropriately following the risk 
register hierarchy and line management arrangements. The following questions should be 
asked when deciding whether to escalate a risk:  
 

• Does the risk present a significant threat to the achievement of Government 
objectives and/or standards?  

• Is the risk score assessed to be intolerable or beyond the organisation’s risk 
appetite?  

• Does the risk have a widespread impact beyond a local area, e.g. does it affect 
multiple Departments or Directorates or does it have dependencies on multiple 
Departments or Directorates to mitigate?  

• Does the risk present a significant cost beyond the scope of the budget holder?  

 
Risk score and organisational risk appetite should be key considerations when 
recommending risks for escalation.  
 
2.2 Governance & Reporting  
 
The Board of NHS Forth Valley is corporately responsible for the 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 providing assurance on the effective management of risks relevant to their 
area of responsibility. In addition, the Audit Committee has a responsibility for overseeing 
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the operation of the Risk Management Strategy, taking assurance from the System 
Leadership Team.  
 
Diagram 1 illustrates NHS Forth Valley’s risk management governance structure. 

Diagram 1: Risk Management Governance Structure 
 

 
 
2.3 Roles & Responsibilities 
 

Risk Management Roles & Responsibilities 

NHS Board  

• Provide Oversight and Scrutiny of NHS Forth Valley’s risk management arrangements to 
seek assurance on their effectiveness 

• Approve risk appetite within NHS Forth Valley 

Chief Executive 

• To have overall accountability for the management of risk across NHS Forth Valley 

System Leadership Team 

• Set risk appetite within NHS Forth Valley 
• Ensure risk management processes are supported to provide them with adequate 

information and assurance related to strategic and organisational risks 
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Audit Committee 

• To evaluate and recommend approval of the strategies and frameworks in respect of risk 
management to the NHS Board 

• To approve updates and provide direction in respect of risks held within the strategic and 
organisational risk registers 

• To review the organisation’s risk culture and maturity and direct action in pursuit of 
continuous improvement in this area 

• To formally approve the strategic risk register for onward reporting to the NHS Board 

Assurance Committees 

• To ensure that an appropriate approach is in place to deal with risk management across the 
system working within the NHS Forth Valley Risk Management Strategy 

Executive and Non Executive Directors 

• To ensure that risk management processes are providing appropriate information and 
assurances relating to risks in Directorates 

• Promote the importance of risk management and foster a good risk culture within their 
area of responsibility 

• Approve escalation of Directorate level risks where appropriate 

Corporate Risk Manager 

• Responsible for the implementation of the Risk Management Strategy 
• Ensure risks are properly identified, understood and managed across all levels within the 

organisation 
• Report on the organisation’s risk profile at various levels to Directorates, Assurance and 

Audit Committees and NHS Board 
• Periodically review the Risk Management Strategy and arrangements, identifying areas for 

potential improvement 
• Drive an improving risk culture through risk education, awareness and embedding into day 

to day management 

Risk Owner 

• Accountable for ensuring the effective management of a risk 

Risk Lead 

• Responsible for managing a risk on a day-to-day basis, assessing the risk score and updating 
the management plan, reviewing the risk on a regular basis 

Risk Champion 
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• Responsible within an individual speciality, department or Directorate area for maintaining 
lines of communication with the risk function, administering the risk register and co-
ordinating all risk activities 

3.  Approach to Risk Management 
 
3.1  Risk Management Process – ISO31000 
 

 
The above diagram demonstrates the whole process and cycle of risk management under 
the international standard ISO 31000. 
 
The standard as outlined above makes clear that risk management is a dynamic process, 
with frequent review of existing risks and monitoring of the environment necessary to 
ensure the risks captured represent the current profile of the organisation. 
 
Continual communication of risks within the organisation is essential to allow for informed 
decision-making. Communication to the Health Board and other stakeholders is also 
imperative to allow effective scrutiny and provide assurance that our risk profile is being 
effectively managed.  It is also imperative to consult with and receive information from 
other departments within the organisation and our stakeholders to inform the management 
of our risks. 
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3.1.1 Step 1: Establish Context 
 
The purpose of establishing context is to customise the risk management process, enabling 
effective risk analysis and appropriate risk treatment.  In order to identify risks, we need to 
understand what we are assessing risk against.  We must set risks within the context of the 
team, specialty, department and overall organisation.  In addition, we need to recognise the 
internal and external drivers that could create risk. 
 
Risks should be set against what we are trying to achieve as an organisation – our strategic 
objectives.  In this stage it is important to ensure there is a common understanding of what 
those objectives mean at a team, specialty, department and organisational level in order 
that risk identification is not based on an inconsistent set of assumptions. 

 

3.2  Step 2: Identify Risks 
 
Once a clear, common set of objectives are agreed, the next step of the process is to identify 
potential risks that will prevent us from achieving them. 
A range of techniques can be used for risk identification.  Some prompts to consider: 

• What might impact on your ability to deliver your objectives 

• What does our performance data tell you? 

• What do our audit and scrutiny reports tell us? 

• Do you have experience in this area?  Do you know or do you need to involve others? 

• Should you involve partners or specialists in your risk identification? 

• Lessons learned – what happened before? 

Risk can be identified in a multitude of ways, through focused identification sessions or as a 
product of other work: 
 

Focused Identification Methods Other Identification Opportunities 

• Risk Identification Workshops 

• Risk Questionnaires 

• Review & refresh of existing risk 
registers 

• Interviews 

• Horizon scanning 

• Board meetings / working groups / 
management meetings 

• Audit & scrutiny reports 

• Performance data 

• Risk Management training  

 
The Risk Management function facilitates risk identification workshops with Departments to 
direct an in-depth review of new or emerging risks. 
 
It is important to note that just because a risk cannot be fully mitigated by the organisation 
alone does not mean that it should not be captured.  If the risk exists to the organisation, 
then it should be captured, managed as far as practicable and then monitored.  Ongoing 
management of the risk may well be in conjunction with partner agencies or influence can 
be exerted over those capable of mitigating the risk to within an acceptable level. 
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3.3  Step 3: Analyse Risks 
Once a risk has been identified it must be described in a certain way in order to effectively 
understand, manage and mitigate it.  The risk description should contain three essential 
components: 
 

 
 
These three components can be included within the description as follows: 

“If [insert cause here], there is a risk that  
[a certain event that may happen], resulting in  
[describe impact this will have if it manifests]” 

 
An example of an effective risk description might be: 
 
If there is insufficient in external funding and continued uncertainty over our cost base there 
is a risk that NHS FV will be unable to achieve financial sustainability, resulting in Scottish 
Government intervention and a detrimental impact on service delivery. 
 
3.4  Step 4: Assess Risks 
 
The assessment, or scoring, of risk allows for prioritisation by severity.  Determining the 
likelihood and impact of a risk and utilising a standardised assessment criteria to assign a 
score based on these factors allows us to understand and prioritise which risks to mitigate 
first.  Three scores must be assigned to cover the full trajectory and lifespan of the risk: 
 
Untreated Score 
 
This is the inherent risk score, that is the score with no controls applied.  This score 
represents the “worst case scenario” for the risk.  If there were no controls, mitigation or 
contingency plans in place, how likely is it the risk would materialise and what would the 
impact be? 
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Current Score 
 
Considering any controls that are currently in place to manage the risk, how does the risk 
score compare to the untreated score?  This is the current score.  Current risk score is 
assessed on a regular basis to establish the effectiveness of the controls applied to the risk.  
It is also the current score that is the key indicator used to determine if the risk should be 
considered for escalation.  
 
Target Score 
 
The target risk score is the optimum position for the risk.  Once all controls have been 
adequately implemented, what will the residual risk score be?  Target risk scores should 
reflect the organisation’s risk appetite and align with the amount and type of risk NHS Forth 
Valley is willing to accept.  Risk controls should be designed to actively reduce the risk score 
towards the target level. 
 
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) 

• 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. 
 
Risk Assessment Matrix  
 
The risk assessment matrix is a 5x5 scoring mechanism which will identify a score between 1 
(1x1) at the lowest and 25 (5x5) at the highest possible score. 
 
When utilising the impact criteria on the assessment matrix, a score must be applied for 
every category of impact applicable to that risk.  For example, one risk may have a financial 
impact, an impact to patient experience and reputational implications.  The impact category 
with the highest scoring criteria will identify the overall impact score for that risk. 
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Assessment of likelihood is considered on a sliding scale from 1 to 5, with 1 representing 
‘very unlikely’ and 5 ‘very likely.’ 
 
Once both scores have been identified, they are multiplied giving the overall untreated, 
current or target score. 
 
The risk assessment matrix is summarised below, and a full copy included at Appendix B. 
 

 
 
Categorisation 
 
All risks, once identified, must be categorised into one of the recognised categories in order 
to understand the overall risk profile for the organisation.  As with the overall impact score 
identified for a risk, the categorisation of a risk is based upon the impact score.  Whichever 
impact category has the highest scoring criteria for that particular risk will indicate which 
category the risk will fall within. 
For example, a risk scoring a 3 for impact in Patient Experience but scoring a 5 in Finance will 
categorise that risk as Finance overall.  Risk categories outlined in the risk assessment 
matrix: 

• Patient Experience 

• Objectives / Project 

• Injury / Illness (physical and psychological) to patient / staff / visitors 

• Complaints / claims 

• Service / Business interruption 

• Staffing and competence 

• Financial (including damage / loss / theft / fraud) 

• Inspection / audit 

• Adverse publicity / reputation 
 
 
3.6  Step 5: Manage Risks 
 
The purpose of this step is to select and implement the appropriate action to respond to the 
risk.  There are four broad ways we can respond to risk, known as the 4 Ts: 
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• Tolerate: this is the decision to accept the risk at its current level.  The ability to do 

anything may be limited, or the cost of taking action may be disproportionate to the 

benefit gained.  This response must be viewed in the context of the organisation’s 

risk appetite.  It is not acceptable to tolerate a risk above our stated appetite. 

• Treat: this is the decision to retain the activity or process creating the risk and to take 

action to implement risk controls that reduce either the likelihood of the risk 

occurring or minimising the impact.   

• Transfer: this is the decision to transfer the impact of the risk either in full, or in part, 

to a third party.  The most common form of risk transfer is insurance. 

• Terminate: this is the decision to stop doing the activity associated with the risk.  This 

may not always be possible and may create risks elsewhere as a result. 

Risk Controls 
 
Risk controls are management measures put in place to effectively manage a risk to within 
acceptable levels (i.e. within target score).  It is essential that the controls put in place to 
manage a risk are effective.  The identification of effective controls is the most important 
part of the whole risk management process as without this element we would simply be 
identifying risks and doing nothing to manage them. 
To assess whether the controls we identify are or will be effective, it is important to consider 
the following: 

• What do you already have in place to manage the cause and / or impact of the risk?  

E.g. policies, procedures, projects, training courses, business continuity plans etc 

• Do they work?  A policy which is in place but never complied with is not an effective 

one 

• Are there any gaps in your controls? 

• Do you have all the information that you need about this risk or do you need to find 

out more? 

• What more should you do? 

• If several activities are required to manage the risk, how will you prioritise these? 

• Are these controls within the remit of your department?  If not, you will need to 

liaise with stakeholders to ensure that appropriate controls are put in place. 

• If you implement the controls you have identified, will this manage the risk to within 

acceptable levels for that risk category?  If the answer is no, further controls are 

required. 

There are two main types of control measure that can be put in place to manage a risk: 

• Preventative Controls: These are mitigating actions which will work to control the 

cause of the risk and prevent it happening in the first place 

• Contingency Controls: These are actions that can be put in place to reduce the impact 

of the risk if it does materialise.  Contingency controls are often aligned to the 

business continuity plans of an organisation.   

•  
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3.7 Monitor and Review 

 
Risk Review 
 
Once the process of identifying, analysing and assessing a risk are complete, it is imperative 
that it is subject to regular review.  Ongoing management and review of a risk is the most 
important part of the process as maintaining or reducing the risk score to within an 
acceptable level assures the overall management of the organisation’s profile. 

 Required risk review timescales are outlined below: 
 

Very High (20-25) Monthly 

High (10-16) Monthly 

Medium (4-9) Quarterly 

Low (1-3) Quarterly 

 
During a risk review, the risk must be re-assessed.  If it is identified that the risk continues to 
exist, the list of current controls and further controls required must be checked, cross-
referenced and added to where necessary.  On the basis of progress with controls and an 
assessment of the risk environment, a re-assessment of the current score must be made 
using the risk assessment matrix.  This will show whether the risk is decreasing, increasing or 
remaining static.  Depending on its escalation level, a change to risk score will be reported at 
the appropriate assurance committee. 
 
3.8 Communicate and Consult 
 
Communication at all levels is important to allow for informed decision making, and 
provision of assurance that our risk profile is effectively managed – this is achieved through 
risk reporting. 
 
Risk Reporting 
 
A quarterly risk management report is presented to the Health Board which reports on our 
strategic risks.  In addition Assurance Committees are provided with a regular risk 
management report on strategic and organisational risks assigned to their area of scrutiny.   
The System Leadership Team acts as the Risk Management Steering Group and provides 
recommendations to the Board on the escalation, de-escalation and closure of strategic 
level risks.  Directorates and Departments are expected to carry out regular review, 
monitoring and reporting on their risk registers (supported by the risk management 
function) in order to ensure that risks are identified and escalated to the appropriate level at 
an early stage. 
 
The risk management reporting in place includes a range of risk management KPIs and trend 
analysis that enhances oversight and assurance for the Health Board.  An annual report on 
risk management is also produced for the Health Board. 
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The Health and Social Care Integration Schemes for both Falkirk Integration Joint Board (IJB) 
and Clackmannanshire and Stirling IJB, detail the requirements and responsibilities 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. 
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APPENDIX A: GLOSSARY 
 
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.  
 
Current Risk Score: The risk score identified taking into account any controls that are 
currently in place to manage the risk. 
 
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.  
 
Internal Control. Corporate governance arrangements designed to manage the risk of failure 
to meet objectives.  
 
Issue: Something that has happened and is currently affecting the organisation in some way 
and needs to be actively dealt with and resolved. 
 
Likelihood. Used as a general description of probability or frequency which can be expressed 
quantitatively or qualitatively.  
 
Risk: An uncertain event, or set of events, which, should it occur, will have an effect on the 
organisation’s ability to achieve its objectives. 
 
Risk Appetite. The level of risk that an organisation is prepared to accept in pursuit of its 
objectives.  
 
Risk Architecture: All of the Risk Management arrangements within an organisation – sets 
out lines of communication and reporting, delegation and roles / responsibilities. 
 
Risk Assessment. The scoring of a risk to allow prioritisation.  Determining the likelihood and 
impact of a risk.  
 
Risk Champion: The person / role with responsibility within an individual department or 
business area for maintaining lines of communication with the Risk Management team, 
administering the risk register and co-ordinating all risk activities. 
 
Risk Control: Management measures put in place to effectively manage a risk to within an 
acceptable level.  Can be preventative or contingency in nature and will reduce the 
likelihood or impact of consequence. 
 
Risk Culture: The reflection of the overall attitude of every part of management of an 
organisation towards risk. 
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Risk Target Score: An acceptable level of risk based on the category of risk and risk appetite. 
 
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 Lead: The person / role responsible for managing a risk on a day-to-day basis, assessing 
the risk score and updating the management plan, reviewing the risk on a regular basis. 
 
Risk Management: The integrated approach (culture, processes, structures) to the 
identification, analysis, control and monitoring of risk.    
 
Risk Management Policy: Statement outlining the objectives of the risk management 
practices within the organisation. 
 
Risk Management Strategy: Sets out the basis for the principles, processes and approaches 
to risk management to be followed in order to achieve a consistent and effective application 
of risk management and allow it to be embedded into all core processes.  
 
Risk Matrix: A scoring mechanism used to identify the severity of a risk, using a 
multiplication of likelihood and impact, across pre-set categories. 
 
Risk Maturity: The level of risk management capability within an organisation. 
 
Risk Owner: The person / role with accountability for ensuring the effective management of 
a risk 
 
Risk Register: A tool used to capture and monitor risks.  Includes all information required 
about that particular risk and is intended to be used both as a management tool and conduit 
for risk reporting. 
 
Risk Tolerance. The maximum level of risk the organisation can tolerate regarding each type 
of risk before the organisation is significantly impacted.  
 
Threat: A negative scenario which could give rise to risks. 
 
Untreated Risk Score: The risk score identified by assessing the risk with no controls, 
mitigation or contingency plans in place. 
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APPENDIX B: RISK ASSESSMENT MATRIX 
 
Impact – What could happen if the risk occurred?  Assess for each category and use the highest score identified.  
The impact scale is from an organisational level perspective.  It reflects the key areas that if impacted could prevent the organisation achieving its priorities 
and objectives.  The scale is a guide and cannot cover every type of impact therefore judgement is required. 
 

Category Negligible 
(1) 

Minor 
(2) 

Moderate 
(3) 

Major 
(4) 

Extreme 
(5) 

 
Patient Experience 

Reduced quality 
patient 
experience/clinical 
outcome not directly 
related to delivery of 
clinical care  

Unsatisfactory 
patient 
experience/clinica
l outcome directly 
related to care 
provision – readily 
resolvable 
 

Unsatisfactory patient 
experience/ clinical 
outcome, short term 
effects – expect 
recovery less than 1wk  
 
Increased level of 
care/stay less than 7 
days 

Unsatisfactory patient 
experience /clinical 
outcome, long term 
effects - expect recovery 
over more than 1week 
 
Increased level of 
care/stay 7 -15 days 

Unsatisfactory 
patient 
experience/clinical 
outcome, continued 
ongoing long term 
effects 

 
Objectives/ Project 
 

Barely noticeable 
reduction in 
scope/quality/schedul
e  
 

Minor reduction 
in scope/quality/ 
schedule 
 

Reduction in 
scope/quality/project 
objectives or schedule 
 
 

Significant project over-
run 
 
 

Inability to meet 
project/corporate 
objectives, reputation 
of the organisation 
seriously damaged 

Injury /illness 
(physical and 
psychological) to 
patient/visitor/staff 

Adverse event leading 
to minor injury not 
requiring first aid  
No staff absence 
 
 

Minor injury or 
illness, first aid 
treatment 
required 
 
Up to 3 days staff 
absence  
 
 

Agency reportable, e.g. 
Police (violent and 
aggressive acts) 
 
Significant injury 
requiring medical 
treatment and/or 
counselling 
RIDDOR over 7- day 

Major injuries/long term 
incapacity /disability 
(e.g. loss of limb), 
requiring, medical 
treatment and/or 
counselling 
 
RIDDOR over 7- day 
absence due to major 

Incident leading to 
death(s) or major 
permanent incapacity 
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 absence due to 
injury/dangerous 
occurrences 

injury/dangerous 
occurrences  

 
Complaints/Claims 
 

Locally resolved verbal 
complaint 

Justified written 
complaint 
peripheral to 
clinical care 
 

Below excess claim.  
 
Justified complaint 
involving lack of 
appropriate care 

Claim above excess 
level.  
 
Multiple justified 
complaints 

Multiple claims or 
single major claim 
 
Complex Justified 
complaint 

Service/ Business 
Interruption 

Interruption in a 
service which does not 
impact on the delivery 
of patient care or the 
ability to continue to 
provide service 
 

Short term 
disruption to 
service with 
minor impact on 
patient 
care/service 
provision 
 

Some disruption in 
service with 
unacceptable impact 
on patient care 
 
Temporary loss of 
ability to provide 
service 
 
Resources stretched 
 
Potentially impaired 
operating capability 
 
Pressure on service 
provision 

Sustained loss of service 
which has serious 
impact on delivery of 
patient care resulting in 
major contingency plans 
being invoked 
 
Potentially impaired 
operating capability 
 
Temp service closure 
 

Permanent loss of 
core service/ facility 
 
Disruption to facility 
leading to significant 
“knock on” effect -- 
 
Inability to function 

 
Staffing and 
Competence 
 

Short term low staffing 
level temporarily 
reduces service quality 
(less than 1 day) 
 
Short term low staffing 

Ongoing low 
staffing level 
reduces service 
quality 
 
Minor error due 

Late delivery of key 
objective/service /care 
due to lack of staff 
 
Moderate error due to 
lack of/  ineffective 

Uncertain delivery of 
key 
objective/service/care 
due to lack of staff 
 
Major error due to lack 

Non-delivery of key 
objective/ 
service/care due to 
lack of staff.  
 
Loss of key staff 
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level (>1 day), where 
there is no disruption 
to patient care 

to lack of/ 
ineffective 
training/ 
implementation 
of training 
 
 

training / 
implementation of 
training 
 
ngoing problems with 
staffing levels  

of/  ineffective training / 
implementation of 
training 

Critical error due to 
lack of/  ineffective  
training/ 
implementation of 
training  

Financial (including 
Damage/Loss/Theft
/ Fraud  

Negligible 
organisational/ 
personal financial loss 
up to £100k 

Minor 
organisational/ 
personal financial 
loss of £100k - 
£250K 

Significant 
organisational/persona
l 
 financial loss of £250k 
- £500k 

Major 
organisational/personal 
financial loss of £500k - 
£1m 

Severe organisational 
financial loss of more 
than £1m 

 
Inspection/ 
Audit 
 

Small number of 
recommendations 
which focus on minor 
quality improvement 
issues 
 

Recommendation
s made which can 
be addressed by 
low level of 
management 
action 
 
 

Challenging 
recommendations that 
can be addressed with 
appropriate action 
plan 
 
Improvement Notice 
 

Enforcement/prohibitio
n action 
 
Low Rating 
 
Critical report 
 

Prosecution  
 
 
Zero rating 
 
Severely critical 
report 
 

 
Adverse Publicity/ 
Reputation 
 

Rumours, no media 
coverage 
 
Little effect on staff 
morale 

Local media 
coverage – short 
term 
Some public 
embarrassment 
Minor effect on 
staff 
morale/public 
attitudes 

Local media - long-
term adverse publicity  
 
Significant effect on 
staff morale/public 
perception of the 
organisation 
 
Local MSP/SEHD 
interest 

National media adverse 
publicity less than 3 
days 
 
Public confidence in the 
organisation 
undermined 
 
Use of services affected 

National/Internationa
l media/ adverse 
publicity, more than 3 
daysMSP/MP/SEHD 
concern (Questions in 
Parliament) 
 
Court 
Enforcement/Public 
Enquiry/FAI 
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Likelihood – What is the likelihood of the risk occurring? Assess using the criteria below. 

Rare 
(1) 

Unlikely 
(2) 

Possible 
(3) 

Likely 
(4) 

Almost Certain 
(5) 

It is assessed that the risk is 
very unlikely to ever happen.  

It is assessed that the risk is 
not likely to happen.  

It is assessed that the risk 
may happen.  
  

It is assessed that the risk 
is likely to happen.  

It is assessed that the risk 
is very likely to happen.  

Will only occur in 
exceptional circumstances 

Unlikely to occur but 
potential exists 

Reasonable chance of 
occurring - has happened 
before on occasions 

Likely to occur - strong 
possibility 

The event will occur in 
most circumstances 
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Risk Assessment Table – Multiply likelihood score by impact score to determine the risk rating (score). 
 

 
 

Review Timescales – When a risk rating has been assigned the criteria below should be used to assess the review timescales. 
 

Very High or High Requires monthly monitoring and updates. 

Medium Requires quarterly monitoring and updates. 

Low Requires quarterly monitoring and updates. 
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NHS FORTH VALLEY NHS BOARD 
TUESDAY 28 SEPTEMBER 2021 

5.3 Remuneration Committee Proposed Meeting Dates 2021 – 22 & 2022 - 23 
For Approval  

Executive Sponsor: Cathie Cowan, Chief Executive 

Author: Linda Donaldson, Director of HR 

Executive Summary 

This paper presents the proposed meeting dates for 2021 – 22 and 2022 - 23, attached at 
Appendix 1, for the NHS Forth Valley Board Remuneration Committee to the NHS Board for 
approval. In the past, the Remuneration Committee was a sub-committee of the Staff 
Governance Committee. The Staff Governance Framework (4th Edition) identifies that the 
Remuneration Committee should be a committee of the NHS Board.     

In addition to providing the Board, through the Staff Governance Committee, with updates, the 
Remuneration Committee shall produce an Annual Report to the NHS Board and be presented 
by the Remuneration Committee Chair. 

Recommendation:  

The NHS Board is asked to:- 

• approve the proposed dates and timetable of activities as contained within this paper

Key Issues to be Considered: 

The Remuneration Committee is expected to work to nationally agreed timescales to link with 
the National Performance Management Committee (NPMC).  

Table 1 details the expected timetable of activities, however more recently COVID-19 has 
impacted on this timetable locally and nationally.  

Table 1: Timetable of activities 

ACTION TIMESCALE 

Agree Corporate objectives 30 April* 
Complete appraisal interviews for the preceding year 31 May 
Agree individual objectives for current year 31May 
Complete Personal Development Plans 30 June 
Achieve Remuneration committee sign off to appraisal outcomes for 
preceding year and objectives for current year 

30 June 

Submit reports to NPMC of provisional performance ratings 31 July 
Consideration of NPMC of provisional performance appraisal 
assessments 

30 September 

Complete mid-year reviews 30 November 
Effective date for payment of performance-based increases 1 April 
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* Good practice means that corporate objectives should ideally be agreed by 31 March in 
advance of the appraisal year although it is recognised that in practice this may not be 
possible.   
 
Financial Implications  
 
Not applicable 
 
Workforce Implications  
 
The implementation of the Terms of Reference will ensure application and implementation of 
fair and equitable pay systems on behalf of the NHS Board, as determined by Ministers and 
Scottish Government.   
 
Risk Assessment  
 
The Remuneration Committee ensures pay and conditions set nationally are complied with 
and appropriately implemented. 
  
Relevance to Strategic Priorities  
 
Implementation of the Terms of Reference will ensure compliance with NHS Scotland Staff 
Governance Framework (4th Edition).  
 
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 
 
The Terms of Reference have been discussed at the Staff Governance Committee and the 
Forth Valley NHS Board 
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Appendix 1 
Proposed Remuneration Committee Meeting Dates 
 
2021 – 22 
 
Date Time Venue Purpose 

Friday 17 September 
2021 
Stood down – new date 
to be identified and 
agreed 

1.00 pm – 2.30 pm  MS Teams Consideration of Start of Year 
Objectives, 2021 – 22 - 
Executive and Senior 
Manager Cohort  

Friday 10 December 
2021 

1.00 pm – 2.30 pm MS Teams Complete Mid-Year Reviews 
2022 – 23 

Consideration of NPMC of 
provisional performance 
appraisal assessments 

Friday 18 March 2022 1.00 pm – 2.30 pm  MS Teams  TBC 

 

2022 – 23 

Date Time Venue Purpose 

Tuesday 19 April 9.00 am MS Teams Agree Corporate Objectives 
for 2022/23 (Start of year) 

Tuesday 24 May 2022 9.00 am MS Teams Complete Objectives for 
2021/22 

Tuesday 22 November 
2022 

9.00 am MS Teams Mid-year Review 2022/23 
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FORTH VALLEY NHS BOARD 
TUESDAY 28 SEPTEMBER 2021  
 
6.1 Pandemic Covid-19 Update 
For Assurance 
 
Executive Sponsor:  Cathie Cowan, Chief Executive  
     
Author: Graham Foster, Director of Public Health and Strategic Planning 
 
 
Executive Summary 
 
This paper provides an update on the current status of the Covid-19 pandemic and describes our 
local response.  Dr Foster will also be available to give a verbal update at the meeting to cover any 
further developments after papers are distributed. 
 
Recommendation 
    
The Forth Valley NHS Board is asked to:  
 

• consider this public health update describing overall progress with responding to the 
pandemic and the latest updates for Forth Valley 

 
Key Issues  
 

• The pandemic control strategy has now entered a new phase where due to the effectiveness 
of vaccination there is less of an emphasis on population wide control measures. 

• Covid-19 vaccination has continued and every eligible adult has now had the opportunity to 
receive two doses of a Covid-19 vaccine.  

• The combination of the more infectious delta variant along with general easing of lockdown 
measures and increased social gatherings and travel has seen an increase in new infections 
and community transmission across Scotland. 

• The delta variant is more transmissible and, whilst vaccines are highly effective at reducing 
the risk of serious illness, they do not completely prevent infection or transmission. 

• Many vaccinated individuals experience mild to moderate symptoms or remain asymptomatic 
when infected however a number may still become very unwell and require inpatient care. 

• Hospitals across the country are under severe pressure with the combination of necessary 
Covid-19 control measures along with an increase in attendances and admissions due to 
Covid-19 and non-Covid related illnesses.   

• There are also staffing pressures due to an increase in the number of positive cases, the 
requirement for self-isolation along with ongoing efforts to deliver Covid-19 recovery plans. 

• Increasing hospital admissions typically lag behind increasing cases by around two or three 
weeks. 

• Hospital admissions have risen across Scotland in recent weeks.  The situation in FVRH is 
approximately the same as it was on 20th July 2021 with around 50 patients in local hospital 
and about five people in ITU being Covid-19 positive. This is an improving but variable 
situation which could be subject to further fluctuations and change over the coming weeks. 

• On 1st July 2021 Scotland recorded about 4234 cases in one day.  This peak then receded 
to 799 cases on 2nd August 2021 but rose again to 7521 cases on 2nd September. This has 
started to fall back over the past ten days or so with the seven-day rolling average of cases 
on 23 September 2021 being down to 3600.   
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• NHS Forth Valley’s Test and Protect Service continues to work well and is seamlessly linked 
to health protection who manage the more complex cases.  Currently there is a minimum of 
32 staff working each day.  This service has been extremely busy and nationally has had to 
adopt tracing over 10,000 cases a day. 

• Testing is key component of Covid controls with a peak of 73,000 PCR tests in one day plus 
a further 84,000 LFDs on the same day. Scotland has now carried out over 10 million Covid-
19 tests. 

• Most Covid cases are now sporadic but larger outbreaks and potential clusters are still being 
responded to quickly and assertively. 

• The requirement to support local care homes is continuing. 
• The requirement to support local schools continues and we are working in partnership with 

local education departments and school staff to implement changes to the national strategy 
and approach to contact tracing which involves isolating very close contacts of cases and 
keeping whole class isolation as a last resort. 

• A programme of third primary Covid doses for immunocompromised people plus the offer of 
third “booster” doses to front line NHS and care staff and older people is now underway as is 
the offer of a single dose of the Covid vaccine to all children aged 12-15. 

• The winter seasonal flu campaign is also now underway and will be the largest ever mounted 
with around 3.5 million doses of seasonal flu vaccine likely to be given.  

• The huge pressure on frontline NHS and social care services is the main priority and presents 
a daily challenge to the NHS Board, Health and Social Care Partnerships and local councils.  
A gold and silver command structure has been established with daily meetings to manage 
pressures across the health and care system.  There is significant and sustained pressure on 
hospital bed capacity due to high demand and a high level of delayed discharges for patients 
who are well enough to leave hospital but require a package of care at home or admission to 
a local care home.  This is a very challenging situation as we move towards winter and it 
being closely managed and monitored daily. 

 
 
Scottish Government Publications 
 
The Scottish Government continues to publish daily updates and documents with guidance on a 
range of topics including weekly updates on national modelling, travel guidance and the route map 
out of lockdown.  These are available at https://www.gov.scot/coronavirus-covid-19/ 
 
A National Data and Intelligence Network has been meeting throughout the pandemic and this work 
has supported both the publication of the weekly modelling updates and the publication of extensive 
data and information in dashboard form by Public Health Scotland.  
https://public.tableau.com/app/profile/phs.covid.19/viz/COVID-
19DailyDashboard_15960160643010/Overview 
 
Financial Implications  
 
Most elements of the Test and Protect response have had national funding as have the enhanced 
resources for the local Public Health team.  Detailed information is being provided to the NHS Board 
through regular Finance reports. 
 
Workforce Implications  
 
The core health protection service currently has five health protection nurses providing 4.5 WTE 
approx., six consultants (including the DPH) and one vacancy remains unfilled out to advert, (six 
WTE) two dental public health consultants (1 WTE) and around 100 test and protect contact tracing 
staff and a dedicated data analyst.  
 
A core team of up to 32 contact tracers (supported and supervised by public health consultants) 
continue to work 12 hours a day, seven days a week.  There is a continuing need to recruit and train 

https://www.gov.scot/coronavirus-covid-19/
https://public.tableau.com/app/profile/phs.covid.19/viz/COVID-19DailyDashboard_15960160643010/Overview
https://public.tableau.com/app/profile/phs.covid.19/viz/COVID-19DailyDashboard_15960160643010/Overview
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replacement staff. Additionally, administrative support staff record and report activity for a number of 
clinical and surveillance systems. 
 
Additional staff groups including the HR Directorate have been trained in Contact Tracing and provide 
our immediate contingency reserve.  Some of these contingency staff also provide weekend contact 
tracing cover in addition to their normal duties. 
 
Additional investment in IT such as laptops has reduced the need for dedicated accommodation with 
the team mostly now following a remote working model. 
 
Specialist health protection, public health and infection control nursing staff will continue to be 
required for the remainder of the pandemic and the recovery phase.  Staff who have been devoted 
to health protection duties will ultimately be available to be redeployed to wider public health tasks 
across health improvement, health service improvement, screening programmes and community 
planning. 
 
Risk Assessment 
 
Risk assessments have been produced and reviewed. A summary of risks identified include: 
 

• The situation continues to be closely monitored with measures adjusted in a phased manner.  
• Staffing challenges and rapid changes are being managed with flexible models. 
• Recruitment and training of staff over an extended period will be required as the recovery 

process is implemented requiring deployed staff to be repatriated to substantive posts. 
• There are always unknowns around how the pandemic will evolve and impacts of new 

treatments and vaccines. 
 

Relevance to Strategic Priorities 
 
This is relevant to the continued delivery of NHS Forth Valley’s Strategic objectives and the Public 
Health Scotland Act 2008. 
 
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 
 
NHS Scotland remains on an emergency footing. The approach is overseen by the System 
Leadership Team, the Contact Tracing Implementation Group, and the Care Homes Assurance 
Oversight Group. 
 
Recommended reading 
 

• Coronavirus Covid-19 Modelling the Epidemic in Scotland Issue 70 
https://www.gov.scot/collections/coronavirus-covid-19-modelling-the-epidemic/ 
 

https://www.gov.scot/collections/coronavirus-covid-19-modelling-the-epidemic/


 
 
 
FORTH VALLEY NHS BOARD 
TUESDAY 28 SEPTEMBER 2021 
  
6.2 Healthcare Associated Infection Reporting Template 
For Assurance 
 
Executive Sponsor: Prof Angela Wallace, 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), Clostridioides difficile infections 
(CDIs), device associated bacteraemias (DABs), incidents and outbreaks and all HAI other activities across 
NHS Forth Valley.   
 
Recommendation    
The NHS Board is asked to: 
 

• note the HAIRT report  
• note the performance in respect of the AOP Standards for SABs, DABs, CDIs & ECBs 
• note the detailed activity in support of the prevention and control of Health Associated Infection 

 
Key Issues to be Considered 
     

• Total SABS remain within control limits.  There were two hospital acquired SABs in August. 
• Total DABs remain within control limits. There were three hospital acquired DABs in August. 
• Total CDIs remain within normal control limits. There were no hospital acquired CDIs in August. 
• Total ECBs exceeded normal control limits There were four hospital acquired ECBs in August. 
• There have been no deaths with MRSA on the death certificate.  There was one C.difficile attributed  

death recorded on Part 2 of the death certificate. 
• There were two surgical site infections in August. 
• There were no outbreaks reported in August. 

 
Financial Implications 
None 
 
Workforce Implications 
None 
 
Risk Assessment 
Work is on trajectory to reduce all reducible SABs, DABs, ECBs and CDI infections across NHSFV to meet 
both national and local standards/expectations. 
  
Relevance to Strategic Priorities 
AOP Standards in respect of SABs, ECBs, DABs & CDIs 
 

• Staph aureus bacteraemia (SABs) 
There were 4 SABs this month.  To date, trajectory for achieving the AOP target is being met  

• Clostridioides difficile infection (CDIs) 
There were 2 CDIs this month.  To date, trajectory for achieving the AOP target is being met. 

• Escherichia coli bacteraemias (ECBs) 
There were 16 ECBs this month.  To date, achieving the AOP target is off trajectory. 

• Device associated bacteraemias (DABs) 
There were 11 DABs this month.  DABs remain within control limits. 
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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:   
 

• Paper is not relevant to Equality and Diversity 
 
Consultation Process 
Infection Prevention and Control Team  
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Healthcare Associated Infection Reporting Template (HAIRT) Page 4 

The HAIRT Report is the national mandatory reporting tool and is presented bi-monthly to the NHS Board.  This is a requirement 
by the Scottish Government HAI task Force and informs NHS Forth Valley (NHSFV) of activity and performance against 
Healthcare Associated Infection Standards and performance measures. 
 
This section of the report focuses on NHSFV Board wide prevention and control activity and actions. 
 
SUMMARY FOR THIS MONTH 
• COVID-19 inpatient numbers have steadily increased this month.   
• Ward visit non-compliances have decreased this month. 
• Escherichia coli bacteraemias have exceeded control limits. 

 
Performance at a glance 
 No of Cases Month RAG 

status 
RAG status toward AOP target (based on 
trajectory to March 2022) 

Staphylococcus aureus bacteraemia (SABs) 4   ↓  
Clostridioides difficile infection (CDIs) 2   ↔  
Escherichia coli Bacteraemia (ECB) 16   ↔  
Device associated bacteraemia (DABs) 11   
Hand Hygiene (SPSP) 98%   
National Cleaning compliance (Board wide) 95%   
National Estates compliance (Board wide) 95%   
Surgical Site Infection Surveillance (SSIS) 2   
 
Key infection control challenges (relating to performance) 
 

Staph aureus bacteraemia 
• There were two hospital acquired SABs this month. 
• There were two healthcare acquired SABs this month. 
• Total SAB cases remained within control limit this month. 

 
Device associated bacteraemia  
• There were three hospital acquired DAB this month.  
• There were 7 healthcare acquired DABs this month exceeding control limits. 
• There was one nursing home acquired DAB this month 
• Total DAB case numbers remained within control limits this month. 

 
E coli bacteraemia 
• There were four hospital acquired ECBs this month. 
• There were 7 healthcare acquired ECBs this month. 
• There was one nursing home acquired ECB this month. 
• Total ECBs case numbers exceeded control limits this month. 

 
Clostridioides difficile infection 
• CDI case numbers remain within control limits this month. 
• There were no hospital acquired CDIs this month.   

 
Surgical site infection surveillance 
• There were two surgical site infections recorded this month.  One abdominal hysterectomy and one c-section infection. 

 
Key HAI related activities 
• There were no MRSA recorded deaths reported this month.  There was C.difficile recorded on Part two of the death 

certificate reported this month. 
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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 – Clostridioides Infection 
AOP – Annual Operational Plan 
NES – National Education for Scotland 
IPCT – Infection Prevention & Control Team 
HEI – Healthcare Environment Inspectorate 
SSI – Surgical Site Infection 
SICPs – Standard Infection Control Precautions 
PVC  - Peripheral Vascular Catheter 
 
Definitions used for Staph aureus, device associated and E coli bacteraemias 
 
Definition of a bacteraemia 
Bacteraemia is the presence of bacteria in the blood. Blood is normally a sterile environment, so the detection of 
bacteria in the blood (most commonly accomplished by blood cultures) is always abnormal. It is distinct from sepsis, 
which is the host response to the bacteria. Bacteria can enter the bloodstream as a severe complication of infection 
(like pneumonia, meningitis, urinary tract infections etc), during surgery, or due to invasive devices such as PVCs, 
Hickman lines, urinary catheters etc. Transient bacteraemias can result after dental procedures or even brushing of 
teeth although this poses little or no threat to the person in normal situations. 
 
Bacteraemia can have several important health consequences. The immune response to the bacteria can 
cause sepsis and septic shock, which has a high mortality rate. Bacteria can also spread via the blood to other parts of 
the body (haematogenous spread), causing infections away from the original site of infection, such as endocarditis 
(infection of the heart valves) or osteomyelitis (infection of the bones). Treatment for bacteraemia is with antibiotics 
for many weeks in some circumstances, however cases such as Staph aureus bacteraemia usually 14 days of antibiotic 
therapy is required.  
 
Cause definitions for 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 be 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. 

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 
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HAI Surveillance 
 
NHS FV has systems in place to monitor key targets and areas for delivery.  Our surveillance and HAI systems and ways 
of working allow early detection and indication of areas of concern or deteriorating performance.  The Infection 
Prevention & Control Team undertakes over 180 formal ward audits per month in addition to regular weekly ward 
visits by the Infection Control Nurse; infection investigation is also a significant function within the team as part of our 
AOP target reporting.  This activity provides robust intelligence of how infection prevention is maintained across all 
areas in Forth Valley and is reported on a monthly basis to all appropriate stakeholders. 
 
Staph aureus bacteraemias (SABs) 
 
All blood cultures that grow bacteria are reported nationally and it was found that Staph aureus became the most 
common bacteria isolated from blood culture.  As Staph aureus is an organism that is found commonly on skin it was 
assumed (nationally) the bacteraemias occurred via a device such as a peripheral vascular catheter (PVC) and as such 
a national reduction strategy was initiated and became part of the then HEAT targets in 2006.  The target was a national 
reduction rather than a board specific reduction, however the latest target set for 2019-2022 are board specific, based 
on our current infection rates. 
 

NHS Forth Valley’s approach to SAB prevention and reduction 
 
All Staph aureus bacteraemia are monitored and reported by the IPCT.  Investigations to the cause of infection 
consist of examining the patients notes, microbiology, biochemistry and haematology reports to identify potential 
causes of the infection; from this, in most cases, a provisional cause is identified, however this is discussed further 
with the clinical team responsible for the management of the patient to assist further with the investigation. Any 
issues identified during the investigations, such as incomplete bundle completion etc is highlighted at this time and 
where appropriate an IR1 is reported. Once a conclusion has been agreed, the investigations are presented to the 
Infection Control Doctor/Microbiologist for approval.   The investigation is concluded with the IPCT reporting their 
findings to the clinical team and management. 
 
This data is entered into the IPCT database collated, analysed and reported on a monthly basis.  The analysis of the 
data enables the IPCT to identify trends in particular sources of infections, such as Hickman line infections etc and 
identifying areas requiring further support. The data also influences the direction of the HAI annual workplan. 
 
 
August 2021 
 

Monthly Total 4 
Hospital 2 
Healthcare 2 
Nursing Home 0 

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

 
Staph aureus bacteraemia total - April 21 to date – 16 

 
 
 
 
 
 
 

Total number of SABs reported this month 

 
 
Comments:   
Case numbers remain within control limits, no concerns to 
raise  
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Hospital Acquired SABs 

 
 
Comments:  Case numbers remain within control limits this 
month.   
 

Healthcare Acquired SABs 

 
 
Comments:  Case numbers remain within control limits this 
month.   
 

Breakdown 
 

Source 
No. of 
cases 

Healthcare 2 
Hickman 1 
Biliary tract 1 

Hospital 2 
PVC  

No attributed ward 1 
B21/22 1 

Grand Total 4 
 

There were 555 blood cultures taken this month, of those 
there were in total four blood cultures that grew Staph 
aureus.  This accounts for 0.7% of all blood cultures taken 
this month.  There were two hospital acquired SABs this 
month, this accounts for 0.3% of all blood cultures. 

  
Hospital SABs 

o Infection developed following the patient 
tampering with the PVC. As a result of this, 
the SAB not attributed to the ward. 

o Patient prescribed Flucloxacillin prior to 
discharge for cellulitis of cannula site. 
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Device Associated Bacteraemias (DABs) 
 
In addition to the nationally set targets, infections from an invasive device caused by Staph aureus would be 
investigated fully and reported, any other organism causing the same infection was not mandated to report nationally 
or to be investigated.  As a result of this, in 2014, the IPCT started reporting all bacteraemias attributed to an invasive 
device regardless of the bacterium causing the infection.  Due to the importance and significance of this surveillance, 
it is now part of our local AOP.  
 
NHS Forth Valley’s approach to DAB prevention and reduction 
 
Continual monitoring and analysis of local surveillance data enables the IPCT and managers to identify and work 
towards ways to reduce infections associated with devices.  All DABs are reviewed and investigated fully and 
highlighted to the patients’ clinicians, nursing staff and management. Where appropriate an IR1 is generated to enable 
infections that require learning is shared and discussed at local clinical governance meetings. 
 
In addition, on a weekly basis the IPCT assess bundle compliance of three invasive devices (PVCs, urinary catheters, 
CVCs etc) as part of their ward visit programme and this is reported in the monthly Directorate Reports.  
 
August 2021 

 
Monthly Total 11 
Hospital 3 
Healthcare 7 
Nursing Home 1 

 
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. 
 

Device associated bacteraemia total – April 21 to date - 32 

 

Total number of DABs reported this month 

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

Hospital Acquired DABs 

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

Healthcare Acquired DABs 

 
 
Comments:   
Case numbers exceed control limits, see narrative below. 
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Breakdown 
 

Source No. of cases 
Healthcare 7 

Hickman 4 
Urinary Catheter long term 2 

PICC line 1 
Hospital 3 

Urinary Catheter long term  
No attributed ward 1 

PVC  
No attributed ward 1 
B21/22 1 

Nursing home 1 
Supra Pubic Catheter  

Grand Total 11 
 
 

There were 555 blood cultures taken this month, of those 
there were in total 11 blood cultures that were associated 
with devices.  This accounts for 2.0% of all blood cultures 
taken this month.  There were three hospital acquired 
DABs this month, this accounts for 0.5% of all blood 
cultures taken this month. 
 
Hospital DABs 

o Patient admitted due to complications with 
the urinary catheter and referral to urology for 
assessment for suprapubic catheter. Patient 
developed infection shortly after admission. 

o PVC infection – refer to SAB table above. 
 

Healthcare DABs 
This month has seen case numbers exceed control limits 
due to an increase in Hickman line infections.  Infections 
had arisen following chemotherapy (x2) and admitted with 
pyrexia and later confirmed line sepsis (x2).  All cases were 
distinct with no areas of commonality identified following 
investigations. 

 
Hospital – PVC 

 
 
Comments:  Case numbers remain within control limits, no 

concerns to raise. 
 

Hospital – Urinary catheter long term 

 
 
Comments:  Case numbers remain within control limits, no 

concerns to raise. 
 

Healthcare – Hickman line 

 
 

Comments:  Case numbers exceed control limits, see narrative 
above. 
 

Healthcare – Urinary Catheter long term 

 
 
Comments:  Case numbers remain within control limits, no 

concerns to raise. 

 
 
 
Escherichia coli Bacteraemia (ECB) 
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NHS Forth Valley’s approach to ECB prevention and reduction 
E coli is one of the most predominant organism of the gut flora and for the last several years the incidence of Ecoli 
isolated from blood cultures ie causing sepsis, has increase so much that it is the most frequently isolated organism 
in the UK.  As a result of this, the HAI Policy Unit has now included E coli as part of the AOP targets.  The most 
common cause of E coli bacteraemia (ECB) is from complications arising from urinary tract infections (UTIs), hepato-
biliary infections (gall bladder infections) and urinary catheters infections.   
 
In NHS FV, device associated bacteraemias (DABs) surveillance has been ongoing since 2014 and have seen a 
reduction in urinary catheter bacteraemias over the years including Ecoli associated infections and will hope to 
continue to reduce so to achieve our target for 2022.  
 
August 2021 
 

Monthly Total 16 
Hospital 4 
Healthcare 11 
Nursing Home 1 

 
 

E coli bacteraemia infection total – April 21 to date 64 

 

Total ECBs reported this month 

 
Comments:  Case numbers have exceeded control limits, see 
narrative below.  
 

Hospital Acquired ECBs 

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

Healthcare Acquired ECBs 

 
Comments:  case numbers are just within control limits, see 
narrative below 

  



Healthcare Associated Infection Reporting Template (HAIRT) Page 11 

Breakdown 
 

Healthcare 11 
Urinary Catheter long term 2 
UTI 2 
Biliary tract 2 
Respiratory tract 3 
Renal 1 
Unknown 1 

Hospital 4 
Urinary Catheter long term  

No attributed ward 1 
UTI  

A21 1 
Respiratory tract  

No attributed ward 1 
Unknown  

No attributed ward 1 
Nursing home 1 

Supra Pubic Catheter 1 
Grand Total 16 

 
 

 
There were 555 blood cultures taken this month, of those 
there were in total 16 blood cultures that grew E. coli.  This 
accounts for 2.8% of all blood cultures taken this month.  
Hospital ECBs accounted for 0.7% of all blood cultures taken. 
 
Hospital ECBs 

• Unknown – No cause of infection identified. 
• Respiratory tract - Patient admitted with infective 

exacerbation of bronchiectasis.  Not ward attributed 
due to relapse of infection on admission 

• Long term urinary catheter – Please refer to the DAB 
section of the report 

• Patient admitted with a history of recurrent UTIs  
 

Healthcare ECBs 
Analysis of the infections show no areas of commonality to 
identify opportunities to prevent infection.  Investigations are 
ongoing due to the case numbers reported; biliary sepsis, 
UTIs, respiratory infections and long term urinary catheters 
predominate this month. 
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Clostridioides difficile infection (CDIs) 
 
Following the Vale of Leven outbreak in 2007 where 131 patients were infected with C. difficle resulting in 34 deaths, 
it became mandatory for all health boards to monitor, investigate and report all infections associated with C. difficle.  
NHSFV has met its targets over the years and has maintained a low rate of infection.  Similar to the SAB target, the 
new target set for 2019-2022 is based on Forth Valley’s rate rather than an overall national rate. 
 
C. difficile can be part of the normal gut flora and can occur when patients receive broad spectrum antibiotics which 
eliminate other gut flora allowing C. difficile to proliferate and cause infection.  This is the predominant source of 
infection in Forth Valley.  C. difficile in the environment can form resilient spores which enable the organism to survive 
in the environment for many months and poor environmental cleaning or poor hand hygiene can lead to the organism 
transferring to other patients leading to infection (as what happened in the Vale of Leven hospital).  Another route of 
infection is when patient receive treatment to regulate stomach acid which affects the overall pH of the gut allowing 
the organism to proliferate and cause infection. 
 
Cause definitions for Clostridioides difficile infections 
 
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 

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 
 
 

NHS Forth Valley’s approach to CDI prevention and reduction 
Similar to our SABs and DABs investigation, patient history is gathered including any antibiotics prescribed over the 
last few months.  Discussion with the clinical teams and microbiologists assist in the determination and conclusion 
of the significance of the organism, as sometimes the organism isolated can be an incidental finding and not the 
cause of infection.  Data is shared with the antimicrobial pharmacist and cases are discussed at the Antimicrobial 
Management Group to identify inappropriate antimicrobial prescribing. 
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August 2021  
 

Monthly Total 2 
Hospital 0 
Healthcare 2 
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. 
 

Clostridioides difficile infection total – April 21 to date – 9 
 

 

Total number of CDIs reported this month 

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

Hospital Acquired CDIs 

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

Healthcare Acquired CDIs 

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

Breakdown 
 

Source No of Cases 
Healthcare 2 
Grand Total 2 

 

 
There were no hospital acquired CDIs this month. 
 
Healthcare CDIs were attributed to antimicrobial 
therapy and a recurrence of infection. 
 
Directorate reports and graphs can be accessed using 
the following link: 

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

 
 

  

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

New HAI AOP targets for 2019-2022 
On the 10th October 2019, a letter was sent to all Health Board Chief Executives highlighting our new HAI targets.  These targets 
are based on our (Forth Valley) current rates of infection and a percentage reduction has been set to be achieved by March 
2022.  This target is different from our previous targets and includes the reduction in hospital and healthcare acquired infections 
and does not include community acquired. (note, community acquired infections are included in this report. The data will be 
adjusted in next and subsequent reports).  Hospital and healthcare acquired infections are now classified as healthcare 
infections as it is perceived nationally that all hospital and healthcare infections are all reducible.  For continuity, we will 
continue to report separately hospital and healthcare infections to maintain our quality and transparency in our data, however, 
the total number of infections will reflect on what we are reported nationally and in line with our set targets.  In addition to 
SABs and CDIs targets, Escherichia coli bacteraemia (ECB) is now included in our targets.   
 
The data is currently being reformatted to address these targets and will be included in future reports.  Please see table below 
for our new targets: 
 

         

  

2018/19 Rate (base 
line) per 100,000 

total bed days 

No of cases 
(per 

annum) Reduction % 
Date for 

reduction 
Target rate per 100,000 

total bed days 

Target 
cases per 
annum 

ECB 40.8 135 25 2022 30.6 101 

SAB 16.6 55 10 2022 14.9 50 

CDI 11.4 38 10 2022 10.3 34 
 

 
AOP target progress to date 
 

 

 
Comments:  Case numbers have decreased this month, 
however as the AOP target is based on a mean rate 
achieving the target for March 2022 will be challenging. 

 

 
Comments:  Case numbers have decreased this 
month. 

 

 
Comments:  Case numbers have remained the same this 
month.  No concerns to raise.  

 
Target Status 
ECB ↓ 
SAB ↓ 
CDI ↔ 
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Surgical Site Infection Surveillance (SSIS) 
 
Surgical site infection surveillance is the monitoring and detection of infections associated with a surgical procedure.  
In Forth Valley, the procedures include, hip arthroplasty, Caesarean section, abdominal hysterectomy, major vascular 
surgery, large bowel, knee arthroplasty and breast surgeries.  We monitor patients for 30 days post surgery including 
any microbiological investigations from the ward/GP for potential infections and also hospital readmissions relating to 
their surgery.  Any infection associated with a surgical procedure is reported nationally to enable board to board 
comparison.  NHS Forth Valley infection rates are comparable to national infection rates.  
 

NHS Forth Valley’s approach to SSI prevention and reduction 
Surgical site infection criteria is determined using the European Centre for Disease Control (ECDC) definitions.  Any 
infection identified is investigated fully and information gathered including the patients weight, duration of surgery, 
grade of surgeon, antibiotics given, theatre room, elective or emergency etc can provide additional intelligence in 
reduction strategies.  The IPCT monitor closely infection rates and any increases of SSIs are reported to management 
and clinical teams to enable collaborative working to reduce infection rates. 

 
August Breakdown 

Procedure Confirmed SSI  

Abdominal Hysterectomy (v) 1 

Breast Surgery (v) 0 

Caesarean Section (m) 1 

Knee Arthroplasty (v) 0 

Hip Arthroplasty (m) 0 

Major Vascular Surgery (m) 0 

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. 
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Large Bowel Surgery 

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

 
National surveillance reporting has been suspended due to 
COVID-19. 
 
 

 
 
Meticillin resistant Staphylococcus aureus (MRSA) & Clostridioides 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 MRSA recorded deaths reported this month.  There was one Clostridioides difficile 
recorded on Part two of the death certificate. 
 
 

 
SPSP Hand Hygiene Monitoring Compliance (%) Board wide 
 

Data taken from TCAB (self reported by ward staff) 
 

 Sept 
2020 

Oct 
2020 

Nov 
2020 

Dec 
2020 

Jan 
2021 

Feb 
2021 

Mar 
2021 

Apr 
2021 

May 
2021 

June 
2021 

July 
2021 

Aug 
2021 

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

 
 

 
  

https://www.nrscotland.gov.uk/statistics-and-data/statistics/statistics-by-theme/vital-events/deaths
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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. 
 
Estates & Cleaning Scores April – June 2021 (Quarter 2) 
 

 
  

 
 

 
 
 

 
Bellsdyke Hospital & Falkirk Community Hospital Estate Scores 
 
This quarter, the estate score from Bellsdyke Hospital and Falkirk Community Hospitals have remained 
relatively stable this quarter compared to the previous quarter (Bellsdyke 89%, Falkirk Community Hospital 
89%). 
 
 
 
  

                                             Cleaning Compliance        Estates Compliance

Board 
Total
95%

FCH
93%

Bo'ness
97%

Bellsdyke
95%

FVRH
96%

CCHC
94%

SCV
93%

Board 
Total
95%

FCH
89%

Bo'ness
90%

Bellsdyke
88%

FVRH
97%

CCHC
96%

SCV
97%
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Ward Visit Programme  
 
Below are table and graphs detailing the non-compliances identified during the ward visits. 

 

  
Patient 

Placement 
Hand 

Hygiene PPE 

Managing 
Patient 

Care 
Equipment 

Control of the 
Environment 

Safe Management 
of Linen 

Safe 
Disposal 
of Waste Totals 

Acute 
Services 5 2 11 40 23 7 9 97 

Primary Care 
& Mental 

Health 
Services 0 0 0 2 7 0 0 9 

WC&SH 
Directorate 0 0 0 0 0 0 0 0 

Totals 5 2 11 42 30 7 9 106 
 
All non-compliances are fed back to the nurse in charge immediately following the ward visit.  A follow-up email is also sent to the 
ward and service manager.  Details of each non-compliance are reported in the monthly HAI Service Reports.  This month has seen 
a decrease in non-compliances.   
 
 
 
 

Board Wide Total Non-Compliances 

 
Comments: Non-compliances have decreased this month. 
 
 

Acute Services Total Non-Compliances 

 
Comments: Non-compliances have decreased this month.  

Primary Care & MH Services Total Non-Compliances 

 
Comments: Non-compliances have decreased this month. 
 
 

Women & Children & SH Total Non-Compliances 

 
Comments: There were no non compliances recorded this 
month. 
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Acute Services 

 
 

 

 
 

Primary Care & Mental Health Services 
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Incidence / Outbreaks  
 
All outbreaks are notified to Health Protection Scotland and Scottish Government (see below for further details). 
 
Healthcare Acquired Infection Incident Template (HAIIT) 
The HAIIT is a tool used by boards to assess the impact of an incident or outbreak.  The tool is a risk assessment and 
allows boards to rate the incident/outbreak as a red, amber, or green.  The tool also directs boards whether to inform 
Health Protection Scotland/SGHD of the incident (if amber or red), release a media statement etc.  
 
There were no incidence or outbreaks reported this month.  
 
COVID-19 
Covid-19 admissions and overall inpatient numbers in August steadily increased throughout the month.  See graph 
below. 
 

 
 
On a weekly basis Health Protection Scotland publish infection figures based on electronic data submitted to them on 
the rate of COVID-19 infection that has been acquired during the patients hospital stay.  This is calculated solely based 
on the time the patient was admitted to the hospital and the incubation period of COVID-19 (14 days).  For example, 
if a patient stay has exceeded 14 days and became COVID-19 positive after day 14 then it is determined to be hospital 
acquired.  Based on purely on admission times does not necessarily mean hospital acquired, however, these are the 
limitations of the data and the report.  NHS Forth Valley’s rate for hospital onset COVID is currently 0.9%. 
 
The table below shows the latest report and Forth Valley’s position nationally up to August 22nd 2021. 
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Care Homes 
 
In collaboration with the Care Assurance Team, work continues supporting care homes during identified outbreaks 
and clusters across Forth Valley.  To further strengthen IPC support to care homes, the IPCT has successfully appointed 
two nursing staff to enable a more proactive and structured approach to care homes.  It is hoped that appointments 
will take place In October 2021. 
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6.3 Recovery & Performance Scorecard  
For Assurance 
 
Executive Sponsor: Mrs Cathie Cowan, Chief Executive 
 
Author: Ms Kerry Mackenzie, Head of Policy & Performance 
 
 
Executive Summary 
 
The overall approach to performance within NHS Forth Valley underlines the principle that 
performance management is integral to the delivery of quality improvement and core to sound 
management, governance, and accountability. The Recovery & Performance Scorecard is 
presented to enable the NHS Board to fulfil its responsibility in respect of effective monitoring of 
system-wide performance. 
 
Recommendation 
     
The Performance & Resources is asked to:  
 

• note the current key performance issues  
• note the detail within the Recovery & Performance Scorecard 

 
Key Issues to be Considered  
 
The Recovery & Performance Scorecard considers our System-Wide Remobilisation Plan which 
sets out how we safely continue the resumption of services whilst taking account of the different 
ways in which we have been working during the pandemic and considers the ongoing impact as we 
move forward. Additionally, there is a focus on establishing more of a ‘norm’ going forward with the 
inclusion of monthly key performance measures.  
 
Following a planned review, the revised scorecard was presented to and endorsed the Performance 
& Resources Committee in August. Internal Audit provided a number of suggestions to consider in 
terms of the scorecard review. All points were considered with a number adopted or adapted for 
inclusion. Where a suggestion was rejected this was because the group felt that it was already 
reported via another assurance committee or reporting template. Discussions are ongoing with the 
Corporate Risk Manager around the presentational aspect of linking key performance issues with 
the relevant strategic risk. 
 
The format has been developed to provides a comprehensive ‘at a glance’ view of measures. Work 
is on-going to ensure accuracy of data, that all the definitions and reporting periods remain 
appropriate and meaningful, and that suggested additions are included where possible. A review 
further will be scheduled in the new year. 
 
The Scorecard is circulated to the System Leadership Team (SLT) and the Non-Executive Directors 
of the Board on a weekly basis. This will continue along with a full monthly update presented to the 
NHS Board and Performance & Resources Committee. 
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Scorecard format 
 

 Notes have been included describing the scorecard headings and providing definitions and 
detail in relation to the indicators and targets, with some additions and amendments made 

 The scorecard has been split into Recovery Measures, Key Performance Measures, and 
Response Measures with associated graphs/run charts where relevant 

 The majority of Recovery and Response measures are reported on a weekly basis 
 Key Performance Measures are designed to support the overall recovery position and 

provide a month on month progress overview  
 The previously reported eight key standards that are most important to patients are included 

within the Key Performance Measures; cancer targets, 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 

 Where a Forth Valley wide measure is reported any areas of challenging performance within 
a specialty will be highlighted in the narrative 

 Note that Measures, Graphs and Key Performance Issues narrative are linked and should 
be viewed as such 

 Average Length of Stay – work underway to review accuracy  
 Work to include a Scotland comparison where possible is underway 
 Two new measures are currently still under development i.e., mental health attendances at 

ED and Clinic utilisation  
 Readmissions – work completed with data reported as a percentage readmission rate 

providing a more accurate picture   
 Percentage bed occupancy, and number of delayed discharges at FVRH and Community 

Units now reported as a weekly position 
 
Performance Issues 

 
• Unscheduled Care  

Overall compliance for with the 4 hour target in August 2021 was 74.6%; Minor Injuries Unit 99.7%, 
Emergency Department 64.3%. In August 2021, a total of 1914 patients waited longer than the 4 
hour target across both the ED and Minor Injuries Unit (MIU); with 274 waits longer than eight hours 
and 41 waits longer than 12 hours. The main reason for patients waiting beyond 4 hours was ‘wait 
for first assessment’ with a cohort of 1376 patients. 
 
The position within ED continues to be extremely challenging into September with variation in 
performance. 
 

• Scheduled Care  
Pressures within the system are being monitored and managed on a day by day basis to minimise 
where possible any impact on activity however the position into September has been challenging 
and has impacted on delivery of planned treatment.  
 
At the end of August 2021, there were 17,947 patients waiting for a first outpatient appointment; 
8,226 of which were waiting beyond 12 weeks. In August 2021, the number of inpatients/daycases 
waiting reduced to 2,940 with the number waiting beyond 12 weeks reducing to 1,290.  
 
The July 2021 position is noted as:  

o 62-day target – 81.3% which is a slight reduction in performance compared to the June 
position of 82.1% 

o 31-day target – 98.1% 
 

The provisional position for the April to June 2020 quarter is that 85.9% of patients were treated 
within 62 days of referral with a suspicion of cancer. During the same period, 97.8% of patients were 
treated within 31 days of the decision to treat.   
 
At the end of August 2021: 396 patients were waiting beyond 6 weeks for imaging with 88.4% 
compliance; 305 patients were waiting beyond 6 weeks for endoscopy with 51.4% compliance. 
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• Psychological Therapies   

In August 2021, 63.7% of patients started treatment within 18 weeks of referral. This is an 
improvement from 58.2% in July 2021 however a reduction from 83.4% in August 2020. The 
prioritisation of patients who have experienced long waits will adversely impact on performance 
against the 90% 18-week referral to treatment standard. 
 
A robust programme of work is in place to support improvements including engagement with the 
Scottish Government’s Enhanced Support Programme.  
 

• Child & Adolescent Mental Health Services 
In August 2021, 69.2% of patients started treatment within 18 weeks of referral. This is an 
improvement from 54.8% in July 2021 and 37.2% in August 2020. Urgent referrals and those who 
have experienced longer waits continue to be prioritised which adversely impacts on our 
performance against the 90% 18-week referral to treatment standard.  
 
A multi-level improvement plan is in place with NHS Forth Valley receiving a tailored programme of 
enhanced improvement support from the Scottish Government.  
 

• Workforce 
The sickness absence target is 4.0% with NHS Forth Valley working towards a local milestone target 
of 4.5% agreed at the Staff Governance Committee. Absence remains above the target at 6.21% in 
July 2021. This is an increase from 6.16% in June 2021 and 5.47% in July 2020.  
 
Coronavirus absences are recorded as Special Leave and are not included within the sickness 
absences figures. The absence for Coronavirus reasons is noted as 1.79% in July 2021; a slight 
increase or decline from 1.72% in June 2021. Total absence for July 2021 is 8.0%, an increase from 
a total of 7.88% in June 2021. 
 

• Delayed Discharges 
The August 2021 census position in relation to standard delays (excluding Code 9 and guardianship) 
is 89 delays; an increase from 79 in July. There was a total of 28 code 9 and guardianships with one 
infection code. In addition, there were nine code 100 patients (These patients are undergoing a 
change in care setting and should not be classified as delayed discharges however are monitored). 
 
The number of bed days occupied by delayed discharges (excluding code 9 and 100) at the August 
2021 census was 2101, this is an increase from 1383 in July. 
 

• Test & Protect 
The Test and Protect Service continues to work well and is linked to health protection who manage 
the more complex cases.  NHS Forth Valley continues to work to ensure that the prerequisite number 
of staff is in place working 8am to 8pm Monday through Sunday with the ability to increase this 
number should it be required. There is currently a minimum of 32 staff working each day however 
there is the ability to request mutual aid should this be deemed necessary. 
 
Following a significant weekly increase in the number of cases in August, with a peak of about 2,500 
cases, numbers have started to reduce albeit levels remain high.  
 

• Covid-19 Vaccination 
The COVID vaccination programme continues in line with Scottish Government guidance and Joint 
Committee on Vaccination and Immunisation (JCVI) recommendations. The programme continues 
to be delivered taking account of guidance received.  
 
Financial Implications 
 
Financial implications and sustainability are being considered within the overall remobilisation 
agenda working closely with Scottish Government colleagues. The Finance Report is a standing 
item on the Forth Valley NHS Board meeting agenda.  
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Workforce Implications 
 
Overarching workforce plan in place to support remobilisation plans along with a focus on staff health 
and wellbeing.  
 
Risk Assessment  
 
COVID-19 remobilisation is noted as a Strategic Risk and as such is considered through the 
Strategic Risk Register as a risk assigned to the Performance & Resources Committee.  
 

• SRR.012: COVID-19 Remobilisation - If NHS Forth Valley does not deliver an effective re-
mobilisation plan in response to COVID-19 there is a risk we fail to manage demand on 
services and miss opportunities for long term change / improvement  
 

In terms of performance there are also direct links to SRR.002 Unscheduled Care and SRR.004 
Scheduled Care. The Strategic Risk Register Update is a regular item on the NHS Board agenda. 
 
Relevance to Strategic Priorities 
 
Re-mobilise, Recover, Re-design: The Framework for NHS Scotland, published on 31 May 
2020, continues to provide the over-arching context for our current remobilisation plan, including 
the principles and objectives for safe and effective mobilisation. 
 
Remobilisation Plan 4 is being developed for submission to the Scottish Government at the end of 
September 2021. The purpose of this update is to recognise the uncertainty during the Covid-19 
Pandemic, and the substantial developments which have happened in a short period of time. This 
provides an opportunity to review and update our System-Wide Remobilisation plan to ensure that 
it continues to reflect the current situation, six months into 2021/2022 
 
The NHS Recovery Plan 2021 – 2026 was published on 25 August 2021. The Plan sets out key 
headline ambitions and actions to be developed and delivered now and over the next 5 years with a 
focus on ensuring the process of recovery also delivers long term sustainability. 
 
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 
 
The System-Wide Remobilisation Plan has been informed by our senior clinical and non-clinical 
decision makers in primary and community care, health and social care partnerships, acute hospital 
and support services, and their service specific mobilisation plans. 
 
The Recovery Scorecard Short Life Working Group, led by the Medical Director, met on 23 August 
to review the scorecard. The revised Recovery & Performance Scorecard was endorsed by the 
Performance & Resources Committee. The scorecard will be reviewed in approximately 6 months. 
 
 
 
 
 
 



Scorecard Detail

Target Type
FV - Local target/measure set and agreed by NHS Forth Valley; SG_R - Target/measure set by Scottish Government in relation 
to remobilisation planning; SG - Target/measure set by Scottish Government 

Frequency Frequency of monitoring in relation to scorecard

Measure Brief description of the measure 

Date Date measure recorded

Target Agreed target position

Current Position As at date 

Previous Position Previous month, week or day dependent on frequency of monitoring

Run Chart  - indicates run chart associated with measure is available 

Key to Direction of travel ▲ - Improvement in period or better than target

▼ - Deterioration in period or below target

◄► - Position maintained

Indicator Definitions and Detail

Emergency Department (ED)
Hospital department which typically provides a consultant-led, 24 hour service with full resuscitation facilities and designated 
accommodation for the reception of emergency patients.

Accident & Emergency (A&E)
Collectively the term Accident and Emergency (A&E) Services includes the following site types: Emergency Departments (EDs); Minor 
Injury Units (MIU); community A&Es or community casualty
departments that are GP or nurse led; Trolleyed areas of an Assessment Unit 

Unscheduled Care Definition
Unscheduled care (USC) is sometimes referred to as unplanned, urgent or emergency care, and is care which cannot be 
planned in advance. This can happen at any time, 24 hours a day, seven days a week. 

ED Percentage Compliance
National standard for A&E waiting times is that new and unplanned return attendances at an A&E service should be seen and 
then admitted, transferred or discharged within four hours. This standard applies to all areas of emergency care such as EDs, 
assessment units, minor injury units, community hospitals, anywhere where emergency care type activity takes place. 

The measure is the proportion of all attendances that are admitted, transferred or discharged within four hours of arrival.

95% of patients should wait no longer than four hours from arrival to admission, discharge or transfer for A&E treatment.

Number of ED Attendances Number of ED attandances and a target of 'Reduction' is relevant in relation to capacity and flow. 

Emergency Admissions Admission to a hospital bed following an attendance at an A&E service

Elective Target Average weekly projection 

New Outpatient Activity
An outpatient is categorised as a new outpatient at his first meeting with a consultant or his representative following an 
outpatient referral. Outpatients whose first clinical interaction follows an inpatient episode are excluded. 

Diagnostics 
Waiting times standard is that patients should be waiting no more than six weeks for one of the eight key diagnostic tests and 
investigations - Xray, Ultrasound, CT, MRI, Colonoscopy, Upper Endoscopy, Lower Endoscopy, Cystoscopy

Unavailability
Unavailability, for patients without a date for treatment, is a period of time when the patient is unavailable for treatment. 
Unavailability can be for medical or social reasons

Did Not Attend (DNA)
A patient may be categorised as did not attend (DNA) when the hospital is not notified in advance of the patient's 
unavailability to attend on the offered admission date, or for any appointment.

Treatment Time Guarantee (TTG) 
There is a 12 week maximum waiting time for the treatment of all eligible patients who are due to receive planned treatment 
delivered on an inpatient or day case basis

Clinical Priority - P1, P2, P3, P4 Applicable to elective TTG patients as part of the implementation of COVID-19 Clinical Prioritisation Framework

P1a - Procedure (for surgical patients) or admission (medical patients) needed within 24 hours

P1b - Procedure (for surgical patients) or admission (medical patients) needed within 72 hours

P2 - Clinical assessment determines procedure (for surgical patients) or admission (medical patients) required within 4 weeks

P3 - Clinical assessment determines procedure (for surgical patients) or admission (medical patients) required within 12 weeks
P4 - Clinical assessment determines procedure (for surgical patients) or admission (medical patients) may be safely scheduled 
after 12 weeks

Readmissions
This is the measure of patients readmitted as an emergency to a medical/surgical specialty within 7 days or 28 days of the 
index admission

Psychological Therapy 18 week RTT
The 18 Weeks RTT is a whole journey waiting time standard from initial referral to the start of treatment. The standard has 
been determined by the Scottish Government and states that 90.0% of patients should have a completed pathway within 18 
weeks.

Child & Adolescent Mental Health Services 
(CAMHS) 18 week RTT

The 18 Weeks RTT is a whole journey waiting time standard from initial referral to the start of treatment. The standard has 
been determined by the Scottish Government and states that 90.0% of patients should have a completed pathway within 18 
weeks.

Bed Occupancy
The percentage occupancy is the percentage of average available staffed beds that were occupied by inpatients during the 
period.

Average Length of Stay This is the mean length of stay (in days) experienced by inpatients 

Sickness Absence Hours lost due to sickness absence / total hours available (%)

Absence for Covid-19 reasons
Coronavirus absences are recorded as Special Leave they are not included within the sickness absences figures. Therefore the 
absence for Covid-19 reasons is hours lost due to Covid-19/ total hours available (%)



Delayed Discharge 
A delayed discharge is a hospital inpatient who has been judged clinically ready for discharge by the responsible clinician in 
consultation with all agencies involved in planning that patient's discharge, and who continues to occupy the bed beyond the 
ready for discharge date

Bed Occupancy
The percentage occupancy is the percentage of average available staffed beds that were occupied by inpatients during the 
period. 85% is the nationally agreed standard supporting optimum flow 

Number of deaths death in hospital since start of 
outbreak

Cumulative number of deaths in hospital since the start of the outbreak

Number of deaths since start of outbreak - all 
locations 

Weekly provisional figures on deaths registered where coronavirus (COVID-19) was mentioned on the death certificate in 
Scotland. Figures are based on date of registration. Week runs from Monday to Sunday. Locations include Care Home, 
Home/non-institution, Hospital, Other institution e.g prison

Hospital staff testing The number of eligible staff tested in specilaist cancer wards.

Care Home Testing - Staff 
Recording of the number of staff tested against the number of staff eligible and available for testing as a percentage – Only 
staff who are at work in the care home should be included and those staff who are not at work for any reason should be 
excluded from this number e.g. annual leave, sick leave, days off, self-isolating or working elsewhere.  

Index Case The first documented case in a group of related cases or potential cases. 

Flu Vaccinations 
The number carried out as a percentage of the eligible cohort. The target is described as the estimated take up rate as a 
percentage

COVID Vaccination Programme The percentage of the number eligible for the vaccine vaccinated with 1st dose and 2nd dose



Key Performance Issues 
Unscheduled Care 

Overall compliance for with the 4 hour target in August 2021 was 74.6%; Minor Injuries Unit 99.7%, Emergency Department 64.3%. In August 2021, a total of 1914 
patients waited longer than the 4 hour target across both the ED and Minor Injuries Unit (MIU); with 274 waits longer than eight hours and 41 waits longer than 12 hours. 
The main reason for patients waiting beyond 4 hours was ‘wait for first assessment’ with a cohort of 1376 patients. Wait for a Bed accounted for 190 patients waiting 
beyond 4 hours with Clinical Reasons accounting for 163 breaches. 

The weekly position is detailed in the Recovery Measures with graph U1 & U2 highlighting the position over time in respect of ED attendance and compliance noting an 
increasing trend in the number of attendances however this has not reached pre-Covid rates. Graph U3 & 4 details the percentage of patients being seen within the 4 
hour waiting times standard and highlights a deteriorating trend. The weekly figures highlight compliance with 4 hour standard as Forth valley 53.4% and Scotland 71.5%. 
The position within ED remains extremely challenging into September with variation in performance continuing and length of stay, delayed discharges and time of 
discharge from hospital all having an impact on the flow through ED. Focus remains on ensuring patient and staff safety with daily meetings in place to review urgent 
actions required to improve the system capacity and flow. 

As previously highlighted a programme of redesign is planned as a key part of NHS Forth Valley’s plan to improve the unscheduled care performance across Forth Valley by 
responding to challenges and emerging issues through a series of three programmes; Access, Optimise and Transfer. The programmes are aligned to key drivers and to an 
overarching vision of ‘Transforming Our Care’. The core objectives are around: Continuing to improve the quality and safety of our patients; Improving performance 
against the four hour standard; Ensuring our care is patient centred and well-coordinated (working in partnership).  The Access programme within ‘Transforming our Care’, 
will see the Emergency Department reviewed in its totality including pathways into and out of ED.
Scheduled Care

NHS Forth Valley, in line with the rest of NHS Scotland, continues to prioritise and treat those patients most in need of surgery with the application of clinical prioritisation 
to support appropriate, timely and safe care - Priority level 1a - Procedure (for surgical patients) or admission (medical patients) needed within 24 hours; Priority level 1b - 
Procedure (for surgical patients) or admission (medical patients) needed within 72; Priority level 2 - Clinical assessment determines procedure (for surgical patients) or 
admission (medical patients) required within 4 weeks; Priority level 3 - Clinical assessment determines procedure (for surgical patients) or admission (medical patients) 
required within 12 weeks; Priority level 4 - Clinical assessment determines procedure (for surgical patients) or admission (medical patients) may be safely scheduled after 
12 weeks.  

Urgent elective outpatient, daycase and inpatient services to support vital suspected cancer presentations continue with robust monitoring in place in relation to 
additions to the 31 day and 62 cancer pathways. The number of patients being tracked on the 62-day cancer pathway is increasing with over 1240 patients currently 
tracked however the number of confirmed cancer cases remain relatively stable.

At the end of August 2021, there were 17,947 patients waiting for a first outpatient appointment; 8,226 of which were waiting beyond 12 weeks. This is a decrease from 
the July 2021 position of 18,179 patients waiting for a first outpatient appointment however an increase in the number waiting beyond 12 weeks. 54.2% of patients were 
waiting less than 12 weeks for a first appointment. 

At the end of July 2021, there were 3,006 inpatients/daycases waiting with 1,352 waiting beyond 12 weeks. In August 2021, the number of inpatients/daycases waiting 
decreased to 2,940 with the number waiting beyond 12 weeks reducing to 1,290. 

Pressures within the system are being monitored and managed on a day by day basis to minimise where possible any impact on activity however the position into 
September has been challenging and has impacted on delivery of planned treatment. 

Diagnostics

At the end of August 2021: 396 patients were waiting beyond 6 weeks for imaging with 88.4% compliance; 305 patients were waiting beyond 6 weeks for endoscopy with 
51.4% compliance. The position in respect of endoscopy is improving month on month. 

Radiology has seen an exceptional increase in the numbers of CT and Ultrasound requests since June 2021.  This increase is predominantly as a result of the remobilisation 
of clinics and GP requests. As a result of the increase the average length of wait for a CT scan has increased from 20 days to 68 days and for ultrasound there has been an 
increase from 22 days to 48 days. 

A number of actions are being explored in terms of an extended day model of working whilst continuing to prioritise urgent request. 

Cancer 

The July 2021 position is noted as: 
o	62-day target – 81.3% which is a slight reduction in performance compared to the June position of 82.1%
o	31-day target – 98.1%

The provisional position for the April to June 2020 quarter is that 85.9% of patients were treated within 62 days of referral with a suspicion of cancer. This is noted to be 
an improvement from the previous quarter. During the same period, 97.8% of patients were treated within 31 days of the decision to treat.  

The Performance & Resources Committee received a cancer services performance update in August 2021. The current and future challenges were discussed along with 
innovations and improvements planned to support the service. 



Unavailability 

Monitoring of patient unavailability is an Audit Scotland recommendation and refers to the percentage of outpatient or inpatient/daycase unavailability as a proportion of 
the total waiting list size. 

o	Outpatient unavailability in August 2021 was 0.4% of the total waiting list
o	Inpatient/daycase unavailability in August 2021 was 6.5%. The unavailability rate is 6% or less for all specialties with the exception of Oral Maxillofacial 11.1%, Vascular 
Surgery 10.8%, Orthopaedics 10.6% and ENT 7.1%. This position is currently being monitored

Did Not Attend (DNA)

The new outpatient DNA rate across acute services in August 2021 is noted as 7.9%. There is however variation across specialties with rates ranging from 22.6% to 0%. In 
terms of the number of DNAs the biggest impact can be seen in Oral & Maxillofacial services at 11.8% (38 patients), ENT 10.1% (31 patients), Ophthalmology 10.0% (71 
patients), Urology 9.8% (43 patients), and Dermatology 94% (51 patients). 

The return outpatient DNA rate across acute services in August 2021 was 6.4% with over 170 patients in both Ophthalmology and Dermatology not attending. 

Child and Adolescent Mental Health Services (CAMHS)

In August 2021, 69.2% of patients started treatment within 18 weeks of referral. This is an improvement from 54.8% in July 2021 and 37.2% in August 2020. Urgent 
referrals and those who have experienced longer waits continue to be prioritised which adversely impacts on our performance against the 90% 18-week referral to 
treatment standard. 

In the quarter ending June 2021 the published 18 week referral to treatment standard comparison is Scotland 72.6%; Forth Valley 54.2%. 

Work continues to prioritise urgent referrals and children or young people who have experienced longer waits with the aim of clearing the waiting list backlog by 31 
March 2023. Local CAMHS staff are working closely with local council partners to support the introduction of new mental health and counselling services in schools which 
will make it quicker and easier for children and young people to access mental health support at an early stage.  In addition, work is underway with the independent 
sector (Healios) to help free up more capacity. 

Several additional specialist staff have been recruited and there are plans to recruit to several other posts over the next few months, including a number of new 
community wellbeing posts. Staff in these new roles will work with local council partners to make it quicker and easier for children and young people to access advice and 
support at an early stage in a wider range of settings.

NHS Forth Valley’s CAMHS has, until recently, accepted referrals for children with neurodevelopmental disorders, like Autistic Spectrum Disorder and Attention Deficit 
Hyperactivity Disorder. These account for a significant number of referrals which has had an impact on our overall waiting times and performance against the 18-week 
referral to treatment target. Priority has been given to identifying a patient focussed pathway for these children and referrals; thereafter, recoding, or realigning referrals 
to this pathway as well as those who meet the core and specialist CAMHS neuro developmental pathway. This work has been completed with NHS Forth Valley now in line 
with other health boards in Scotland.

The first phase of funding has been released as part of the Recovery and Renewal Fund to support the implementation of Scotland’s Mental Health Transition and 
Recovery Plan

Psychological Therapies 

In August 2021, 63.7% of patients started treatment within 18 weeks of referral. This is an improvement from 58.2% in July 2021 however a reduction from 83.4% in 
August 2020. The number of patients waiting is monitored on a weekly basis with data indicating a continued reduction in those patients waiting the longest. The 
prioritisation of patients who have experienced long waits will adversely impact on performance against the 90% 18-week referral to treatment standard.

In the quarter ending June 2021 the published 18 week referral to treatment standard comparison is Scotland 82.7%; Forth Valley 63.4%. 

Wherever possible clinical work is carried out remotely, using either Near Me or the telephone.  However, where it is either clinically required, or where a patient does not 
have access to either appropriate technology or a confidential space, face to face appointments are offered if required.  

A number of actions are being undertaken to address the lengthy waits faced by some patients.

The service has:
		Completed a waiting list validation exercise 
		Participated in a national pilot of additional online treatment packages for anxiety and perinatal populations
		Redeveloped the public facing NHS Forth Valley website Mental Health pages, including access to online wellbeing modules.
		Extended the rapid access support to Primary Care patients for 12 months to allow evaluation

In addition, there are several other actions aimed at reducing waiting times currently in local development including engagement with the Scottish Government’s 
Enhanced Support Programme. 

The first phase of funding has been released as part of the Recovery and Renewal Fund to support the implementation of Scotland’s Mental Health Transition and 
Recovery Plan. The stated purpose of the resource is to support the reduction of waiting list backlogs and it is therefore essential that a significant amount of resource is 
used to directly increase clinical capacity. Recruitment to psychology posts however is challenging due to the limited available workforce and is likely to become even 
more so with this significant national investment in psychological therapies. The Scottish Government Psychological Therapies Enhanced Support Team has indicated that 
a proportion of the resource should be used for non-clinical support in terms of e.g., ensuring access to appropriate data. 



Workforce

The sickness absence target is 4.0% with NHS Forth Valley working towards a local milestone target of 4.5% agreed at the Staff Governance Committee. Absence remains 
above the target at 6.21% in July 2021. This is an increase from 6.16% in June 2021 and 5.47% in July 2020. The 12 month rolling average July 2020 to June 2021 is: NHS 
Forth Valley 5.83%; Scotland 4.85%.

Coronavirus absences are recorded as Special Leave and are not included within the sickness absences figures. The absence for Coronavirus reasons is noted as 1.79% in 
July 2021; a slight increase or decline from 1.72% in June 2021. Total absence for July 2021 is 8.0%, an increase from a total of 7.88% in June 2021. 

The management of absence and the improvement of staff wellbeing remain key priorities for NHS Forth Valley. A multidisciplinary improvement programme is on-going 
along with the establishment of a partnership working group. Support is being provided to staff at work, to staff self-isolating and to enable home working and to those 
staff returning from a prolonged period of shielding. 

Issues in relation to workforce are examined and discussed at the quarterly Staff Governance Committee. 

Delayed Discharges 

The weekly delayed discharge position (all delays) is detailed in recovery measure graph V3 under better value and highlights a recent increase in delayed discharges. 

The August 2021 census position in relation to standard delays (excluding Code 9 and guardianship) is 89 delays; an increase from 79 in July. There was a total of 28 code 9 
and guardianships with one infection code. In addition, there were nine code 100 patients (These patients are undergoing a change in care setting and should not be 
classified as delayed discharges however are monitored).

The number of bed days occupied by delayed discharges (excluding code 9 and 100) at the August 2021 census was 2101, this is an increase from 1383 in July. Local 
authority breakdown is noted as Clackmannanshire 273, Falkirk 860, and Stirling 537. There were a further 431 bed days occupied by delayed discharges for local 
authorities’ out with Forth Valley.

Clackmannanshire
5 - await move to Care Home (1 patient over two weeks and 4 under two weeks)
12 - awaiting care packages for home (5 patients over two weeks and 7 under two weeks)
1 – awaiting move to Intermediate Care bed

Stirling
8 – allocated and assessment commenced (4 patients over two weeks and 4 under two weeks)
6 - await move to Care Home (5 patients over two weeks and 1 under two weeks)
12 – awaiting care packages for home (4 patients over two weeks and 8 under two weeks)
1 – awaiting move to Intermediate Care bed

Falkirk
13 - awaiting move to care homes - (7 patients are over two weeks and 6 under two weeks)
13 - awaiting care packages for home (9 patients over two weeks and 4 under two weeks)
8 - allocated and assessment commenced (6 patients over two weeks and 2 under two weeks)
2 – awaiting move to Intermediate Care bed (1 patient over two weeks and 1 under two weeks)

As a result of the ongoing pandemic there continues to be significant focus on care in the community, community intermediate care and community hospital facilities. 
Work to support and develop these activities is on-going. There is currently significant attention being given to delayed discharges to support flow of patients through 
Forth Valley Royal Hospital and the Community sites. 

Work continues in partnership to support timely discharge. 
Test & Protect

The Test and Protect Service continues to work well and is seamlessly linked to health protection who manage the more complex cases.  

NHS Forth Valley continues to work to ensure that the prerequisite number of staff is in place working 8am to 8pm Monday through Sunday with the ability to increase 
this number should it be required. There is currently a minimum of 32 staff working each day however there is the ability to request mutual aid should this be deemed 
necessary. Work continues to support timely contact with the use of a shorter script for Contact Tracers to work through and Text Messaging to inform contacts. 

Following a significant weekly increase in the number of cases in August, with a peak of about 2,500 cases, numbers have started to reduce albeit levels remain high. 

A high level of compliance remains with staff and care home testing:
		Care home testing 99.8%
		Staff Testing – cancer services – 100% 

Covid-19 Vaccination 

The COVID vaccination programme continues in line with Scottish Government guidance and Joint Committee on Vaccination and Immunisation (JCVI) recommendations. 
The programme continues to be delivered taking account of guidance received. 



REF
Target 
Type FREQUENCY       MEASURE DATE TARGET

CURRENT 
POSITION

PREVIOUS 
POSITION  RUN CHART

DIRECTION OF 
TRAVEL

U1 SG_R Weekly ED percentage compliance against 4 hour access target 13-Sep-21 95% 57.2% 53.8% e  ▲
U2 SG_R Weekly Number of ED Attendances 13-Sep-21 Reduction 1262 1317 e  ▲
U3 SG_R Weekly Number that waited >4 hours in ED 13-Sep-21 Reduction 540 608 e  ▲
U4 SG_R Weekly Minor Injuries  Unit percentage compliance against 4 hour target 13-Sep-21 98% 99.8% 98.9% e  ▲
U5 SG_R Weekly Number of Minor Injuries Unit Attendances 13-Sep-21 - 528 543 e  -
U6 SG_R Weekly Number of Emergency Admissions 13-Sep-21 466 499 421  ▼

S1 SG_R Weekly New Outpatient Referrals Received 13-Sep-21 - 1452 1092  ▼
S2 SG_R Weekly New Outpatient Activity (number of patients) 13-Sep-21 1295 1416 1227  ▲

S3 SG_R Weekly Elective Colonoscopy Activity (number of patients) 13-Sep-21 25 34 28  ▲
S4 SG_R Weekly Elective Sigmoidoscopy Activity (number of patients) 13-Sep-21 3 2 2  ◄►
S5 SG_R Weekly Elective Upper Endoscopy Activity (number of patients) 13-Sep-21 23 37 43  ▼
S6 SG_R Weekly Elective Cystoscopy Activity (number of patients) 13-Sep-21 3 4 2  ▲

S7 SG_R Weekly Inpatient/Daycase Activity (number of patients) 13-Sep-21 199 136 137  ▼
S8 SG_R Monthly Inpatient/Daycase Activity (number of patients) 31-Aug-21 - 692 576 - ▲

SG_R Monthly Clinical Priority 1a - surgery or admission within 24 hours/ 1b - within 72 hours - 5 2 - -
SG_R Monthly  Clinical Priority 2  - surgery or admission within 4 weeks) - 75 30 - -
SG_R Monthly Clinical Priority 3 - surgery or admission within 12 weeks - 163 163 - -
SG_R Monthly Clinical Priority 4 - surgery or admission may safely be scheduled after 12 weeks) - 449 381 - -

REF FREQUENCY MEASURE DATE TARGET
CURRENT 
POSITION

PREVIOUS 
POSITION RUN CHART

DIRECTION OF 
TRAVEL

W1 FV Weekly FVRH - percentage staff absence related to COVID-19 24-Sep-21 Reduction 0.9% 1.0%  ▲

REF FREQUENCY MEASURE DATE TARGET
CURRENT 
POSITION

PREVIOUS 
POSITION RUN CHART

DIRECTION OF 
TRAVEL

V1 FV Weekly Number of Delayed Discharges at FVRH 13-Sep-21 Reduction 75 88 m  ▲
V2 FV Weekly Number of Delayed Discharges at Community Units 13-Sep-21 Reduction 78 81 e  ▲
V3 SG Weekly Total Delayed Discharges at census - Standard, Code 9 & Guardianship 23-Sep-21 Reduction 107 124 e  ▲

Falkirk 23-Sep-21 Reduction 59 65  ▲
Clackmannanshire 23-Sep-21 Reduction 14 16  ▲

Stirling 23-Sep-21 Reduction 34 43  ▲
V4 FV Weekly % Bed Occupancy - FVRH 13-Sep-21 85% 101.8% 102.5%  ▲
V5 FV Weekly % Bed Occupancy - Assessment Units 13-Sep-21 85% 98.5% 98.4% ▼
V6 FV Weekly % Bed Occupancy - ICU 13-Sep-21 85% 77.4% 88.7% e  ▲

BETTER WORKFORCE

BETTER VALUE

FINANCE

Regular and comprehensive updates provided by Director of Finance at System Leadership Team, Performance & Resources Committee and the NHS Board 

01-Aug-21 to 
31-Aug-21

TTG Clinical Prioritisation

Outpatients

Diagnostics

Inpatients & Day cases

KEY RECOVERY MEASURES 
BETTER CARE

UNSCHEDULED CARE Week commencing 

SCHEDULED CARE



RECOVERY GRAPHS
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Delayed Discharges
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FVRH - % Hospital Occupancy V4
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ICU - % Ward Occupancy V6



REF
Target 
Type FREQUENCY       MEASURE DATE TARGET

CURRENT 
POSITION

PREVIOUS 
POSITION  RUN CHART

DIRECTION OF 
TRAVEL

US1 FV Monthly Number of ED attendances - Mental Health 31-Aug-21 -
US2 FV Monthly Emergency Department % compliance against 4 hour access target - Mental Health 31-Aug-21 -
US3 SG Monthly Emergency Department % compliance against 4 hour access target 31-Aug-21 95% 64.3% 68.8%  ▼
US4 SG Monthly NHS Forth Valley Overall % compliance against 4 hour target 31-Aug-21 95% 74.6% 76.8%  ▼
US5 SG Monthly Minor Injuries Unit % compliance against 4 hour target 31-Aug-21 95% 99.7% 99.8% - ▼

SC1 SG Monthly Total Number of New Outpatients Waiting  31-Aug-21 Reduction 17,947 18,179  ▲
SC2 SG Monthly Number of New Outpatients waiting over 12 weeks 31-Aug-21 Reduction 8,226 8,021 

SC3 FV Monthly Clinic Utilisation 31-Aug-21 -
SC4 Audit Monthly Outpatient Unavailability 31-Aug-21 Monitor 0.4% 0.4%  ◄►
SC5 FV Monthly New Acute Services Outpatient % DNA 31-Aug-21 5% 7.9% 7.8% - ▼

FV Monthly Return Acute Services Outpatient % DNA 31-Aug-21 5% 6.4% 6.6% - ▲

SC6 SG Monthly Percentage waiting less than 42 days - Imaging 31-Aug-21 100% 88.4% 87.3%  ▲
Monthly Number waiting beyond 42 days - Imaging 31-Aug-21 0 396 416 - ▲

SC7 SG Monthly Percentage waiting less than 42 days - Endoscopy 31-Aug-21 100% 51.4% 52.0%  ▼
Monthly Number waiting beyond 42 days - Endoscopy 31-Aug-21 0 305 307 - ▲

SC8 SG Monthly 62 Day Cancer Target - Percentage compliance against target 31-Jul-21 95% 81.3% 82.1%  ▼
SG Monthly 62 Day Cancer - Number seen within target against total 31-Jul-21 - 74/91 69/84 - -

SC9 SG Monthly 31 Day Cancer Target - Percentage compliance against target 31-Jul-21 95% 98.1% 99.0%  ▼
SG Monthly 31 Day Cancer Target - Number seen within target against total 31-Jul-21 - 104/106 101/102 - -

SC10 SG Quarterly 62 Day Cancer Target - Percentage compliance against target 30-Jun-21 95% 85.9% 81.0%  ▲
SC11 SG Quarterly 31 Day Cancer Target - Percentage compliance against target 30-Jun-21 95% 97.8% 99.2%  ▼

SC12 SG Monthly Number of patients that waited >12 weeks - Completed Wait - quarterly 30-Jun-21 0 922 922 - -
SG Monthly % Compliance with 12 week TTG Standard - quarterly 30-Jun-21 100% 55.9% 55.9% - -

SC13 SG Monthly Total Number of Inpatients/Day cases Waiting  31-Aug-21 Reduction 2,940 3,006  ▲
SC14 SG Monthly Number of Inpatients/Day cases waiting over 12 weeks 31-Aug-21 Reduction 1,290 1,352  ▲
SC15 Audit Monthly Inpatient/Day case Unavailability 31-Aug-21 Monitor 6.5% 7.6%  ▲

R1 FV Monthly Readmissions - Surgical 7 day 31-Aug-21 - 3% 4% - ▲
FV Monthly Readmissions - Surgical 28 day 31-Aug-21 - 6% 6% - ◄►
FV Monthly Readmissions - Medical 7 day 31-Aug-21 - 1% 1% - ◄►
FV Monthly Readmissions - Medical 28 day 31-Aug-21 - 3% 4% - ▲

MH1 SG Monthly Psychological Therapies - 18 week RTT compliance 31-Aug-21 90% 63.7% 58.2%  ▲
MH2 SG Monthly Child & Adolescent Mental Health Services - 18 week RTT compliance 31-Aug-21 90% 69.2% 54.8%  ▲

REF FREQUENCY MEASURE DATE TARGET
CURRENT 
POSITION

PREVIOUS 
POSITION RUN CHART

DIRECTION OF 
TRAVEL

WF1 SG Monthly Overall Absence 31-Jul-21 4.5% 6.21% 6.16%  ▼
WF2 SG_R Monthly COVID-19 related absence - number of employees 31-Jul-21 - 431 442 - ▲
WF3 FV Monthly Absence for Covid-19 reasons 31-Jul-21 - 1.79% 1.72%  ▼

REF FREQUENCY MEASURE DATE TARGET
CURRENT 
POSITION

PREVIOUS 
POSITION RUN CHART

DIRECTION OF 
TRAVEL

VA1 FV Monthly Delayed Discharges - excl. Code 9 & Guardianship (Standard Delays) 31-Aug-21 Reduction 89 79  ▼
Falkirk 31-Aug-21 Reduction 36 35  ▼

Clackmannanshire 31-Aug-21 Reduction 18 12  ▼
Stirling 31-Aug-21 Reduction 27 22  ▼

Outwith Forth Valley 31-Aug-21 Reduction 8 7  ▼
VA2 FV Code 9 & Guardianship Delays 31-Aug-21 Reduction 28 20  ▼

Falkirk 31-Aug-21 Reduction 17 9  ▼
Clackmannanshire 31-Aug-21 Reduction 5 5  ◄►

Stirling 31-Aug-21 Reduction 3 3  ◄►
Outwith Forth Valley 31-Aug-21 Reduction 3 3  ◄►

VA3 FV Total Bed Days Occupied by Delayed Discharges 31-Aug-21 Reduction 2101 1383  ▼
Falkirk 31-Aug-21 Reduction 860 838  ▼

Clackmannanshire 31-Aug-21 Reduction 273 124  ▼
Stirling 31-Aug-21 Reduction 537 123  ▼

Outwith Forth Valley 31-Aug-21 Reduction 431 298  ▼
VA4 FV Monthly Average Length of Stay (Days) - quarterly 30-Jun-21 Reduction 4.27 5.25 - -

Outpatients

Under development

Under development

KEY PERFORMANCE MEASURES COVID-19
BETTER CARE

UNSCHEDULED CARE

SCHEDULED CARE

Finance

Regular and comprehensive updates provided by Director of Finance at System Leadership Team, Performance & Resources Committee and the NHS Board 

Diagnostics

Cancer

Inpatients & Day cases

Readmissions 

MENTAL HEALTH

BETTER WORKFORCE

BETTER VALUE



MONTHLY KEY PERMANCE GRAPHS
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REF
Target 
Type FREQUENCY MEASURE DATE TARGET

CURRENT 
POSITION

PREVIOUS 
POSITION RUN CHART

DIRECTION OF 
TRAVEL

H1 FV Daily Number of deaths in hospital since start of outbreak 23-Sep-21 - 404 404  -
H2 FV Weekly Number of deaths since start of outbreak by local authority - total 13-Sep-21 - 646 638 - -

Weekly Falkirk 13-Sep-21 - 349 343 - -
Weekly Clackmannanshire 13-Sep-21 - 122 121 - -
Weekly Stirling 13-Sep-21 - 175 174 - -

H3 FV Weekly Number of new confirmed COVID-19 patients in hospital 13-Sep-21 Decrease 67 76  ▲
H4 FV Weekly Number of confirmed COVID-19 cases in hospital over the 7 day period 13-Sep-21 Decrease 89 84 - ▼
H5 FV Weekly Number of confirmed COVID-19 cases ICU over the 7 day period 13-Sep-21 Decrease 12 13 - ▲
H6 FV Weekly Number of COVID-19 positive patients ventilated over the 7 day period 13-Sep-21 Decrease 11 13 - ▲
H7 FV Weekly Total number of patients ventilated over the 7 day period 13-Sep-21 - 15 17 - ▲

T1 SG Weekly Staff Testing Numbers - Cancer 16-Sep-21 - 97.5% 100.0% - ▼
T2 SG Weekly Care Home Testing - Staff - Total 26-Jul-21 70% 99.8% 99.9% - ▲

Weekly Falkirk 26-Jul-21 - 99.9% 100.0% - ▲
Weekly Clackmannanshire and Stirling 26-Jul-21 - 99.7% 99.9% - ▲

T3 SG Weekly Contact Tracing - unique contacts within Health Board 19-Sep-21 - 1590 2601 - -
T4 SG Weekly Percentage of Index Cases reached within 24 hours 24-Sep-21 - 76.1% 75.4% - -
T5 SG Weekly Percentage of Index Case interviewed to complete within 24 hours 24-Sep-21 - 80.8% 80.3% - -

23-Sep-21 16-Sep-21 23-Sep-21 16-Sep-21
CV1 SG Weekly Age 80 and over 23-Sep-21 - 99% 99% 97% 97%
CV2 SG Weekly Age 75 to 79 23-Sep-21 - 102% 102% 100% 100%
CV3 SG Weekly Age 70 to 74 23-Sep-21 - 103% 103% 102% 102%
CV4 SG Weekly Age 65 to 69 23-Sep-21 - 97% 97% 96% 96%
CV5 SG Weekly Age 60 to 64 23-Sep-21 - 102% 102% 101% 101%
CV6 SG Weekly Age 55 to 59 23-Sep-21 - 101% 100% 99% 99%
CV7 SG Weekly Age 50 to 54 23-Sep-21 - 95% 95% 93% 93%
CV8 SG Weekly Age 40 to 49 23-Sep-21 - 89% 89% 86% 86%
CV9 SG Weekly Age 30 to 39 23-Sep-21 - 87% 87% 80% 80%
CV10 SG Weekly Age 18 to 29 23-Sep-21 - 78% 78% 68% 66%
CV11 SG Weekly Age 16 to 17 23-Sep-21 - 78% 77% 23% 21%
CV13 SG Weekly Total 23-Sep-21 - 92% 92% 86% 86%
CV12 SG Weekly Age 12 to 15 23-Sep-21 - 16% - 0% -

CV14 SG Weekly Clinically at risk 23-Sep-21 - 88% 92% 88% 92%
CV15 SG Weekly Shielding 23-Sep-21 - 97% 97% 97% 97%
CV16 SG Weekly Unpaid carer 23-Sep-21 - 94% 94% 94% 94%

Weekly update received. Currently no issues however the position will be kept under review 

CRITICAL MEDICINES

Daily update however currently no issues. The position will be kept under review 

PPE

KEY RESPONSE MEASURES COVID-19
BETTER HEALTH

Test & Protect

Number of deaths since start of outbreak by local authority 

Care Home Testing - staff - by Partnership

COVID Vaccination Programme - Percenatge of number eligible vaccinated 1st Dose

Note that individuals may fall into more than one of the cohorts below

2nd Dose
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FORTH VALLEY NHS BOARD 
TUESDAY 28 SEPTEMBER  2021 
 
6.4 ED Action Plan - Update on Progress 
Seek Assurance  
 
Author: Mrs Cathie Cowan 
 
Contributions to the ED Improvement Action Plan attached at Appendix 1:  Prof Angela 
Wallace, Mr Andrew Murray, and Ms Linda Donaldson  
 
 
Executive Summary 
 
The NHS Board at their meeting of 6 August 2021 approved the Emergency Department (ED) 
Improvement Action Plan, which was developed to address, not only the recommendations 
from the independent review of the Emergency Department, but also additional proposed 
improvements put forward by local ED staff and Staff side representatives.  
 
At a meeting last week involving the Chair, Chief Executive and Staff side colleagues including 
the Employee Director it was reported that good progress over the last two months is being 
made with a significant number of recommendations now complete and the remaining 
recommendations on track. These include  
 

• The successful recruitment of medical staff to a number of new and existing posts, 
including: two ED Consultants, four additional ED Fellows and three ED Specialty 
Doctors.  One of these doctors is still to join the Board, with the remainder having 
taken up their posts in August 2021.  
 

• The new ED senior clinical nurse manager post is currently being advertised and the 
nurse workforce tools to determine staffing requirements is complete with analysis 
being reported over the next two weeks.  

 
• A new programme of ED nurse induction has been developed supported by a 

comprehensive ED Organisational Development (OD) Plan, this will include 
introducing nurse protected learning time. 
 

• Two Education Facilitators have recently been appointed to provide training across 
ED and Acute Assessment areas.   
 

• The role of healthcare support workers is being developed within ED and the wider 
organisation. 
 

• The development of a new Quality Strategy was approved by the Board in July 2021 
and investment to support additional Quality Improvement roles is due to be 
approved. 
 

• A new ‘HR Dashboard’ is now in place and the HR Performance Groups established 
in April 2021 are now meeting monthly with Directorate and the Health & Social Care 
Partnership Teams.   
 



• A revised programme of Board visibility and engagement meetings with staff will 
recommence - these meetings were paused during initial Covid-19 waves.   
 

In addition, the NHS Board at its 6 August meeting also approved a proposal to introduce a 
new Speak Up initiative.   Two new Speak Up Ambassadors and four Speak Up Advocates 
have recently been appointed.  Staff appointed to these new roles will undertake relevant 
training during October 2021 with work to support and launch the roll-out of this new initiative 
after training has been completed. 
 
Staff side and ED staff continue to be closely involved in this improvement journey and, to 
date, feedback on progress has been positive.  Staff side and ED representatives will also 
have the opportunity to provide formal feedback to the ED Oversight and Assurance Sub 
Committee before the next Board in November 2021. 
 
The ED Improvement Action Plan attached at Appendix 1 provides a detailed update on each 
recommendation. The ED Oversight and Assurance Sub Committee continues to meet to 
monitor progress and ensure that all the recommendations are implemented, this will be 
reviewed in December 2021.   
 
Integration Joint Boards in their Strategic Planning and service oversight role for ED functions 
will receive quarterly assurance updates on the implementation of the ED Improvement Plan.  
 
The Chief Executive will report on progress to the wider organisation after the Board meeting 
and invite Internal Auditors to independently review the Board’s processes and plan and report 
their findings before the end of April 2022.    
 
Recommendations: 
 
The Forth Valley NHS Board is asked to:  
 

• consider the ED Improvement Action Plan and seek assurance on the progress 
being made to support the implementation of the recommendations  

• note the proposal to invite staff and staff side to provide formal feedback to the 
Sub Committee on progress being made prior to the November Board meeting 

• note the proposal to provide an update on progress to ED staff, staff side and the 
wider organisation    

• endorse the ED Improvement Action Plan in response to the Board’s decision to 
approve all the recommendations as set out in the ED Improvement Plan 

• note quarterly assurance updates to Integration Joint Boards 
• note the proposal to invite Internal Audit to review the Board’s implementation 

process   
 
Key Issues to be considered: 
 

• The ED Improvement Action Plan was presented to the NHS Board and approved on 
6 August 2021.  

 
• The additional recommendations and suggestions put forward by ED staff were 

presented to the NHS Board on 6 August 2021 and were incorporated into the ED 
Improvement Action Plan.  
 

• Feedback has been sought from Staff side in advance of the September NHS Board 
meeting and representatives from ED will also be invited to provide feedback and share 
their experiences at a future meeting of the ED Oversight and Assurance Sub 



Committee.   It is proposed that this takes place in advance of the 30 November 2021 
NHS Board meeting.   
 

• The Chief Executive will provide an update to ED staff, staff side and the wider 
organisation after the September 2021 Board meeting.   This will build on the Chief 
Executive’s previous update after the 6 August Board meeting.  
 

• A costed plan to support the ED recommendations, approved in full by the Board at its 
6 August meeting, is to be presented to the ED Oversight & Assurance Sub Committee 
and reported to the P&R Committee in October 2021.   

 
Financial Implications 
 
The Board having approved the 45 and staff and Staff side proposed recommendations 
accepted the additional costs to support new posts, review of roles and new ways of working 
including protected learning time.    
 
Workforce Implications 
 
There are workforce implications, and these are captured in the costed plan set out above. 
 
Risk Assessment 
 
The ED Improvement Plan will be risk assessed and any potential delays in progressing 
actions will be provided in future updates to the Board.   
 
Relevance to Strategic Priorities 
 
The application of the Staff Governance Standards, notably that staff are:  

• well informed 
• appropriately trained and developed 
• involved in decisions 
• treated fairly and consistently, with dignity and respect, in an environment where 

diversity is valued 
• provided with a continuously improving and safe working environment, promoting the 

health and wellbeing of staff, patients, and the wider community 

these are applicable and have informed our approach to communication and engagement 
throughout the Independent Review process.  

 
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 
 
Engagement with Staff side and SLT has taken place prior to presentation to the Board.  



    

 Nursing Workforce and Professional Oversight of Safe Staffing - led by Professor A Wallace, Nurse Director  
 
 Recommendations  Response/Action(s) Timescale RAG Status/% 

achieved to 
date 

Notes 

1. The Board should consider creating a Clinical Nurse 
Manager post to support services across ED and Minor 
Injuries units.  The postholder should fulfil the role of Senior 
Nurse, be an expert ED nurse who has completed a 
minimum, level 2 competencies (as set out by RCN or 
equivalent) and has responsibility for overall clinical 
support and supervision overseeing quality improvement 
and assurance, workforce management etc.  The 
postholder should fulfil a supervisory role and have an 
average two fixed clinical sessions per week.  
 

• In progress.  The Acute Services Directorate has a Chief Nurse 
supported by two Heads of Nursing.  A senior clinical nurse manager 
will be appointed to the Emergency Department to support the current 
Band 7 SCN roles.   A Job Description is currently being developed 
and once evaluated the post will be then advertised in early 
September 2021.  

 
 

Sept - Nov 2021 95% The new Clinical Nurse Manager 
post has been developed and is 
now being advertised. 

2. The Board should review the Professional nursing 
structure and implement a more fit for purpose leadership 
structure.  Core to this should be enhancing visibility and 
engagement with front line staff and patients to improve 
trust and confidence; create a culture of openness where 
staff feel listened to and supported. 
 

• In progress.   A review of professional nursing on the Forth Valley 
Royal Hospital site will be undertaken. Currently nurse staffing and 
structures are benchmarked and comparable with NHS Scotland 
territorial NHS Boards. 
 

September 2021 90% The first meeting of the 
transformational group took place 
on 21st September 2021.  An 
External Senior Nurse Consultant is 
a member of the group. 
 

3. The Board should take into account of information provided 
within this report, consideration should be given to applying 
the key Nursing Workforce standards set out by RCEM and 
RCN in October 2020 particularly as it applies to:  
 

• In place.  NHS Scotland has a national workforce and workload 
planning tool in place in line with CEL 32/2011.  NHS Forth Valley was 
a test site for the development of the ED staffing tool for both nursing 
and medical staff and this has been used consistently since 2014.    

In place 100%  

a.  Further review of workforce numbers and comparable 
benchmarks 

• In progress.  A review of nurse staffing/skill mix will be undertaken in 
line with increased demand.  The most recent review took place in 
January 2020 – the findings reported a staffing compliment of 65.48 
WTE – the establishment at this time 70 WTE.   

 

September 2021 98% • The ED Workforce Tool was re-
run in August 2021. 
Benchmarking and testing work 
with new and developing tools 
has also been undertaken.   

• Analysis of the data is currently 
in progress and will be shared 
and discussed with staff. 

b.  Appropriate skill mix at Charge Nurse (Team Leader); 
Staff Nurse; Foundational Staff Nurse and Clinical support 
worker level, with an overall 80-20 skill mix 

• In progress.  Criteria are in place for ensuring nursing staff rostering is 
developed to include a minimum level of Senior Nurses for each shift.   
Overall skill mix in the Emergency Department is 81.5 qualified to 18.5 
unqualified.  This will be reviewed as part of skill mix review described 
above. 

 

September 2021 95% • The current skill mix remains at 
80-20 (normal variation) 

• This position is monitored by the 
Chief Nurse and has been 
validated at the time of the ED 
workforce tool run. 

• National e-rostering 
implementation will commence 
in ED in October 2021.  

 
 
 
 
 

c.  Explicit attention should be given to safe and consistent 
staffing of the RESUS area and the concerns raised by 
staff 

• In progress.  Work is underway to review ED nurse staffing to be 
aligned with the new models of care and investment in a new Urgent 
Care Centre and Flow Navigation Centre.   

September 2021 100% • As mentioned above (3b) the 
additionality required to ensure 
RESUS can be covered 



 Recommendations  Response/Action(s) Timescale RAG Status/% 
achieved to 
date 

Notes 

sustainably is captured in the ED 
workforce tool run in August 
2021. 

• A review of staffing escalation 
procedures was undertaken, 
and a new escalation process is 
in place to facilitate core staffing 
at times of significant pressure. 

d.  Clarity on the “streaming role” in particular staff concerns 
about patient safety and clinical competency to undertake 
this role. 

• In progress.    This was implemented at the height of the pandemic.  
Triage has been re-established and nurse induction will include triage 
competencies.  

September 2021 100% • The streaming role was 
discontinued in January 2021 
and replaced by a system which 
ensures the addition of a 
minimum second triage nurse is 
in place within ED. 

• The recruitment for the 
Education Facilitator roles is 
complete and successful 
candidates have been identified. 

e.  Review of departmental induction for staff at all grades 
and consideration of a period of supernumerary status for 
nurses new to the department and nurses at Foundation 
level 
 

• In progress. See Staff Governance Action 8 - period of supernumerary 
time to support review of induction involving staff and staff side in ED 
Working Group. 

October 2021 95% • A dedicated group is developing 
a refreshed induction 
programme across the Acute 
Services Directorate.  This work 
is jointly led by Senior Nurses, 
Organisational Development 
and Practice Development.  

• A refreshed induction two-day 
programme has rapidly been 
developed to ensure 80+ new 
registrants in the Acute Services 
(including ED) starting in 
September 2021 have a positive 
start. 

• Evaluation of this, and the wider 
induction programme, is already 
in development. 

 
f.  Development of an ED career linked to recognised 

emergency planning nursing, clinical competencies 
supported by an ED training plan 

• In progress.  Band 5 and Band 6 competency frameworks are currently 
under review and being reviewed in line with level 1&2 RCN 
guidelines.   Further work will be carried out in support of all grades. 

 
 
 

September 2021 100% • The Band 5 and 6 competency 
frameworks have been 
reviewed. 

• The competency frameworks 
are now aligned with the RCN 
guidelines. 

• The Chief Nurse has ensured 
that all staff have been 
measured against this 
framework and their 
development plans are in place. 

 
 
 
 

   November 2021 80% 
 
 

The implementation of the training 
plan associated with the above 
assessment will be developed when 
the newly recruited Education 
Facilitators takes up post with the 



 Recommendations  Response/Action(s) Timescale RAG Status/% 
achieved to 
date 

Notes 

wider Practice Development team.   
This will be championed and 
delivered through the new 
transformation group. 

g Development of the Team leader role as a clinical expert 
providing on the job clinical support and supervision and 
expert across a range of areas included within the 
Emergency nursing competency frameworks and clear 
links with departmental quality outcome monitoring. 
 

• In progress.  Team Leader role to take account of role as a clinical 
expert will be defined.    

Sept - November 
2021 

80% • The Chief Nurse has 
commissioned a review of the 
Team Leader Role (two posts) 

• A development programme will 
be created to support the 
redefined role. 

h Improved scrutiny around Rostering practices with a 
particularly focus on staff competency levels alongside 
variation in clinical demand. 
 
 
 
 
 

• In progress.  Rostering pilot work underway to inform roll out of 
eRostering.   

September 2021 100% • Additional support is being put 
in place across the system, 
including ED, using the national 
Real Time Staffing Tool in 
response to service pressures. 

• Supervision and support of 
rosters within ED is in place at 
an operational level (clinical and 
managerial). 

 
   November – 

December 2021 
 
 
 
 
 

• Rostering practices are vital to 
these processes –as outlined in 
3b 

• Skills and competency training 
plan for rostering will form part of 
the roll out. 

 
i The Nursing workforce governance group should consider 

the existing terms of reference and membership and 
whether they are sufficiently sighted on the short and long 
term staffing challenges, links to quality outcomes and 
should consider reviewing membership and inclusion of 
staff side input and reporting arrangements. 

• In place.    The Nursing Workforce overarching governance group 
already established includes staff side representation from Unison and 
RCN.   

In place 100%  

4 Increased clinical nurse leadership to provide mentoring 
and supervision in ED designated service areas – e.g., 
triage   

• The 4-hour access standard is a whole system measure.  A review of 
how we collect and report on performance data to stimulate 
improvement is a key feature in our recently approved Quality 
Strategy.  Nurse Clinical Leaders (Band 6 and Band 7) will be freed 
up to fulfil their expert mentoring and supervision role by leading 
specific ED service areas e.g., triage, treatments etc 24/7.   

December 2021  Refer to Point 1, 2 & 3g. 

 
 
 
 
  



 
 Recommendations  Response/Action(s) Timescale RAG 

Status/% 
achieved 
to date 

Notes 

1. The Board should immediately review its entire Clinical 
Governance arrangements to ensure a clear line of 
responsibility and accountability from the Board to point of 
care and from point of care to the Board.  This should 
include reviewing all work streams and groups to ensure 
adequate depth and breadth of assurance.   This will enable 
the committee to provide the Board with assurance of safe 
effective person centred care. 
 

• In progress.  The Clinical Governance Committee at its meeting in June 2021 
considered work underway to set out an ‘overview of clinical governance 
arrangements’ within NHS Forth Valley.  The Clinical Governance Committee will 
receive an update on this work at its August 2021 meeting.     

October 2021 50% The scope of the review, 
over and above the initial 
work, has been agreed and 
all governance groups will be 
assessed.  This work will 
commence by Oct 2021. 

2. All members of the Clinical Governance Committee should 
be given support to discharge their responsibilities by 
identifying training and education requirements. 
 

• In progress.  As part of the Board’s self-assessment process, facilitated by NHS 
Education for Scotland (NES), a Training Needs Analysis will be compiled for all Board 
Non-Executives to support non-Executive members carry out their scrutiny and 
assurance roles.  

October 2021 50% It has been agreed that this 
will be an organisational 
priority which OD will lead, in 
addition to NES work 
referred to in the Corporate 
Governance section of this 
Plan. 

3. The Clinical Governance Committee should consider 
developing a communication strategy which clearly raises 
the profile and awareness of the Committees Role purpose 
and work plan to provide front line staff with a better 
understanding. 
 

• In progress. The Code of Corporate Governance will be presented to the Board in 
November 2021 and, as part of this process, information which sets out and explains 
the Governance arrangements, including all Board Assurance Committees, will be 
widely shared. 

November 
2021 

100%  

4. The Clinical Governance minutes should provide evidence 
of the level of the committee’s discussion and scrutiny to 
demonstrate assurance of safe and effective person centred 
care. 
  

• In place.  Minutes will include details of committee discussion to demonstrate active 
scrutiny and assurance actions.  

In place 100% Confirmed by the Committee. 

5. The Executive Director of NMAHPs must clarify the lines of 
professional nurse leadership, governance and 
accountability in the Acute Division and ensure staff in these 
roles are supported to effectively discharge their 
responsibilities.  
 

• In place.  The Executive Nurse Director has provided the necessary clarity and Heads 
of Nursing will report directly to the Chief Nurse. 

In place 100%  

6. The Executive Medical Director must immediately develop 
an implementation plan for the Role out of the Vincent 
Framework ensuring there is strong visible committed 
clinical leadership at every level of the organisation this will 
help staff understand the benefits of the Framework and the 
expectations of them. 
 

• In place.  The Executive Medical Director introduced the Vincent Framework to both 
measure and monitor patient safety in July 2020.  This new approach aims to provide 
enhanced assurance. Committee members have welcomed the Framework and the 
roll out of this approach is underway and will be adopted by Directorates and 
Partnerships. 

December 
2021  

90% All governance meetings 
now have the Vincent 
Framework as their agenda 
tool. Work ongoing to 
complete implementation. 

7. The Board should prioritise the progression of the Quality 
Strategy ensuring that the workforce is consulted and 
engaged in its development and implementation. 
 

• Completed.  The development of a new Quality Strategy (QS) was paused during the 
pandemic and resumed in early 2021.  Following an extensive engagement process, 
the new Strategy was presented to the Board for approval in July 2021. 

Complete 100% QS approved by Board in 
July 2021. 
 
 
 
 
 
 

8. NHS Forth Valley Adverse events policy was due for 
revision in December 2020. The Board needs to review how 

• In progress.  The SAER policy was refreshed in early 2021 and feedback from staff 
was gathered in April 2021. This will inform the in-depth review planned for later in 

November 
2021 

95% Policy amended in February 
2021 and will be formally 

Clinical Governance - led by A Murray, Medical Director  



 Recommendations  Response/Action(s) Timescale RAG 
Status/% 
achieved 
to date 

Notes 

this policy is made easy for frontline staff to understand then 
subsequently implemented and monitored to be able to 
demonstrate the Boards commitment to promoting an open 
and honest culture that is based on supporting staff within a 
culture of continuous improvement. 
 

2021.  The output from this review will inform the Policy update which will be presented 
to the Clinical Governance Committee for approval in November 2021.    

reviewed by the end of 2021, 
incorporating review 
recommendations. 

9. The Review Team were unable to establish the existence of 
a robust SAER tracking system.  The Board are encouraged 
to confirm or develop such a system ensuring that the 
workforce is aware of this and how to use this effectively. 
 

• In place.  The SAER tracking process has been in place for a number of years and is 
presented regularly to both the Clinical Governance Working Group and Clinical 
Governance Committee.  This recommendation will be discussed at the Clinical 
Governance Committee and assurance provided to members regarding the 
established tracking system in place. 

 

August 2021 100% Both the SAER report and 
the new version on Pentana 
meet these requirements. 

10. The Board should ensure that reports on adverse events 
with links to improvement plans are prepared; disseminated 
and analysed in a timely manner.   That analysis is shared 
at department / operational level and through quality and 
safety fora at Divisional and Board level.  
 

• In progress.  The NHS Board’s approach to adverse events learning is through 
Learning Summaries which are presented and discussed at Departmental and Clinical 
Governance Working Group meetings.  It is intended that these will be presented to 
future Clinical Governance Committee (CGC) meetings.   The Clinical Governance 
Team will be expanded to ensure this work is progressed. 

Reporting will 
be expanded 
to include the 
CGC from 
November 
2021  

95% Action plans are included in 
the oversight SAER process, 
and learning summaries are 
disseminated system wide. 

11.  The Board should ensure arrangements are in place to 
support staff involved in adverse events. 
 

• In place.  Every SAER has a staff support member on the review group in line with the 
National Policy.  

In place 100%  

12.  The Board should urgently review ED staff awareness of 
Duty of Candour 

• In place.  Registered clinicians should already be aware of their own professional Duty 
of Candour. Organisational Duty of Candour was featured in the Governance event 
held in April 2021 and Duty of Candour will be included in Corporate Induction. 

 

In place 100%  

13. The System Leadership Team should consider how all 
members of the team are cited on emerging clinical and 
patient safety/patient facing priority issues and consider 
creating an action group that supports a nimbler approach 
to considering emerging issues. 

• In progress.  The System Leadership Team (SLT) members are currently updated at 
every meeting on emerging key issues through a dedicated check in process on the 
agenda. This will be strengthened to explicitly request any clinical and patient safety 
emerging issues. A prompt and agile response to issues raised will be commissioned 
and evidenced in the SLT minutes. 

• Directorate and Partnership Performance meetings will be re-established from 
September 2021 onwards, these meetings will focus on services including patient 
safety issues/priorities, workforce, and budget performance.   

In place 100% • SLT has patient safety 
issues as a standing item 
as part of the wider 
system check in.  

 
• Directorate Reviews are 

in development. 

75% 

14. Redesign of Urgent and Emergency Care informed by the 
vision of ‘Transforming our Care’ and implemented via the 
agreed 3 workstreams – Access, Optimise and       

• Programme structure to support implementation being designed and will report to 
Unscheduled Care Programme Board.  

March 2022 40% Programme has commenced 
however challenges around 
programme management 
have been escalated. 

15. Increase access to Quality Improvement training for ED staff  • Investing in QI skills and approaches for ED staff.  December 
2021 

80% • Investment to support 
Quality Strategy 
implementation identified. 

 
• This will be a priority for 

the new Clinical Director 
for ED who is in process 
of being appointed 

 



 
  



 
 Recommendations  Response/Action(s) Timescales RAG 

Status/% 
achieved to 
date 

Notes 

1. Urgent review of the arrangements for the implementation 
of iMatter within the ED specifically but also for the Board as 
a whole in terms of ensuring that there is oversight of 
performance at a Board and Staff Governance Committee 
level to ensure that there is a more proactive approach 
taken to both identify and support “red / amber areas”. 

• In progress.  Previous Board wide iMatter surveys have had no ‘red’ ratings.   The 
iMatter plan for 2021 with corresponding timetable was presented and approved by 
the Staff Governance Committee (SGC) in May 2021.    

• Organisation wide preparation (including the Emergency Department) concluded 
and iMatter survey went live on 23rd August 2021 and closes on 13th September.   
Directorate updates being provided regarding uptake and to flag any hot spot areas  

• iMatter Training materials have been provided to all managers.  This includes the 
role of the team managers in relation to the administration and management of 
iMatter; exploring how to manage hosting team meetings to discuss the outcomes 
and signposts managers to resources to support the team to develop their actions 
plans.   This includes responsibilities in relation to the iMatter continuous 
improvement process.    

• iMatter assurance process to measure participation levels and action planning 
activities geared to support learning and improvement at team and 
Directorate/Partnership levels are being developed to coincide with publication of 
survey results.  iMatter compliance reporting e.g., action planning will be discussed 
at Directorate/Partnership performance meetings and organisational assurance 
reporting will be presented to all Staff Governance Committee meetings.  

 

August - 
October 2021 

80% • Progress is reported on a 
weekly basis to SLT, and 
an update was given at 
the Staff Governance 
Committee on 17 Sept 
2021. 

 
• Update provided to SGC 

on 17 Sept 53% 
completion rate. iMatter 
reports provided to 
Directors with electronic 
submissions on 14th Sept 
2021.      Meetings now 
taking place with team 
completion date set for 9th 
Nov 2021. 

 
• Combined paper and 

electronic reports will be 
received on 27th Sept with 
a deadline of 22nd Nov 
2021 for completion of 
action plans. 

2. Increase the Staff Governance content for Board 
performance monitoring and “Balanced Scorecard” to 
include performance on statutory and mandatory training, 
eKSF / TURAS compliance, iMatter and relevant H&S KPI’s 
(the introduction of Pentana should support this) to be better 
able to triangulate meaningful workforce related KPI’s to 
identify “hot spots” in a more effective manner. 
 

• In place.  The HR Dashboard developed during 2020/2021 was presented to the 
System Leadership Team in May 2021.  Workforce Performance Groups (WPG) 
established in April 2021 are now meeting monthly linked with 
Directorate/Partnership   Management Teams.  

• Enhanced Partnership Chair and HRD meetings involving senior staff side 
representatives commenced in June 2021.  These meetings provide an opportunity 
to triangulate data/information to then report on to the System Leadership Team, 
Area Partnership Forum and thereafter quarterly to the Staff Governance 
Committee. 

 

In place 100% Additional Staff Governance 
information is included in 
wider Board Performance 
monitoring and updates to 
Staff Governance 
Committee.  
 

3. Review all of the Staff Governance Standards in terms of an 
internal self-assessment to review any areas for 
improvement and develop appropriate action plans, key 
milestones and leads as appropriate. 
 

• In place.   Plan to report on the 5 strands of the Staff Governance Standard was 
presented and approved at the Staff Governance Committee in May 2021. 

• The Employee Director and Director of Human Resources will jointly sign off and 
present this report to the Staff Governance Committee having been approved by the 
Area Partnership Forum. 

• Currently completing the national annual review of Staff Governance Standards 
which is due for return on 24th September 2021. 

• Progressing with the assessment tool for all Directorates to inform future Staff 
Governance Reports as identified in the Staff Governance Assurance Plan.  

 
 

In place 100% National Annual Review of 
Staff Governance Standards 
for NHS Forth Valley will be 
completed by 24 Sept 2021.  

4.  Urgent review of Partnership arrangements at a Board and 
local level to ensure that these are as inclusive as possible 
to reap the benefits of positive partnership working and also 

• In progress.  Joint working and enhanced partnership arrangements highlighted and 
have been agreed and a review of the Acute Partnership Forum working 
arrangements is underway. 

September 
2021 

100% In place. 

Staff Governance - led by L Donaldson, Director of Human Resources 



 Recommendations  Response/Action(s) Timescales RAG 
Status/% 
achieved to 
date 

Notes 

that appropriate senior commitment is given to Partnership 
Fora at both a Board and local level.  
 

• Moving to monthly meetings of APF from quarterly meetings.    The first month will 
concentrate on strategic issues and will be chaired by Cathie Cowan, Chief 
Executive.   The second month will deal with operational issues and will be chaired 
by Robert Clark, Employee Director. 

• Employee Director is part of Corporate Management Team and a member of Gold 
Command 

• Agreed to meet as a APF on a weekly basis when in ‘extremis’ with regular updates 
to all members of APF – this will be 2-way communication and will allow feedback 
through staff side from employees.    

5.  Provision of Support / Training to both the Employee 
Director and Partnership Representatives to ensure that 
they understand the roles and responsibilities that come 
with operating in a committed partnership environment and 
that they are able to fulfil these in a meaningful and effective 
way. 

• In progress. The Employee Director, Director of Human Resources and Chief 
Executive with the full involvement of staff side representatives will determine 
enhanced ways of working to support ongoing effective partnership working. 

• Agreed to have training sessions with HR and Staff Side representatives to 
understand and communicate roles and responsibilities when undertaking 
organisational change, moving on to implementation of National Workforce Policies. 

September 
2021 

90% Programme of work with HR 
and Staff side nearing 
completion. 

6.  Ensure that Partnership working is embedded as the 
“business as usual model” within NHS Forth Valley and work 
is done to raise awareness of this with line managers and 
HR staff who should also be encouraged to act as 
ambassadors for partnership working with managers in the 
day-to-day operation of the Board 

• In progress.  The Independent ED Review has highlighted that our escalation 
process is working.  However, as highlighted by the Review Team the response to 
issues highlighted at appropriate levels had not been acted on.  Action 5 (above) will 
explore this recommendation to consider any change in reporting arrangements. 

September 
2021 

90% Programme of work with HR 
and Staff side nearing 
completion. 

7. In line with the issues also raised within other sections of 
this report to review the induction, training and development 
and TURAS arrangements and compliance by both 
managers and staff to ensure that these are fit for purpose 
throughout the Board. 
 

• In place.  Revised corporate induction arrangements paused during the pandemic - 
refreshed and launched in June 2021.  Work is underway to refresh 
Directorate/Partnership induction. 

• TURAS appraisal updated, and system re-launched.  

In place 100%  

8. Review of Induction, skills assessment and learning and 
development plan within ED to ensure that staff are 
competent to carry out their role safely as this has a direct 
bearing in terms of patient safety and also as individual’s 
their professional registration requirements. 
 

• In progress.  ED Working Group with staff representatives will be established to 
oversee ED induction programme specifically for nursing (medical and student nurse 
induction in place).  Education Facilitators will be appointed to support ED and Acute 
Assessment areas to provide structured education and training.  Posts will report 
directly to Head of Learning and OD.  Interviews on 15th September 2021. 

• Implementation of Essential Training passport is in development and will provide all 
staff with at least 2 days each year to complete mandatory training.  

• ED Organisational Development Support Workplan nearing completion and ready 
for implementation.   Consultation has included staff side colleagues; Acute 
Directorate Management; medical and nursing staff to date. Focus groups are also 
being organised. Implementation will be in 2 phases: Phase 1: diagnostic and will 
involve 1:1 meetings with staff.  Phase 2: 12 staff workshops over 12 months. 

 
 

October 2021 80% • See Nursing Workforce 
update above.   
Education Facilitators to 
support ‘on the job’ 
training and support in 
ED and Acute 
Assessment areas now 
appointed.  

• ED OD Plan in final draft 
and focus groups are 
being established. 

 
 
 
 
 

9. Review of workforce planning arrangements in partnership 
to ensure that these are “fit for purpose in order to support 
the overarching Workforce Strategy and People Strategy 
and Integration Plans. 
  

• In place.  As per the Internal Control Evaluation Plan (attached at Appendix 1) ‘Our 
People Strategy’ (i.e., Workforce and People Strategy) will be reviewed by 
December 2021.   

• Interim Workforce Plan in line with national guidance was presented and approved 
at the APF and Staff Governance Committee in May/June 2021. 

 

In place 100%  



 Recommendations  Response/Action(s) Timescales RAG 
Status/% 
achieved to 
date 

Notes 

10. Implementation of the post-Sturrock governance and action 
plan to be able to assess the overall organisational culture 
and develop an improvement plan to ensure that staff feel 
safe and able to speak up and also work within a positive 
environment. 
 

• In progress.   The NHS Board has a Sturrock Review Group in place.  The Group 
has developed and approved an Action Plan.   The actions are reported to the Staff 
Governance Committee.  Monthly meetings established. 

• The NHS Board has approved a new Speak Up initiative; this initiative also supports 
the implementation of the Whistleblowing legislation and has been developed in 
partnership with staff and staff side representatives.  Two Speak Up Ambassadors 
have been recruited and there are plans to recruit 6 Speak Up Advocates. Specialist 
Training will take place in October 2021 and will be rolled out across the organisation. 

August 2021 80% Two Speak Up Ambassadors 
and 4 Advocates have been 
recruited. Specialist Training 
will take place in October 
2021 with a launch date to 
support this new initiative 
planned for Nov 2021. 

11.  Ensure that the Health and Safety governance Structures 
and responsibilities are approved as a matter of urgency 
and disseminated throughout the Board. 
 

• In progress.  The NHS Board has an established Health and Safety Committee 
Structure in place including a revised policy.  The development of a Health & Safety 
Strategy, in addition to the policy was paused during the pandemic; this will be 
presented to the NHS Board’s for approval in September 2021. 

 

September 
2021 

95% Strategy is due to be 
considered at the NHS Board 
meeting on 28 Sept 2021. 

12.  It is recognised that the Staff Governance Standards must 
be owned at a local level and committed to by managers in 
order to make them meaningful for staff, however, it is 
important that the HR Director in Partnership with the 
Employee Director takes a robust monitoring and 
performance management role in order to be assured and 
to be able to provide assurance to the Board and Staff 
Governance Committee of overall performance in all of the 
strands. 
 
 

• In place. See Staff Governance Action 3 above. In place 100%  

13 Protected Learning time for ED Nurses to be compatible 
with medical staff and trainees/student   

• Introduce to 2 hours protected learning time per week or 1 day per month.  Two 
Education Facilitators reporting to the Head of Learning and Organisational 
Development (OD) will be appointed to provide on-site (AAU and ED).  In addition, 
there will be a range of Organisational Development initiatives to support 
multidisciplinary team working.  
 

December 
2021 

80% Interviews took place on 15 
Sept 2021 and two 
Education Facilitators offered 
posts. 
 
ED OD plan has been 
drafted and focus groups are 
being established. 

14 Staffing levels  • Review ED clinical nurse staffing levels 24/7 (see nursing workload tools 
recommendation) and agree investment in HSCW role and development  

• Band 2 to 3 work progressing - competency-based focus involving nursing; staff side 
and HR colleagues  

December 
2021 

60% Work to review the role of 
Bands 2 – 3 has 
commenced. 

15. ED Induction for new nurse starts   • Develop a programme of inductions – establish a short life working group this work 
beginning in late-August 2021.  The Head of Learning and OD will support this work 
as part of the Health Board’s investment in organisation wide induction for all new 
starts. 

• Work progressing well with ED Induction led by Directorate of Nursing and Acute 
Directorate – nearing conclusion and dovetails with corporate induction for all staff. 

 

November 
2021 

80% See Nursing Workforce 
update above re induction.    

 
 
 
 
  



 
 Recommendations  Response/Action(s) Timescale RAG 

Status/% 
achieved to 
date 

Notes 

1. That there is an external expert assessment of 
relationships and behaviours between members of the 
SLT, clarity on roles and contributions; what is expected 
of them collectively and individually and in particular 
ability to challenge peers. 
 

• In progress. The current OD Programme involving the Board’s Executive 
Directors continues and SLT members will be invited to participate in 
shaping an OD programme. The programme will focus on team working, 
authorising environment and provide clarity on individual and collective 
roles and responsibilities.    

October 
2021 

75% SLT discussed seeking internal 
support in July and to be 
involved in a scoping paper to 
inform OD sessions thereafter.  
OD support secured in August 
to be programmed in during 
October with one-to-one 
interviews scheduled and 
feedback from interviews will 
inform OD scoping paper for 
SLT to consider and agree. On 
target to conclude assessment 
and implement programme.  

2. That there is an external assessment of relationships and 
behaviours between the System Leadership Team and 
Non-Executive Board members with a particular focus on 
how they engage, scrutinise and utilise the information 
presented to them and use this to make an informed 
assessment for assurance purposes. 

• In progress.  The Board in June 2020 approved an extension of Board 
membership to include all SLT members.  The Board in line with the NHS 
Corporate Governance systems is committed to ongoing regular self-
assessments in response to the NHS Scotland DL (2019) – Blueprint for 
Good Governance.  A Board self-assessment workshop was due to take 
place in 2021 and due to the pandemic was paused.  A workshop to 
explore and provide clarity on relationships and behaviours between SLT 
and Non-Executive members is being progressed with NHS Education for 
Scotland.  

• Board Development sessions, pre Covid-19 focused on governance 
related topics and took place bimonthly.  These sessions were paused 
during the pandemic and Board meetings were increased to monthly as 
part of revised governance arrangements.  Board Seminars 
recommenced in January 2021; the January session led by the Board 
Chair focused on ‘Active Governance’.  

 

October 
2021 – 
date 
extended 
to 
November 
2021 

75% Workshop date with NES will 
take place on 9th Nov 2021 with 
NES - outputs will focus on 
relationships, behaviours, and 
roles for assurance purposes.  
 
Individual meetings with SLT 
agreed with interviews 
scheduled for October 2021.  A 
similar process will also take 
place and involve non- 
executive Board members - 
dates for October are being 
finalised.    
 
Scope to have non-executive 
and SLT specific sessions – will 
be concluded by mid/end of Nov 
2021.   

3.  The Board should revisit the results of the 2019 self-
assessment on the Blueprint for Good Governance taking 
account of the findings of this review and expedite the 
plans to introduce “Active Governance”.  
 

• In progress.  The update to the Blueprint for Good Governance - 
Improvement Plan was presented and approved by the NHS Board in 
March 2021.  This Plan will be further updated following the Board’s self-
assessment workshop and as in previous years will be facilitated by NHS 
Education for Scotland.    

October 
2021 

80% Update on progress will be 
discussed at 28 Sept 2021 NHS 
Board meeting. 
 
Output from 9 Nov 2021 
workshop with NES will also be 
used to inform any new actions.  

4.  The Board should consider any recommendations arising 
from the national work to improve assurance systems and 
develop a local assurance framework that embeds and 
refreshes relevant information flows and timely data to 
support scrutiny and assurance Board /Committees. 
(consider qualitative as well as quantitative data and 
benchmarking) 

• In progress.  The national work to inform ‘active governance’ will be 
adopted by NHS Forth Valley and will contribute to the Board’s Assurance 
Framework – a Board Seminar is being rescheduled to further enhance 
our approach risk management and Board assurance.   

• The Staff Governance Committee (SGC) considered and approved the 
Staff Governance Assurance Framework and Plan at its meeting in May 
2021.  This work will be undertaken for all Board Assurance Committees.   

 

October 
2021 

80% Risk Management Workshop 
took place at NHS Board 
session on 17 Aug 2021. 
 
Updated Code of Corporate 
Governance scheduled to be 
presented to the Board in Sept 
2021. Board Assurance 
Framework has been drafted 
and will be shared with NHS 
P&R Committee in October 
2021. 

Corporate Governance - led by C Cowan, Chief Executive 
 



 Recommendations  • Response/Action(s)  RAG 
Status/% 
achieved to 
date 

Notes 

5.  The Board should consider developing a more proactive 
simplified communication plan to help paint a clear picture 
of how the organisation is governed, how priorities are 
developed and well communicated and to raise 
awareness and understanding by all stakeholders. 
 

• In progress.  The Board has appointed a Board Secretary and a refresh 
of the Board’s Code of Corporate Governance is underway.  This will be 
presented to the Board for approval in November 2021.  

November 
2021 

80% Code of Corporate Governance 
updated and will include a 
review of Assurance 
Committees. 
 
CPP and IJB memberships 
being reviewed by Chair and 
CEO.   
 
Chair discussions with Board 
members will take place during 
October and updates will be 
provided to the Board in Nov 
2021. 

6. The Board should develop a structured programme of 
visibility and engagement with staff in order to 
demonstrate Board values; encourage staff to speak up 
and be heard and reinforce a culture of continuous 
improvement. (This could be through Patient Safety 
leadership walk rounds, meet the Board sessions or a 
range of other engagement initiatives)  

• In progress.  The Board had approved a revised visibility and engagement 
approach to support Leadership (Patient Safety) Walkrounds – this 
programme in response to Covid-19 restrictions was paused.  Feedback 
from these initial walkrounds from staff had been very positive.  
Leadership walkrounds will be discussed and greed following the Board 
Seminar in August 2021. 

 
 

September 
2021 

80% Medical Director led Board 
Seminar, which focused on 
revised visibility and 
engagement programme - took 
place on 17 Aug 2021. 
 
Programme builds on work 
already in place. A timetable is 
being developed and training 
will be offered with a plan to 
include IJB members in 2022. 

7. NHS Forth Valley should urgently review the current 
Acute Division management arrangements to ensure 
there is sufficient Senior Clinical leadership to provide 
oversight of whole hospital issues. This needs to provide 
clarity on lines of accountability for operational and 
professional governance, so that staff understand the 
routes of escalation if they have any issues or concerns. 
In doing this ensure that robust operational management 
systems are in place to drive continuous improvement 
involving staff at grass roots level. 
 

• In progress.  The Chief Executive is working with Acute Service Leads to 
address the recommendations that refer to the findings in paragraph 5.16, 
5.17 and 5.18 in relation to the Acute Management structures, 
governance, professional leadership, and staff empowerment.  The 
outcome of this review will be reported to the Sub Committee and 
thereafter via the Board Assurance – Staff Governance and Clinical 
Governance Committees.  

September 
2021 – 
date 
extended 
to October 
2021 

50% Work underway to ensure there 
is sufficient senior clinical 
leadership oversight of whole 
hospital issues.  
 

8. That this review of management arrangements needs to 
be complemented by a thorough review of Hospital 
governance arrangements that compliments the Board 
assurance framework and promotes and assures Safe, 
Effective and Person-Centred Care from ward to Board 
 

• In progress.  This will be factored into the review of the Acute Division 
management arrangements.  The Executive Nurse Director is leading a 
review of 24/7 clinical nurse leadership as part of our ongoing response 
to safe staffing legislation. 

October 
2021 

70% Executive Nurse Director is 
leading a review on safe staffing 
– 24/7 across the acute site.  
 
Senior Nurse 24/7 rota to be 
established.   
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FORTH VALLEY NHS BOARD 
TUESDAY 28 SEPTEMBER 2021 
 
7.1 Finance Report    
Seek Assurance 
 
Executive Sponsor: Mrs Cathie Cowan, Chief Executive 
Author: Mr Scott Urquhart, Director of Finance 
 
 
Executive Summary 
This report provides a summary of the financial position for NHS Forth Valley to 31st August 
2021.   

    
Recommendation     
The NHS Board is asked to:  
 

• note an overspend of £0.478m to 31st August 2021 (Month 5 of 2021/22 financial year), 
against an annual budget of £750.9m 

• note that workforce and capacity pressures across our system continue to drive 
increased costs in-year and present a challenge to ongoing financial sustainability 

• note that further review is underway in relation to quantifying COVID-19 associated 
costs to revise funding requirements for Q2 returns 

• note a balanced capital position to date 
• note that a detailed review of the strategic financial risk will be presented to the 

Performance and Resources Committee in October 
 

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 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 the 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 Financial Performance to 31st August 2021 is an overspend against budget of £0.478m, 
comprising an overspend on Clinical Directorates including set aside services and 
Corporate services of £0.610m, together with an underspend on services delegated to 
Health & Social Care Partnerships of £0.132m (Appendix 1).   
 

1.2 The financial impact of COVID-19, including direct additional costs for vaccination, testing 
and remobilisation plus indirect costs associated with the managing the wider impact and 
recovery measures continues to be regularly updated and shared through established 
reporting mechanisms, with the next formal update due to be submitted to Scottish 
Government in October.  

 
1.3 The overall cost base has increased above Quarter 1 reported levels, as a result of actions 

being put in place to meet exceptional unscheduled care capacity and demand pressures 
across health and care settings.  A number of contingency areas have been opened on the 
acute hospital site and additional staffing resources are being deployed to support delivery 
of core services. These measures, coupled with management of staff absence cover and 
vacancy backfill, have significantly increased the requirement for temporary staffing, with 
spend in this area totalling £10.6m for the five-month period to 31st August 2021. This 
compares to a cost of £7.5m to the same point in 2020. An analysis of the expenditure is 
set out in Appendix 2.  
 

1.4 A meeting took place with Scottish Government finance representatives on 10th September 
to review financial performance and key factors underpinning delivery of the projected 
outturn, including financial risks.  The in-year financial position will be largely dependent on 
the level of COVID-19 funding available to support and offset the cost impact identified to 
date and over the winter period ahead, and on a continued focus by budget managers on 
cost control, financial sustainability and value improvement.  An in-depth review of the NHS 
Board’s strategic level risk on financial sustainability will be presented to the Performance 
and Resources Committee in October. 

 
1.5 A further tranche of funding for CAMHS (Children and Adolescent Mental Health Services) 

has recently been confirmed as part of the Mental Health Recovery and Renewal Fund for 
the current financial year, supplementing the phase 1 funding allocation earlier in the year.  
Other anticipated funding allocations including National Treatment Centre elective care 
monies have been factored into financial projections.     

 
1.6 Savings plans identified to date total £27.348m with savings at August totalling £15.630m, 

as set out in Appendix 5 to this report, with an analysis between recurring and non-recurring 
sources.  
 

1.7 Capital expenditure for the first two months of the year totals £2.321m. Capital expenditure 
and funding sources are detailed on Appendix 3 of this report.  A mid-year review of capital 
expenditure phasing and budget alignment will be considered at the Performance and 
Resources Committee in October. 
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2.0 CLINICAL DIRECTORATES 
 

 Clinical Directorates reported an overspend of £0.890m to 31st August 2021.  

Directorate 

Annual 
Budget   

YTD 
Budget 

YTD 
Spend 

YTD 
Variance 

£m £m £m £m 
Acute Services 177.788 76.534 77.272 (0.738) 
Cross Boundary Flow  56.654 23.573 23.412 0.161 
Community Services incl Prisons 15.541 6.300 6.189 0.111 
Women & Children  44.051 18.869 18.851 0.018 
Specialist Mental Health 14.965 6.225 6.701 (0.476) 
Ringfenced and Contingency Budgets 52.849 0.000 0.000 0.000 
Income (23.397) (8.134) (8.168) 0.034 

Total 338.451 123.367 124.257 (0.890) 
Note these budgets include services defined as ‘Set Aside’ 
 

2.1 Costs directly attributable to Covid-19 have been identified and matched with budget, on a 
non-recurring basis and work continues to develop on projected covid impact into the new 
financial year across key themes.  
 

2.2 Acute Services are experiencing particularly challenging capacity pressures, a number of 
measures are underway to ease the situation, including opening contingency beds. There 
are specific nurse staffing pressures which are giving rise to increased supplementary 
staffing through bank agency and overtime, particularly in the Emergency Department, In-
patients services and Ambulatory Care. In addition there remain non-pay pressures in 
oncology and ophthalmology drugs and radiology costs. 
 

2.3 In Cross Boundary Flow, there are a number of areas of financial challenge including the 
costs of Cystic Fibrosis drugs with patient numbers increasing, and costs of a number of 
Mental Health Forensic Patients from other Health Boards.  

 
2.4 The Women and Children’s Directorate is reporting a small underspend at month 5, with the 

recognition of a non-recurring prescribing saving and the management team continues to 
review services to identify sustainable cost improvement plans although non- recurring 
savings from slippage will continue to be required to manage financial pressures.  
 

2.5 In Specialist Mental Health services, there continues to be significant staffing pressure in 
wards both at Bellsdyke and Forth Valley Royal Hospitals, being supplemented by nurse 
bank staffing. 
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3.0 CORPORATE FUNCTIONS AND FACILITIES  

 
 Corporate functions and Facilities report an underspend of £0.280m to 31st August 2021. 
 

Service 

Annual 
Budget   

YTD 
Budget 

YTD 
Spend 

YTD 
Variance 

£m £m £m £m 
Facilities & Infrastructure 97.051 39.061 39.110 (0.049) 
Corporate Services         
Director of Finance 3.598 1.499 1.463 0.036 
Area Wide Services 0.655 (2.584) (2.427) (0.157) 
Medical Director 8.506 3.499 3.443 0.056 
Director of Public Health 3.102 1.095 1.044 0.051 
Director of HR 4.297 1.731 1.657 0.074 
Director of Nursing 3.377 1.406 1.363 0.043 
Chief Executive 1.955 0.797 0.821 (0.024) 
Portfolio Management Office 0.541 0.225 0.184 0.041 
COVID-19 8.597 8.597 8.597 0.000 
Immunisation / Other 1.112 0.463 0.254 0.209 

Total 132.791 55.789 55.509 0.280 
 
 

3.1 The Facilities & Infrastructure Directorate report an overspend to 31st August of £0.049m, 
pressures are consistent with previous months reporting, principally from the provision of 
patient transport services, but this is offset by reduced costs in areas driven by activity.  

 
3.2 Corporate Services cover a range of services of functions including Finance, Human 

Resources and Public Health.  There are offsetting over and underspends across these 
services.   
 
 

4.0 HEALTH AND SOCIAL CARE PARTNERSHIPS  
 
4.1 Health services in scope for Health and Social Care Partnerships report an underspend of 

£0.132m to 31st August 2021.  
 

HSCP 

Annual 
Budget  

£m 

YTD 
Budget 

£m 

YTD 
Spend 

£m 

YTD 
Variance 

£m 
Falkirk          
  Operational Services 64.130 26.398 25.600 0.798 
  Universal Services 79.815 32.133 32.923 (0.790) 
Subtotal 143.945 58.531 58.523 0.008 
Clackmannanshire and Stirling          
  Operational Services 52.674 21.222 20.574 0.648 
  Universal Services 82.215 32.883 33.407 (0.524) 
Subtotal 134.889 54.105 53.981 0.124 
TOTAL 278.834 112.636 112.504 0.132 

 
4.2 Health and Social Care Partnership budgets detailed above are Health budgets designated 

as in scope for HSCP integration, excluding services defined as Set Aside. Financial 
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pressures related to ‘Set Aside’ services are met by NHS Forth Valley.  These services are 
currently captured within the Clinical Services areas of this report. 

 
4.3 The most recent IJB reports set out the following position 

 
• The projected year end position for Falkirk IJB is an overspend of £3.926m (Source: 

September 2021 IJB papers), of which £2.402m relates to the Set Aside budget, 
£1.524m related to health services and break-even in respect of Adult Social Care.  

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

overspend of £2.181m (Source: September 2021 IJB papers), comprising £1.840m on 
the Set Aside budget, and £0.341m relating the Integrated budget for health services 
and Adult Social Care. 

 
4.4 Key financial pressure areas remain Prescribing and other universal services, partly offset 

by underspends against operational service budget areas.  Work on the Prescribing 
Improvement Initiative continues where improvements are being delivered on drugs 
switches which will yield financial benefits in this financial year.   
 

5.0    RISK 
 
5.1 Financial Risks are assessed on a quarterly basis. Work is underway supported by the Risk 

Manager to review current financial risks on a “deep-dive” basis to articulate how assurance 
can be gained by undertaking a risk criticality assessment and then identifying lines of 
defence, from operational management ownership through to independent assurance from 
Internal and External Audit. The current risk profile is set out in App. 4. An update on work 
undertaken will be presented to the October Performance and Resources Committee. 

 
5.2 An in depth review of the strategic level financial risk will be considered at the October 

Performance and Resources Committee. 
 

6.0 CAPITAL 
 

6.1 The year to date capital position is break even. Total capital resources comprising CRL and 
retained receipts are £18,448m, Scottish Government Health Directorate General Core 
Allocation of £6.085m, ring-fenced funding of £13.513m and forecast Property Disposal 
receipts to the value of £0.150m. There is also forecast to be an initial £1.300m adjustment 
in relation to Indirect Capital Expenditure charged to Revenue, however this will be 
reassessed during the financial year and adjusted as required (Appendix 3).  
 

        
Total        
£m 

Capital Resources         
   General Allocation      18.298 
   Property Disposals      0.150 
Total Capital Resources       18.448 
Capital Expenditure 
   Expenditure to 31st August 2021 
   Anticipated expenditure September 2021 to March   2022     

2.321 
16.127 

Total Projected Expenditure       18.448 

6.2 Total expenditure by category / budget area is as follows: 

Elective Care – pre-construction work continues with the Elective Care project and as at 31st 
August £0.025m has been spent in the current financial year.  
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Information Management & Technology – projects are underway within IM&T department as 
approved by the Digital & eHealth Project Board and as at 31st August 2021 the sum of £0.752m 
has been spent.  
 
Medical Equipment– expenditure to date on Medical Devices now equates to £0.253m inclusive 
of in-month purchases of an Anaerobic Cabinet for Laboratories and Theatre equipment.  
 
Facilities & Infrastructure – expenditure to date within Facilities and Infrastructure equates to 
£1.220m, predominantly on Urgent Care redesign, Statutory Standards and Primary Care 
premises. 

At 31st August 2021 the sum of £0.71m was spent from the Dental Infrastructure fund on 
works to Carronshore Dental practice 
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Appendix 1: Revenue Financial Position as at 31st August 2021 
 

Budget Area 

Annual 
Budget  

£m 

YTD 
Budget 

£m 

YTD 
Spend 

£m 

YTD 
Variance 

£m 
  

  
  

    NHS Services (incl Set Aside)   
  

  
  

    Clinical Services   
Acute Services 177.788 76.534 77.272 (0.738) 
Cross Boundary Flow 56.654 23.573 23.412 0.161 
Community Services incl Prisons 15.541 6.300 6.189 0.111 
Women and Children 44.051 18.869 18.851 0.018 
Specialist Mental Health 14.965 6.225 6.701 (0.476) 
Income (23.397) (8.134) (8.168) 0.034 
  

  
  

    Non- Clinical Services   
Facilities and Infrastructure 97.051 39.061 39.110 (0.049) 
Corporate Services 35.740 16.728 16.399 0.329 
  

  
  

    Other   
Ringfenced and Contingency Budgets 52.849 0.000 0.000 0.000 
Partnership Funds - Falkirk 0.182 0.000 0.000 0.000 
Partnership Funds - Clacks Stirling 0.613 0.000 0.000 0.000 
Subtotal 472.037 179.156 179.766 (0.610) 
          
Health & Social Care Partnerships         
Falkirk HSCP 143.945 58.531 58.523 0.008 
Clacks/Stirling HSCP 134.889 54.105 53.981 0.124 
Subtotal 278.834 112.636 112.504 0.132 
          
Total 750.871 291.792 292.270 (0.478) 
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Appendix 2 
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Appendix 3: Capital Financial Position as at 31st August 2021 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

  Annual YTD YTD YTD  
Capital Resource Limit Budget Budget Actual Variance Forecast 
for the period to 31st  August 2021 £000 £000 £000 £000 £000 
            
Resources       
General Allocation 6,085 2,038        2,038 0 6,085 
Other Allocations 13,513 283 283 0 13,513 
Indirect Capital Charged to Revenue (1,300) 0 0 0 (1,300) 
Value of Asset Sales Retained 150 0 0 0 150 
Total Gross Direct Capital Resource 18,448 2,321 2,321 0 18,448 
        
Expenditure       
Elective Care 7,813 25 25 0 7,813 
Information Management & Technology 2,514 752 752 0 2,514 
Medical Equipment   1,580 253 253 0 1,580 
Facilities & Infrastructure 6,925 1,220 1,220 0 6,925 
Financial Assets 916 0 0 0 916 
Capital Grants & Capital to Revenue (1,300) 71 71 0 (1,300) 
Total Gross Direct Capital 
Expenditure 18,448 2,321 2,321 0 18,448 
        
Saving/ (Excess) Against CRL 0 0 0 0 0 
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Appendix 4 – Assessment of Financial Risks at 31st August 2021 
 
 

Risk Rating 
(R/A/G) 

There is a risk that costs related to Covid-19 will impact on the Boards ability 
to meet its financial targets and that Covid-19 additional costs are not fully 
funded in future years. 
 

Amber 

There is a risk on future years financial sustainability based on increasing 
underlying recurring costs and uncertainties on funding arrangements beyond 
2021/22. 
  

Amber 
 

There is a risk that economic outlook and impact of demographic change 
continues to drive requirement for recurrent cash savings which is 
unsustainable without significant service change.    
 

Amber 

There is a risk that the Board’s cost improvement programme will not fully 
deliver, and that timing of some plans will slip. 
 

Amber 

There are uncertainties associated with EU withdrawal arrangements which 
carry potential financial risk. 
 

Amber 
(reducing) 

There is a risk that capacity issues resulting from discharge and activity 
profiles, and workforce pressures lead to increased staffing and service costs 
above forecast. 
 

Red 

There is a risk that additional financial contributions required from partner 
organisations to meet IJB financial pressures will exceed planned levels, in 
relation to both health and social care services. 
 

Amber 

There is a risk that service level agreements will significantly vary from the 
anticipated income and expenditure position. 
 

Amber 

There is a risk that areas of specific clinical service sustainability risk will 
require additional financial resources to maintain safe and effective services 
for patients.  
 

Amber 

New Drugs - proportion of spend on hospital drugs has been rising above 
inflation year on year.  Approvals for new high cost drugs have significant 
impact on spend profile.  
 

Amber 
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Appendix 5 - Savings Position  
 
         

    To Date Anticipated Year End Savings 

    

Total 
Achieved 
August 
2021 Recurring 

Non 
Recurring Total 

    £000 £000 £000 £000 
Planned Savings Schemes         
            
  Medicines Efficiencies         
  Prescribing Improvement Initiative  136 708 0 708 
  Prescribing Efficiencies / Rebates  891 0 1,881 1,881 
            
  Acute Workstream Savings Delivery         
  Workforce Redesign 193 126 703 829 
  Value Management 0 0 100 100 
  Income generation 30 0 230 230 
  Discretionary spend 216 0 216 216 
  Service Redesign       TBC 
  Local contracts review       TBC 
            
  Innovation and Digital Development          
  Travel Costs 124 600 0 600 
  Texts Savings 0 45 0 45 
  Calls Savings 0 65 0 65 
  Printing/ Photocopying etc 35 200 0 200 
  Travel Time       efficiency 
            
  Financial Grip and control         
  Rephasing of land sale revenue  0 0 5,200 5,200 
  Balance sheet opportunities 1,200 0 3,200 3,200 
  Insurance & Contract Rebate 340 0 1,011 1,011 
            
  Unplanned Financial Benefits         
  Reduction in planned and unplanned activity 181   481 481 
  Other 96   165 165 
            
  Financial Plan Slippage         
  Slippage in brought forward central budgets 11,227 11,346 110 11,456 
  Planned investments delayed or postponed 961   961 961 
            
Total 15,630 13,090 14,258 27,348 

 



Integration Joint 
BoardNHS Board Local Authority

The JB is accountable to Scottish 
Government and the public under Act 42 
for delivery of the integration functions 
through its annual performance report

Directions

Under Act 27(4) the NHS Board 
must carry out the functions as 

directed by the IJB 

Under Act 27(4) the Local Authority 
must carry out the functions as 

directed by the IJB 

Under Act 26 (1) IJB must direct either or both the NHS Board and the Local 
Authority to carry out each delegated function and allocate the funding to 

carry out those functions to the relevant body under Act 27(1)(b) & (3).

Under Act 42(6) the NHS Board is 
accountable to the IJB for its 
performance in carrying out 

functions as directed by the IJB

Under Act 42(6) the Local Authority 
is accountable to the IJB for its 

performance in carrying out 
functions as directed by the IJB

Scottish 
Government

The NHS Board remains accountable 
to Scottish Government and the 

public for the statutory functions it 
delivers through the IJB

The Local Authority remains 
accountable to Scottish Government 

and the public for the statutory 
functions it delivers through the IJB

Appendix 1
Integration – Statutory Lines of Accountability

 



Appendix 2 

Governance Improvement Plan - Update Sept 2021 

Governance 
Theme 

Actions Outcomes Responsible 
Officer 

Timescale 
 

RAG Status 
- % 

completion 
 

Comments 

Fiduciary • Corporate Governance Framework 
will be reviewed and updated. 

Establish a ‘single’ Code of 
Corporate Governance which brings 
together the documents which 
control the system by which the 
Board governs its business.   Board 
seminar planned for April 2021 will 
describe the connection running 
through the organisation into the 
Boardroom.   
 

Chief 
Executive/ 
Board 
Secretary  
 
 
 

June 2021 - 
extended 
to Sept 
2021 
 
 
 
 
 
 

90%  
 
 
 
 
 
 

 

Code of Corporate 
Governance reviewed and 
update - presented to Sept 
Board for endorsement and to 
invite Audit & Risk Committee 
to review and provide 
assurance on efficacy to the 
Board. 

 • Develop an Assurance Strategy 
which will set out a Board-wide 
Assurance System linking risk and 
performance.  

Approve and implement an 
Assurance Strategy that sets out the 
Board’s Assurance System to 
support Directors and Senior 
Managers and all staff to apply the 
Board’s corporate governance 
arrangements in place. 
 

Director of 
Finance 
 

October 
2021 - 
extended 
to Jan 2022 
 

70% Assurance mapping process 
for Strategic Risks developed.  
‘Deep Dive’ assurance 
assessment scheduled to go 
live at October P&R 
Committee and will be rolled 
out thereafter to Staff and 
Clinical Governance 
Committees.   Work has begun 
to review the requirement and 
scope of the BAF with an 
update report on progress 
scheduled for the Board in 
Nov 2021.  
 
 
 



Governance 
Theme 

Actions Outcomes Responsible 
Officer 

Timescale 
 

RAG Status 
- % 

completion 
 

Comments 

 • Review Assurance Committee 
terms of reference, membership 
including Non-Executive Chair and 
Corporate Director leads and 
support. 

Introduce Board development 
programme to ensure that all 
members can engage with the 
information and make informed 
decisions not only about what is 
happening in our NHS Board but 
also have a regard to the wider 
strategic and policy context in which 
our NHS Board operates within. 
 
Terms of Reference developed and 
agreed with input from Internal 
Audit and how this supports our 
assurance mapping work and 
annual workplans for each of the 
Committees. 
 

Chair/Chief 
Executive 

June 2021 - 
extended 
to Nov 
2021 
 

80% 
 
 
 
 
 
 
 
 
 

80% 

NES Board development 
session scheduled to 9th Nov 
2021.  Board members will 
also be invited to engage in 
individual interviews to inform 
future Board development – 
plans in place to conduct 
interviews during October 
2021. 
 
Committee Terms of 
Reference complete, 
assurance mapping and 
annual forward work 
programmes being finalised 
with recommendations to the 
NHS Board in Nov 2021.   

 • The NHS Board paper/report 
template be reviewed and updated 
to ensure it directs and informs 
good decision-making.  

Standardised report writing to 
govern decision-making aligned to 
risk/assurance elements with input 
from Internal Audit and Corporate 
Risk Manager.   
 

Head of Policy 
& 
Performance 

May 2021 Complete   

 • The Board template will be adopted 
by the Board, Assurance 
Committees and Board operational 
and advisory fora. 

 
 
 

• Report Template implemented. 
 

Head of Policy 
& 
Performance 

June 2021 Complete Lead Executive Board 
Committee members to 
progress and adopt.   

Governance 
Theme 

Actions • Outcomes Responsible 
Officer 

Timescale 
 

RAG Status 
- % 

completion 
 

Comments 



Strategic • Develop and agree strategic 
priorities and direction of the 
Board. 

• Monitor implementation of that 
Strategic Direction including setting 
and monitoring corporate 
objectives which measure progress. 

• Develop and monitor supporting 
strategies including, quality, digital, 
finance, workforce estates and 
engagement.   

 
 
 
 
 
 
 
   

Develop and agree a Health & Care 
Wellbeing Strategy for Covid-19 
recovery and beyond that takes 
cognisance of the operating 
environment – i.e., Integration 
Authorities and Strategic 
Commissioning Plans.  (NB Work to 
complete the Quality Strategy will 
continue during April and be 
presented to the NHS Board for 
approval in May. The Healthcare 
stakeholder engagement piece will 
only begin when the Quality 
Strategy work is concluded, and so 
timescales may need to be 
extended)   

Chief 
Executive 
(DPH leading 
on Covid-19 
response) 

Sept 2021 - 
extended 
to Dec 
2021 

40% 
 

Quality Strategy approved by 
Board in July 2021. Investment 
and implementation 
underway. 
 
Refresh of Health & Care 
Strategy   - underway and 
being aligned to 
Remobilisation, Recovery and 
Redesign, the Quality Strategy 
and HSCP Strategic 
Commissioning Plans.     

Generative • Plan for a time out ‘re-imaging, re-
contracting and re-designing the 
future’ event.  

 
 
 
 
 

Co-creation event that involving 
Board and staff in a ‘big 
conversation’. 
 
 
 
 

Chair/Chief 
Executive 
 
 
 
 
 
 
 
 
 
 
 

July 2021 - 
extended 
to Dec 
2021 
 
 
 
 
 
 
 

20% Board member visibility walk 
rounds refresh and endorsed 
at Board seminar in August 
2021. The ‘big conversation’ 
event to be informed by the 
work underway to refresh the 
Health & Care Strategy. 
 
 
 

Governance 
Theme 

Actions Outcomes Responsible 
Officer 

Timescale 
 

RAG Status 
- % 

completion 
 

Comments 



Generative • Define the cultural characteristics 
that will facilitate and enable the 
delivery of NHS Forth Valley’s 
strategy.    

 
 

Develop and agree cultural 
characteristics and how these align 
to Good Governance Blueprint, 
including how we support 
empowerment, encourage 
innovation and constructive risk, 
and holding to account for delivery 
and risk management as part of 
refreshing the Board’s corporate 
objectives. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Chief 
Executive/ 
HRD 
/Corporate 
Risk Manager 
 
 
 
 
 
 
 
 
 
 
 

June 2021 - 
extended 
to Dec 
2021 
 
 
 
 
 
 
 
 
 

50% 
 
 
 
 
 
 
 
 
 
 
 
 

Board facilitated time out 
session scheduled to 9th Nov 
will refer to this action. 
 
 

Governance 
Theme 

Actions Outcomes Responsible 
Officer 

Timescale 
 

RAG Status 
- % 

completion 
 

Comments 



Generative • Measure and monitor the culture 
within the organisation (open, just, 
and fair).  

Implement a healthy culture tool 
aligned to i-matter action planning.  
 
 

HRD/Head of 
OD & 
Learning 
 

August - 
extended 
to Dec 
2021 
 

70% The Continuous Improvement 
iMatter cycle for 2021 is 
underway. Monitoring and 
reporting of iMatter KPI 
including action planning are 
provided monthly to 
Directorates via Pentana.   
Staff stories have been 
requested across the 
organisation to feature in the 
Board and National Report. 
This will provide teams a 
valuable opportunity to share 
learning and celebrate 
achievements. 

The Staff Governance 
Assessment tool has been 
developed and will be issued 
to each Directorate on 3rd 
October 2021 for completion 
within one month. Directorate 
assessments against the 5 
themes of the SG standard will 
inform reports to the Staff 
Governance Committee (SGC) 
in December. Directors are 
expected to have live action 
plans which will be reported 
quarterly to SGC.  

 
Governance 

Theme 
Actions Outcomes Responsible 

Officer 
Timescale 
 

RAG Status 
- % 

completion 
 

Comments 

Generative • Investing in staff wellbeing by 
adopting a healthy culture 

Develop and agree a Corporate 
Staff Wellbeing Plan. 

HRD/Staff 
side and Staff 

July - 
extended 

40% A facilitated session is planned 
on 15th October with the 



approach to support staff at 
team/specialty/ward/departmenta
l level. 

Support and 
Wellbeing 
Group   
 

to Nov 
2021 
 

Wellbeing group. The draft 
Plan will be developed with 
staff side involvement and 
submitted to the Staff 
Governance Committee on 
10th December 2021. Within 
NHSFV we continue to 
develop values-based 
processes and a culture where 
our people feel empowered to 
raise concerns.      
Speak Up Launch - An ILM 
accredited training 
programme has been planned 
for the Ambassadors and 
advocates following their 
appointment.    Training is 
available via TURAS Learn on 
the Whistleblowing standards. 
Internal Mediation Service 
NHSFV - Training for our 
internal mediators is now 
complete. The draft mediation 
framework has been 
developed and a mediation 
oversight group convened to 
support the provision of our 
Mediation service across the 
organisation.  

 



 
 
FORTH VALLEY NHS BOARD 
TUESDAY 28 SEPTEMBER 2021 
 
8.1 Blueprint for Good Governance Update 
Seek Assurance  
 
Author: Mrs Cathie Cowan, Chief Executive 
 
 
Executive Summary 
 
The Chief Executive in March 2021 provided an update to the NHS Board to further enhance 
Board governance arrangements in line with the publication of DL (2019)02 - Blueprint for 
Good Governance. The update included an Improvement Plan which set out a series of 
actions to deliver the Board’s governance ambition across each of the governance themes: 
fiduciary, strategic and generative, this was approved by the Board.   
 
This report provides an update on progress against agreed actions.  
 
Recommendation 
 
The Forth Valley NHS Board is asked to:  
 

• consider the key issues set out in the paper 
• seek assurance on the work underway to deliver on the actions approved by the 

NHS Board  
• request a future update report 

 
Key Issues to be considered 
 

• NHS Forth Valley is one of 14 regional Health Boards. Health Boards are responsible 
for the protection and improvement of their population’s health and the delivery of 
frontline healthcare services.   

• The NHS Board is a governing body. The Board’s role in this regard is to provide 
leadership of the organisation within a framework of prudent and effective controls which 
allow risks to be assessed and managed. Board members have a collective 
responsibility for decisions and all Board members have equal status in discussions. 
The Chair leads the governing body, and the Chief Executive leads and manages the 
organisation.    

• The Public Bodies Act (Joint Working) (Scotland) Act 2014 puts in place arrangements 
for integrating health and social care to improve outcomes for patients, service users 
and their families.  The Integration Joint Board is responsible for strategic planning and 
commission of functions delegated to it and for ensuring the delivery of these functions 
through Directions issued to Local Authorities and Health Boards.  Diagram 1 in 
appendix 1 illustrates the relationship between Scottish Government, Integration Joint 
Boards, Local Authorities and Health Boards.    

• The Blueprint model for Good Governance is set out below at Diagram 1. It refers to the 
NHS Board’s enablers to inform those functions and the supports to assure the NHS 
Board of delivery against these functions.  
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Diagram 1 – Blueprint for Good Governance  

     

• In April 2019, the Chief Executive proposed a governance model for the NHS Forth 
Valley to adopt; this was approved and is set out in Diagram 2 below. 
 

Diagram 2 
 
• The Board’s system of governance is set out under the three elements of our adopted 

governance model: 
  

 
 

 
 

• Fiduciary governance - providing 
good stewardship of our 
assets/resources 
 

• Strategic governance - formulating 
strategy and setting our future 
direction 
 

• Generative governance - 
influencing culture through 
leadership and sense making role 

 

 

• The Board in adopting the model was keen for this to be an integrated model which 
brought good stewardship to how the NHS Board formulated strategy whilst playing a 
key role in influencing culture.  

• In using the model set out above it is proposed that that the Board’s approach to Active 
Governance will comprise of 2 linked components:  

o development of a Board Assurance Framework which will reinforce strategic 
focus and better management of risk - see Action Plan attached at appendix 2 

o development programme for NHS Board members to enhance scrutiny of 
information to support informed decision making both locally and nationally with 
an eye to the wider strategic and policy authorising environment in which our 
NHS Board operates within – see Action Plan attached at appendix 2.  

Generative -
providing 

leadership and 
influencing 

culture 

Strategic -
setting 

direction

Fiduciary
- holding 

to account
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Financial Implications 
 
There are no specific implications in respect of this report. 
 
Workforce Implications 
 
There are no specific implications in respect of this report. 
 
Risk Assessment 
 
The outcome from this work will further improve our governance arrangements at 2 levels – 
our authorising environment and our operational environment. The Board Assurance 
Framework will reinforce our strategic focus and better manage risk. 
 
Relevance to Strategic Priorities 
 
Good governance cuts across all three elements (e.g. fiduciary, strategic, and generative) that 
in turn inform and underpin our approved corporate objectives (May 2021), strategic priorities, 
and the implementation of the NHS Board Strategic, Operational and Service, Workforce and 
Financial Plans. 
 
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 
 
The update on actions continue to feature in Board Assurance Committees.   
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Appendix 1 
 
 
 

Integration Joint 
Board 

NHS Board Loc   

The JB is accountable to Scottish 
Government and the public under Act 

42 for delivery of the integration 
functions through its annual 

performance report 

Directions 

Under Act 27(4) the NHS Board 
must carry out the functions as  

directed by the IJB  

Under Act 27(4) the Local 
Authority must carry out the 

functions as  
directed by the IJB  

Under Act 26 (1) IJB must direct either or both the NHS Board and the 
Local Authority to carry out each delegated function and allocate the 
funding to carry out those functions to the relevant body under Act 

27(1)(b) & (3). 

Under Act 42(6) the NHS Board is 
accountable to the IJB for its 
performance in carrying out 

functions as directed by the IJB 

Under Act 42(6) the Local 
Authority is accountable to the 

IJB for its performance in 
carrying out functions as directed 

by the IJB 

Scottish 
Government 

The NHS Board remains 
accountable to Scottish 

Government and the public for 
the statutory functions it delivers 

through the IJB 

The Local Authority remains 
accountable to Scottish 

Government and the public for 
the statutory functions it delivers 

through the IJB 
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FORTH VALLEY NHS BOARD 
TUESDAY 28 SEPTEMBER 2021 

8.2.1 Performance & Resources Committee Update – 31 August 2021 
For Assurance 

Chair: Mr John Ford, Non-Executive Board member 

The agenda items below were approved by the Performance & Resources Committee: 

• Batch Testing Capacity
The Microbiology Department required to increase batch testing capacity for SARS-CoV-2
virus to build resilience into the service. The existing M2000 analyser in Microbiology
required regular periods of down time leaving SARS-CoV-2 service vulnerable with only
one analyser to deal with the workload. There committee approved an option to upgrade
one of the existing analysers to the new generation solution, Abbott Alinity m. It was noted
the upgraded analyser would provide capacity to support additional respiratory screening,
increased capacity, and a faster turnaround time to result by approximately half the time of
the current analyser.

Key points to note from the meeting: 

• Item 6.2 Cancer Services

A comprehensive cancer services performance update was provided detailing the impact of 
Covid-19 and how the teams quickly mobilised to deliver care in a different way utilising 
technology where appropriate. It was noted that enhanced vetting and triage were put in 
place. Microsoft Teams was utilised for Multidisciplinary team meetings and there was 
regional collaboration in terms of ensuring support to continue surgical and chemotherapy 
services.  

The number of referrals received into the service was highlighted with 200 to 250 referrals 
a week. Compliance with the 62-day waiting times standard was challenging to achieve due 
to a number of factors however it was noted that referral to first appointment needed to be 
as early as possible to support achievement of the target. Often the 62-day target was 
being missed by only a few days with a large proportion of that due to wait for first 
appointment. Despite the target being met in the Upper GI and Head & Neck specialties 
compliance with the 62-day target in June was 82.1%. The 31-day target has consistently 
been met. 

Future challenges were described in terms of an increase in the projected cancer 
registrations along with capacity, which included not only general capacity but also 
oncology and pharmacy services. Additionally, a number of innovations and improvements 
were described focussing on robotics, patient reported outcome measures, digital 
pathology and the new navigator role being introduced across all boards.  

• Item 6.3 Recovery & Performance Scorecard

Following a planned review of the Recovery Scorecard the revised Recovery & 
Performance Scorecard was presented to the committee. This scorecard reflects the 
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System-Wide Remobilisation Plan but there is also a focus on establishing more of a ‘norm’ 
going forward with the inclusion of monthly key performance measures.  
 
Ahead of the review Internal Audit provided a number of suggestions to consider. All points 
were taken into consideration with a number adopted or adapted for inclusion. It was noted 
that where a suggestion was rejected this was as a result of it being reported and examined 
via another assurance committee or reporting template. A further review will be scheduled 
in about 6 months. 
 
Further supporting information was requested in relation to the 62-day cancer target along 
with the Scotland comparison against the key performance measures where possible.  
 
• Item 9.2 Pentana Update 
 
The Performance & Resources Committee received a progress update following agreement 
at the committee meeting in February to support the utilisation and development of Pentana 
on a system-wide basis. It was noted that a Performance Strategy Map had been 
developed to ensure activities were aligned to the aims of the organisation and to support 
consistency in future development opportunities. Performance indicators were being 
aligned to the six dimensions of quality with each dimension of quality created and 
managed as a separate workstream. 
 
The Corporate Performance Manager (Lead Analyst) commenced on 26 July 2021 and 
along with providing technical expertise in respect of aligning information to indicators, the 
post holder would provide project management support to ongoing developments. Two 
Band 6 Information Analyst posts had been created with a specific focus on performance 
with successful recruitment undertaken. Start dates were awaited however it was 
anticipated that they would commence mid-October. 
 
It was noted that the Person Centred Workstream was almost complete with supporting 
portals and reports in place. Human Resources Managers were utilising these during 
Directorate Meetings. Future workstreams/pillars had been identified in support of the 
development of Directorate Scorecards. 
 
Non executive Directors were offered a training session on the Pentana system. 
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Minute of the Performance & Resources Committee meeting held on Tuesday 29 June 
2021 at 9.00am via Microsoft (MS) Teams  
 
 
Present: Mr Robert Clark   Dr Michele McClung  

Mrs Cathie Cowan    Ms Janie McCusker 
Mr John Ford (Chair)   Mr Andrew Murray 
Miss Linda Donaldson  Mr Allan Rennie 
Mr Gordon Johnston    Cllr Les Sharp   
Mr Stephen McAllister   Mrs Julia Swan 
   

In Attendance:  
Mrs Laura Byrne   Ms Jackie McEwan 
Mrs Elsbeth Campbell   Mr Scott Mitchell 
Mr Simon Dryburgh   Mrs Gillian Morton 
Mr Andrew Gibson   Mrs Kathy O’Neill   
Ms Laura Henderson (Minutes) Mr Jonathan Procter   
Ms Sharon Horne-Jenkins  Dr Sally Rankine 
Mr Ewan Jack    Mrs Moira Straiton 
Mr Derek Jarvie   Mrs Jilly Taylor 
Ms Kerry Mackenzie   Mrs Phyllis Wilkieson 
        
        

1. DECLARATIONS OF INTEREST 
 
There were no declarations of interest offered at this time. 
 

2. APOLOGIES FOR ABSENCE 
 

Apologies for absence were intimated on behalf of Mr Scott Urquhart and Prof Angela 
Wallace.  
  

3. MINUTE OF PERFORMANCE & RESOURCES COMMITTEE MEETING HELD ON 27 
APRIL 2021 

 
The minute of the meeting held on 27 April 2021 was approved as an accurate record 
subject to the following amendment. 
 

• Item 7.2 Child & Adolescent Mental Health Services 
Ms Kerry Mackenzie requested that last sentence be prefixed with ‘Data 
simulation indicates that’.   

 
4. MATTERS ARISING 
 

There were no matters arising. 
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5. ROLLING ACTION LOG  
 
It was noted that items 1 and 2 on the rolling action log featured on the agenda. All 
other items would be presented to the Performance & Resources Committee at a later 
date.  

 
 

 
6. FOR APPROVAL  
 

6.1 Vaccination Service 
 
The Performance & Resources Committee received a paper, ‘Vaccination Service’, led 
by Jilly Taylor, Head of Service/Chief Nurse for Universal Children's Services.  
 
NHS Forth Valley, in line with the GMS contract, would assume responsibility for the 
delivery of national vaccination schedules. Vaccinations that were still in the core GMS 
contract under the Additional Services Schedule, such as childhood vaccinations, 
immunisations, and travel immunisations, would be removed from the GMS Contract 
and PMS Agreement regulations by 1 October 2021.  All historic income from 
vaccinations would transfer to the Global Sum 2022-23 including that from the five 
vaccination Direct Enhanced Services. 
 
It was noted that the location of accessible accommodation was critical to the success of 
the programme and acknowledged that three large community-based venues, one in 
each locality had been identified and this would provide space to adhere to physical 
distancing restrictions and would enable a one-way managed entrance and exit with 
secured storage for sundries, vaccine supplies held in a fridge and clinical waste. 
 
Ms Jilly Taylor also added that this programme would be supported by dial a journey to 
support patients with any transport issues in reaching a centrally located hubs. Ms 
Taylor also welcomed Mr Les Sharp suggestion to utilise volunteered transport 
solutions. 
 
The total costs for administration, vaccinator workforce and pharmacy with transport 
included was noted as £2,274,445 however Mr Simon Dryburgh added that Mr Scott 
Urquhart, Director of Finance had written to Mr Richard McCallum at the Scottish 
Government requesting assurances around securing recurring funding. 
 
There were some concerns raised about the workforce arrangements which comprised 
of 48.9wte band 5 and band 3 vaccinators in permanent employment with a requirement 
for a further 43.9wte to deliver the programme. There were a number of options 
discussed including the possibility of having to use bank staff. 

 
The Performance & Resources Committee: 

• Considered the workforce and infrastructure required to support an 
expanded, safe and effective vaccination service 

• Considered the detail and breakdown of the funding required to support 
the service 

• Approved the funding detailed within the paper 
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6.2 Mental Health Recovery & Renewal Fund Allocation 
 
The Performance & Resources Committee received a paper, ‘Mental Health Recovery & 
Renewal Fund Allocation’, presented by Kathy O’Neill, General Manager, Primary Care 
& Mental Health Directorate. 
 
In February 2021, the Minister for Mental Health announced a £120 million Recovery 
and Renewal Fund to support the implementation of Scotland’s Mental Health Transition 
and Recovery Plan. The Scottish Government had now released the first phase of 
funding. Against this allocation Child and Adolescent Mental Health Services received 
£1,499,802 and Psychological Therapies received £271,389 with further funding 
allocations expected to be announced in the next few weeks.   
 
It was noted the initial allocation was to be used for the implementation of the national 
CAMHS specification; targeted expansion of CAMHS provision; clearing waiting times 
backlogs for both CAMHS and Psychological Therapies and the establishment of a full 
time Director of Psychology and a Clinical Director for CAMHS. The recommendation 
was to recruit to specialist clinical posts on a permanent basis. Consequently, there was 
a risk to the Health Board and Integrated Joint Boards until confirmation was received 
that the funding was recurring. The Strategic Leadership Team supported the proposals 
and recommended that the risk was at an acceptable level of tolerance given 
assurances from the Scottish Government and the current recruitment and retention 
profiles of the services. 

 
The Performance & Resources Committee: 

• Approved the proposals set out in this paper 
• Approved the recommendation by the Strategic Leadership Team to recruit 

to Specialist Clinical posts on a permanent basis 
• Noted the intention in the Scottish Government letter regarding the 

establishment of Director of Psychology and Director of CAMHS 
 
 
 
7. BETTER GOVERNANCE 
 

7.1 Strategic Risk Register 
 

The Performance & Resources Committee received a paper, ‘Strategic Risk Register’, 
presented by Andrew Gibson, Corporate Risk Manager.   
 
Mr Andrew Gibson updated the Strategic Risk Register for Quarter 1 2021/22 which 
noted one proposed change to the risks assigned to the Performance and Resources 
Committee and one new risk identified. The new risk identified was SRR014: Healthcare 
Strategy, the refresh and implementation of the Healthcare Strategy, which had been 
highlighted by Internal Audit in an Interim Control Evaluation 20/21 report and was 
recommended for inclusion in the Strategic Risk Register. It was also noted that the 
SRR013: Brexit risk had decreased from 16 to 12 but remained a high risk. 
 
Mr Jonathan Procter added that work was ongoing following recent incidents in the 
media to split out the SRR011: IT Infrastructure risk to create a specific Cyber Security 
risk which would sit on the Strategic Risk Register aligned to the Performance and 
Resources for quarterly oversight and scrutiny.    
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The Performance and Resources Committee:  
• Considered the assurance provided regarding the effective management 

and escalation of Performance & Resources risks 
• Endorsed the Performance & Resources Strategic risks for Quarter 1, 

2021/22 for onward reporting to Audit Committee and NHS Board  
 

7.2 Review of Performance & Resources Committee Risks  
 
The Performance & Resources Committee received a presentation ‘Review of 
Performance & Resources Committee Risks’, led by Andrew Gibson, Corporate Risk 
Manager.   

 
The presentation provided an overview of the concept of ‘Risk Appetite’ and how this 
can be applied in NHS Forth Valley.  It was noted that risk appetite is the amount and 
type of risk an organisation is willing to seek or accept in the pursuit of its objectives, 
with risk tolerance the maximum level of risk the organisation can tolerate regarding 
each type of risk before the organisation is significantly impacted. The application of risk 
appetite in practice was described noting that 3 defined components working together 
were required, notably risk category, risk appetite levels and risk scoring matrix. The 
committee discussed the proposed risk appetite levels from averse to open and the 
finance risk presented as an example. The risk escalation process was described along 
with the benefits of Risk Appetite noting that it removes over or under-management of 
risks, it targets resources to high priority areas, and provides assurance to the Board 
that risk profiles is balanced, and our response is proportionate and targeted.  

 
It was noted that the Board would be asked to consider its risk appetite at a future Board 
Seminar.   
 
The Performance and Resources Committee:  

• Noted the detail within the presentation  
• Noted that the NHS Board would be asked to consider its risk appetite at a 

future Board Seminar  
 

 
 

8. BETTER HEALTH 
  

8.1 Recovery Scorecard  
 
The Performance & Resources Committee received a paper, ‘Recovery Scorecard’, 
presented by Kerry Mackenzie, Head of Policy & Performance.  
 
It was noted that the Recovery Scorecard continued to be circulated on a weekly basis 
with monthly updates to the NHS Board and Performance & Resources Committee. The 
Short Life Working Group was due to reconvene to review the scorecard with a meeting 
arranged in July.  
 
Challenges remained in unscheduled care with attendances returning to pre covid 
levels, with several difficult weeks where the percentage compliance in ED had been 
between 72% and 75%.  There was an improvement in the previous week with the 
position overall 86% however the position was fluctuating on a day-to-day basis.  
 
Scheduled care activity continued in line with the remobilisation plan with work on-going 
to reduce the number of long waits whilst urgent care was prioritised. The total number 
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of patients waiting at the end of May and the number waiting beyond 12 weeks had 
been detailed within the report with the position noted as: 16,674 outpatients waiting, 
7720 waiting over 12 weeks at the end of May; 2891 inpatients/daycases waiting; 1516 
waiting over 12 weeks at the end of May 

 
The 62-day cancer target position had improved in April to 91.9% from 90.4% in March; 
31-day target position in April was 98.8%. Following discussion at the NHS Board in May 
a cancer services update will be presented to the August Performance & Resources 
Committee.  
 
Work continued in Psychological Therapies and CAMHS to support a reduction in 
waiting times with comprehensive updates in terms of issues and actions presented to 
the committee in April 2021. Funding proposals to further support were discussed at 
Agenda Item 6.2.   
 
The absence for Coronavirus reasons continued to reduce with the position noted as 
2.48% in April 2021. This continued to be monitored daily. 
 
An increasing number of cases was highlighted with 848 cases in the week beginning 21 
June, noting the previous high in January 2021 with 778 cases. Work continued to 
ensure the agreed number of staff were in place working 8am to 8pm Monday through 
Sunday with the ability to increase this number and to request mutual aid should it be 
required. 

 
The Performance and Resources Committee:  

• Noted the current key performance issues  
• Noted the detail within the Recovery Scorecard 

 
 
 
9. BETTER VALUE 
  

9.1 Finance Report  
 
The Performance & Resources Committee received a paper, ‘Finance Report’, 
presented by Simon Dryburgh, Deputy Director of Finance.  
 
The update on Financial Performance to 31st May 2021 was noted as an overspend 
against budget of £0.443m, comprising an overspend on Clinical Directorates including 
set aside services and Corporate services of £0.175m, together with an overspend on 
Health & Social Care Partnership operational services of £0.268m.  
 
Mr Dryburgh noted that the position for 2020/21 remained subject to review and 
confirmation by Audit Scotland. The Board draft Annual Accounts had been produced in 
line with the agreed timetable, however a national issue on accounting treatment for 
PPE was being considered which is expected to impact on the timetable, this will impact 
on all Boards. Once finalised draft annual accounts will be presented to the Audit and 
Risk Committee for consideration.  
 
A full review of financial performance to quarter 1 is being undertaken which will 
consider the full costs of managing the pandemic and remobilisation, assessment of on-
going performance and financial pressures and a review of current planning 
assumptions and identification of any slippage. This will then allow a reassessment of 
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the projected financial position and the consequent level of savings required to break-
even 

 
It was noted that as part of the strategy to reduce costs and improve value, a Cost 
Improvement Oversight Board was being established. That Board will assess the 
potential of plans to succeed and ensure that plans are appropriately resourced. The 
Board will also undertake the role in prioritisation of future pipeline plans with the 
Corporate Portfolio Management Office team. This approach was fully supported by the 
Performance & Resources Committee.  

 
Finally, Mr Dryburgh noted that capital expenditure was balanced to May. 
 
The Performance and Resources Committee:  

• Noted a revenue overspend of £0.443m to 31st May 2021 (Month 2 of 
2020/21 financial year) 

• Noted a balanced capital position to 31st May 2021 
• Noted that a Quarter 1 review will be undertaken to reassess the NHS 

Board financial position for 2021/22 and to refresh the associated required 
level of savings delivery to break even against budget 

 
9.2 Corporate Portfolio Management Office Update   

 
The Performance & Resources Committee received a paper, ‘Corporate Portfolio 
Management Office Update’, presented by Gillian Morton, Director CPMO. 
 
It was noted that the CPMO continued to support numerous projects and initiatives 
considered to be of National, Regional, and organisational priority. The CPMO continued 
to mobilise and deploy resources at pace to support the COVID immunisation 
programmes, National Treatment Centre, medicines efficiencies and the implementation 
of the new eRostering system.  
 
The Forth Valley project delivery tool, Pentana dashboards, templates, processes and 
training packages had been shared receiving excellent feedback.  
 
Falkirk Health and Social care partnership advised they now had approval to utilise the 
Forth Valley tools and templates going forward which will allow them to mobilise at pace. 
It was noted that an engagement session with Stirling and Clack/s CPMO was also 
scheduled. 
 
The Financial 5 Year Plan considered several key programmes of work for 2021/22. The 
CPMO had been working with key stakeholders to progress these programmes and 
identify those where CPMO input would be most beneficial to achieve the objectives. 
COVID continued to interrupt these streams of work, however, the team had been aiding 
successful progression of numerous significant programmes of work. Following a 
dedicated session at a recent Senior Leadership Team approval was granted to 
progress planning and implementation of a Cost Improvement Oversight Group. 
 
The Performance and Resources Committee:  

• Noted progress with the projects the CPMO is supporting 
• Noted the continued development and implementation of the CPMO 
• Noted the continued impact COVID-19 has had on progressing the savings 

initiatives and other projects now receiving support from the CPMO 
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9.3 Medicines Optimisation 
 
The Performance & Resources Committee received a presentation, ‘Medicines 
Optimisation’ led by Laura Byrne, Associate Director of Pharmacy - Primary Care. 
 
Detail of NHS Forth Valley’s Medicines Efficiency Programme was presented 
highlighting that the vision was to make Forth Valley the safest place for patients to take 
their medicines whilst providing the best value. The aim of quality prescribing was noted 
as utilisation of formulary ensuring safe and cost effective medicine choices, to update 
and establish treatment pathways and to ensure theses are followed, to reduce 
variation, and to promote equity in medicines utilisation. The work in relation to formulary 
transformation and changing prescribing behaviours was described along with the 
implementation of the Prescribing Improvement Initiative (PII).  

 
The PII was noted to be Primary Care focussed and was being rolled out over 2 timeline 
phases aligned to the formulary review. It was noted that work was well underway, and 
this had been important in ensuring safe, patient centred care and had also delivered 
savings. The position at the end of April 2021 was that 49 out of 52 GP practices were 
engaged with the process. 5,679 patient reviews are planned with 2,714 completed. It 
was noted that there was a 68% switch success rate with estimated savings of £0.350m. 
Whilst it was difficult to associate exact savings to the programme it was evident from 
the progress against other measures such as the number of patient reviews and switch 
success that the project was delivering efficiencies and other benefits.  

 
A similar programme of work in acute services was postponed as a result of the Covid-
19 pandemic. The group leading the work has been reconvened with the workplan 
currently being finalised.  

 
The Performance and Resources Committee:  

• Noted the presentation and the detail of NHS Forth Valley’s Medicines 
Efficiency Programme  
 

9.3 Sustainability Update 
 

The Performance & Resources Committee received a presentation, ‘Sustainability 
Update’, led by Jonathan Procter, Director of Facilities & Infrastructure.  
 
The environmental impact of NHS Scotland was detailed noting CO2 emissions, waste 
and procurement spend along with the health impacts from climate change. These are 
rising health inequalities, fuel poverty, poor air quality, physical and mental health 
impacts of adverse climate events, and health service delivery and reputational risk.  

 
NHS Scotland has committed to be a ‘net-zero’ Green House Gas (GHG) organisation 
by 2045 at the latest. Several commitments with associated timescales have been made 
in relation to new buildings and refurbishments, transport, supply chain and individual 
boards requirements in respect of establishing a Climate Change Governance Group to 
oversee their transition to a net-zero emissions service. 

 
Targets in relation to carbon footprint and energy consumption have been agreed for 
NHS Forth Valley with associated stretch targets to be achieved by 2024. A number of 
Forth Valley supporting projects were highlighted e.g., use of Near Me, MSTeams, 
walking aids recycling scheme, installation of car charging points, along with detail of the 
Forth Valley Royal Hospital energy efficiency project.  
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Work currently being undertaken in Forth Valley Theatres was described highlighting 
that small changes driven locally can make a big difference. It was noted that there were 
many opportunities to make change if this local approach was replicated across NHS 
Forth Valley.  
 
The Performance and Resources Committee:  

• Noted the detail within the presentation and the sustainability work 
currently being undertaken by NHS Forth Valley 

 
9.5 Capital Projects, Properties, Equipment & eHealth Update 
 
The Performance & Resources Committee received a paper, ‘Capital Projects, 
Properties, Equipment & eHealth Update’, presented by Jonathan Procter, Director of 
Facilities & Infrastructure. 
 
Mr Jonathan Procter updated on current major capital projects, property transactions, 
medical equipment expenditure and Digital Delivery Plan progress for the 1st quarter 
2021.It was noted that progress against projects remained steady. 
 
For the review of Falkirk Community Hospital (FCH) a group had been established to 
take forward the development of the site Masterplan and a launch event was being 
planned in July 2021 prior to the workshops and other activity to complete the 
Masterplan. The Board had previously agreed that the more intrusive programme of 
work to mitigate the risk of the fire safety issue in the Inpatient Units was not to be 
undertaken and now all inpatients had been moved off the site.  
 
Facilities & Infrastructure Directorate had been successful in securing a grant from 
Scottish Government to pursue installations at Forth Valley Royal Hospital.  The £1.2m 
would be augmented by this year’s allocation of £200k from the capital plan. It was 
anticipated to include, but was not limited, to photovoltaic panels on the roof of the new 
elective capacity modular ward as well as other areas of the main building roof and 
further LED lighting internally and externally.  The opportunity would be taken to 
maximise the use of the funding and the impact of the expenditure. 
 
Mr Procter added that the Cyber Security working group had been re-established and 
would be developing a workplan for the remainder of the year. The recent awareness 
bulletins from Internal Audit around COVID-19 risks and the Irish Health Service cyber 
breach had been noted and reviewed by Information Communications Team and 
Information Governance for any local learning points.  
 
The Performance and Resources Committee:  

• Noted the presented updates regarding Capital & Infrastructure, Medical 
Equipment and Digital / eHealth 

• Noted that work has ceased (per Health Board Agreement) on the Fire 
Controls programme in Falkirk Community Hospital in lieu of the 
Masterplanning exercise for the estate 

• Noted and Approve the Income Stream from Scottish Government and 
Expenditure plan for the Energy Efficiency Variation at FVRH 

• Noted the Medical Equipment Priorities and Risk ratings and that formal 
approval of the proposals will be considered by the Medical Devices Group 
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10. ANY OTHER COMPETENT BUSINESS 
 
There was no other business discussed. 
 

 
 

11.       DATE OF NEXT MEETING 
  

Tuesday 31 August at 9.00am via MS Teams 
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FORTH VALLEY NHS BOARD 
TUESDAY 28 SEPTEMBER 2021 
 
8.2.2 Clinical Governance Committee Update – 24 August 2021 
 
Chair: Dr Michele McClung, Non-Executive Board member  
 
 
 
Key points to note from the meeting: 
 
Section 5 – In our services, Is Care Safe Today? 
• Item 5.1 Emergency Department Report 

Mr Murray gave a verbal update to the committee. 
 
Section 6 – In our services, Was Care Safe in the Past? 
• The agenda items in section 6 are reports and presentations which are standard items 

on the CGC agenda. These reports contain key safety metrics and narrative which 
provides assurance of the overall safety in our services. The reports presented at this 
meeting were: 
Item 6.1 – Safety and Assurance Report April 2021-June 2021 
Item 6.2 - Standards and Reviews Report May 2021 – June 2021 
Item 6.3 – SPSP update – Mental Health. Item was deferred to a future meeting 
Item 6.4 – HAIRT Quarterly Report April 2021 – June 2021 
 

Section 7 – In our services, Will Care Be Safe in the Future? 
• Item 7.1 Remobilisation Plan – Clinical Prioritisation 

The Deputy Medical Director gave a presentation on Clinical Priorities and Risks with 
elective and scheduled care focussing on the impact of the Covid pandemic 
 

Section 8 – Is Our Care Person-Centred? 
• Item 8.1 NHS FV Complaints and Feedback Performance Report May 2021 

Professor Wallace invited Ms Crawford from the patient relations team to present the 
complaints aspect of the report and Mrs Donnelly to present the person centred aspect 
of the report. 
 

Section 9 – Are We Learning and Improving? 
• Item 9.1 Significant Adverse Event Report  

Ms Lamont gave an overview of the Significant Adverse Event Reviews currently being 
undertaken including the timescales in relation to the Scottish framework 

• Item 9.2 Internal Audit report – Clinical Governance Process 
Mr Murray presented a paper reflecting the Internal Audit report 
 

Section 10 – Are Our Systems Reliable? 
• Item 10.1 Duty of Candour Annual Report 

Mr Murray presented the annual Duty of Candour report. 
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Minute of the Clinical Governance Committee Meeting held on Tuesday 1 June 2021 
at 9am via Teams  
 
Present   
Dr Michelle McClung, Chair   Mrs Helen McGuire, PPP Member 
Mrs Janie McCusker, Chairperson  
 
In Attendance            
Mrs Cathie Cowan, Chief Executive  
Mr Andrew Murray, Medical Director 
Mrs Lynda Bennie, Head of Clinical Governance  
Professor Angela Wallace, Nurse Director 
Mr Jonathan Horwood, Infection Control Manager 
Mr Allan Rennie, Non-Executive Member  
Gordon Johnston, Non-Executive Member  
 
Presenting 
Mr Andrew Gibson, Corporate Risk Manager (item 7.1) 
Ms Amanda Crawford, Patient Relations (item 8.1) 
Mrs Pauline Donnelly, Person Centred & Patient Experience coordinator (item 8.1) 
Mrs Susan Bishop, Head of Efficiency, Improvement and Innovation (item 9.1) 

 
1. Apologies for Absence  

 
Apologies for absence were received on behalf of Dr Graham Foster and Mr Scott Mitchell, 
Eileen Wallace and Julia Swan.  
 

 
2. Declaration (s) of Interest (s) 

        
There were no declarations of interest noted.    
 
 
3. Minute of NHS Board Clinical Governance Committee meeting held on 9 

February 2021   
 

Agenda item 11.4 – comment amended to: 
 
 
4. Matters Arising from the Minute/ Action Log 
 
Action Plan reviewed by the committee and updated. 
 
 
5. In Our Service, is Care Safe Today?  
 
 5.1.  Overview of Clinical Governance  

AM advised the report identifies which committees and meetings report through the 
CGC up to Board level to give assurance. Clinical Teams escalate where required. 
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Partnership and Primary Care need to be included to ensure the document 
demonstrates clinical governance across the wider system. The plan is to ensure all 
clinical governance follows the Vincent framework. Looking for the Committee to 
comment on whether the report delivers assurance.  
 
LB advised the report has been shared with Falkirk and Stirling & Clacks Care and 
Governance Leads. The report has been shared with the Corporate Risk Manager 
to ensure clear linkages to clinical risk and corporate risk as part of the clinical 
governance framework.  There has been a request for support from FV Quality 
Team which is currently being scoped. The report should identify terms of 
reference, purpose, membership of each clinical governance meeting and 
assurance and escalation across the whole of FV. 
 
The Clinical Governance committee: 

• Thanked Mr Murray for the report which provided clarity of purpose, 
noted the breadth of activity and the support provided to deliver 
assurance 

• Include links with Audit Committee, Public Health/Protection in the 
report   
 
 

6. In our Services, Was Care Safe in the Past? 
 
 6.1  Safety and Assurance Report October to December 2020 

AM advised HSMR performance remained satisfactory, FV currently at 0.91%.  
There is no national indicator for Deteriorating Patient performance, however a new 
driver diagram will improve FV’s position. A business case has been developed for 
an electronic system to escalate a change in a patient’s condition.  
The Cardiac Arrest Rate has returned to a favourable position since the last report, 
and a plan is in place to identify patients earlier.  
Stroke Bundle Compliance has improved since the last report.  
Pressure Ulcer Rate is very low and is a success story in FV.  
Falls with Harm will be addressed under agenda item 6.4. 
AM advised a programme of work is in place to improve ED compliance, including a 
daily breach analysis. LB advised that Dr Claire Copeland, AMD, attended the 
CGWG to provide assurance around the stroke service.   
 
The Clinical Governance Committee: 

• Confirmed the Stroke Improvement Bundle business case had been 
approved by the Board 

• Arrange for Clinicians to present the CGC with a deep dive analysis 
on ED performance at a future meeting 

• An update on the structure paper to be tabled at the CGC meeting in 
November 2021 

 
 6.2 HAIRT Annual Report 2020 - 2021  

JH advised the AOP trajectory is being met, target against e-coli, SAB and CDI is 
heading in the right direction, with a month-on-month reduction in e-coli. Six hospital 
infections were attributed to post covid infections, there is national awareness of 
this. Looking at accessing Primary Care catheter system to identify if anti-biotic 
prescribing is appropriate, will continue to include this information in the report going 
forward.  
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No concern with SSI, 9 this year completed to 15 last year, 6 were related to c-
sections, however this is lower than previous years and there is no national 
comparative rate. FV had 18 incident outbreaks attributed to covid, which resulted in 
21 deaths from the Kent variant. Continuing to support care homes, a national care 
home manual has been developed and launched.  
 
At the early stages of the covid pandemic, IPC team set up an initial testing centre 
and supported it for the first 6 weeks until public health took over.  
 
The recent HEI covid focussed inspection was scheduled for 2days, however the 
inspectors were on site for 1day only, as there were no issues. Areas of good 
practice were highlighted in the report. Two requirements were made, one has been 
actioned (inappropriate use of gloves), the other related to physical distancing and 
staff rest areas were introduced to address this. 
 
The Clinical Governance Committee: 

• Recognised the work from the IPC team to support care homes 
• Noted the Board were supportive of infection control work from the 

team throughout the pandemic  
 6.3  Standards and Reviews Report – February 2021 – April 2021 

LB discussed the report and advised there were systems in place to ensure 
appropriate actions were taken. Continuing a joined approach with primary care and 
HSCP. The unannounced HIS inspection identified key learning, LB/JH will bring 
back relevant joint inspections as part of a more detailed report related to 
inspections, this will be timetabled on the forward planer.  
 

 The Clinical Governance Committee: 
• Noted the report and the direction of travel  

 
6.3.1 Standards and Reviews Report Nov 2020 – Jan 2021 update  
LB tabled the previous report to give an overview and assurance to the 
committee that although the report had previously contained a high number 
of areas with red RAG status, these were now improved to green.  

 
The Clinical Governance Committee: 

• Noted the report and the improved position  
 
 6.4      Falls Update (Louise Boyle) 

Focussing on data and working with information services to produce data in real 
time. It was noted that data was previously collected manually, the new platform 
identifies key areas and themes and opportunities for intervention. Links with SPSP 
and COG. The plan going forward is to focus on areas which require improvement 
and how this is taken forward.  
 
The Clinical Governance Committee: 

• Noted the report  
• Suggested the CGC review some case studies at a future meeting to 

learn how information is interpreted and interrogated 
 
 
7. In Our Services, will Care be Safe in the Future? 
   

7.1  Risk Management update (Andrew Gibson) 
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Quarterly report with risks specifically aligned to the CGC, although risk scores are 
static the report includes narrative and gives context. A Board governance session 
has been arranged which will help shape reporting and analysis.  
 
The Clinical Governance Committee: 

• Approved and supported the report    
• Vincent framework to be applied to risks  
• Action plan for each risk to be shared at the next meeting to ensure 

there is mitigation against risks  
 
 
8.  Is our Care Person Centred? 
  
           8.1  NHS FV Complaints and Feedback Performance Report  

Patient Relations (Amanda Crawford) 
Performance remains steady at 83.3% for March against 108 complaints, 78 of 
which were not upheld. The end of year performance was 85.3%. Continuing to 
resolve more complaints at stage 1.  
 
Last year 27 cases were referred to the Ombudsman, 11 are under investigation 
and an outcome is expected soon, of the remaining 16 cases - 9 did not proceed to 
investigation. The top 3 themes were clinical treatment/staff attitude/staff 
communication. There were some themes around communication and timings, to 
address this pilot work was undertaken and picked up through internal audit, 
embedding closed loop learning.  
 
A high number of complaints are received from Prisons, a deep dive identified the 
highest category and location of complainers. The prison service have their own 
centralised team and complaints are dealt with locally at stage 1 and predominantly 
not upheld.  
 
The majority of complaints around primary care are mostly related to medication.  
 
The Clinical Governance Committee: 

• Noted the report  
• Requested year on year trend to identify themes 

 
Person Centred report (Pauline Donnelly) 
Currently undertaking an inpatient experience survey and designing a survey for 
children’s experience and working with staff in ED to develop a survey for that area. 
Feedback is always shared if staff have been named. 
79 stories received, mostly positive and 84% were not critical. A broader number of 
areas are now engaging with care opinion. Stories remain open and updates are 
provided when improvements are made. Feedback on the covid vaccination 
programme has been excellent. Overall, around 550 letters of thanks have been 
logged.  

 
The Clinical Governance Committee: 

• Noted the report  
• Suggested working with Comms to highlight positive feedback  
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9. Are we Learning and Improving? 
  
 9.1  Quality Improvement Report (Susan Bishop) 

The FV quality portfolio was approved by the Quality Programme Board. A draft 
quality strategy was taken to the leadership team. A new FV quality improvement 
toolkit is out to test which directs staff to resources depending on whether work is by 
an individual or a team. 
Six pathways were accepted by Access QI phase 2, continuous quality improvement 
allocation was approved, a Q-exchange funding bid was also approved which will 
support ‘joy in work’.  
Initiated access QI and mental health pathway redesign. Continuing to work with 
information services and staff to identify needs and review testing of dashboard 
model to improve access to timely data.  
Supporting realistic medicine. Building capability and capacity for QI. 
Next stage development is to take quality strategy to the Board and arrange a launch 
meeting for AHP redesign.  
 
The Clinical Governance Committee: 

• Noted the report, recognised the amount of work being undertaken 
and the 240% increase in staff upskilling 

 
         9.2  Significant Adverse Event Report – May 2021 

LB advised developing accurate timely data to influence improvement. Exploring 
whether SAER’s can be reported through Pentana with varying levels of access 
appropriate to staff requirements. Looking at a process to identify when reports 
should be commissioned and engaging with families early to identify their concerns. 
Learning summaries are tabled at CGWG. 
 
The Clinical Governance Committee: 

• Noted the report and the issues highlighted  
• Update on use of Pentana for SAER report  

 
         9.3  Ethical Advisory Group – Final Report  

AM advised the EAG group was established at the first pandemic wave to provide an 
ethical framework to ensure the Board were making ethical decisions. A multi-
disciplinary team with a variety of expertise was set up following national 
requirements. An SBAR referral form was developed, and referrals were made via a 
designated mailbox. The Board was asked to consider if ethical issues should 
continue to be investigated going forward and where the group would sit, although 
noted that a considerable time commitment was invested from the team. A national 
discussion is expected, and it was suggested the Board await the outcome of this.  
 

The Clinical Governance Committee: 
• Noted the report, recognised, and thanked the group for their 

contribution 
• Await the outcome from the national discussion  
• Continuation of EAG groups to be raised at the next West of 

Scotland Chairs group 
 
 
 

         9.4  Clinical Governance – Feedback from event in April 
AM advised event held in April to deliver a better understanding of Duty of Candour, 
Incident Reporting and SAER’s which was linked to the national adverse events 
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network. Over 80 doctors and senior nurses joined the event. The next stage is to 
embed a pro-active safety culture which will be delivered through training, education 
and awareness raising sessions. 

 
The Clinical Governance Committee: 

•     Noted the report 
 
 
10. Are our Systems Reliable?  
 
 10.1 Duty of Candour 

AM advised awaiting guidance from the CLO around nosocomial infections during 
covid, the issue is being discussed nationally. This report will include conclusion 
and clarification from those discussions.  

 
The Clinical Governance Committee: 

• Noted the report  
• To be added to the next agenda  
• Noted the West of Scotland Chief Exec group also received a paper 

around this  
 

 
11. Reports from Associated Clinical Governance Groups  
 
 11.1  Minute of the Clinical Governance Working group meeting –   23.03.2021 
 11.2  Area Prevention and Control of Infection Committee – 10.11.2020 
 11.3 Organ Donation Committee meeting – 16.12.2020 
 

 The Clinical Governance Committee: 
• Noted the above minutes 

 
 11.4 Minute of the Child Protection Action Group meeting – 26.01.2021 

AW advised the Committee’s agenda was incorrect and that the Child Protection 
group met in April, July and October 2020 and also in January 2021. The group 
submit quarterly performance managed reports to Pentana and as well as meeting 
locally the group reports nationally. The Child Protection team and the multi-
disciplinary team met regularly throughout the COVID pandemic.  
 
 

12.  Any Other Competent Business  
 
The Committee agreed to include the minute from the Adult Protection group and Public 
Protection group to this agenda for noting.  

 
AM noted that this would have been the last meeting attended by Eileen Wallace, who was 
unable to attend today. Eileen decided to step down from the Committee. The group paid 
tribute for her commitment, contribution and service to the committee and wished her well 
in the future.  
 
13.  Date and Time of the Next Clinical Governance Committee meeting   
   
Tuesday 24.08.2021 9am via Teams  
Tuesday 16.11.2021 9am via T 
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Minute of the Clinical Governance Committee Meeting held on Tuesday 9th February 
2021 at 10.30am via Teams  
 
Present   
Mrs Julia Swan (Chair)    Mrs Helen McGuire, PPP Member 
Cllr Allyson Black     Mrs Janie McCusker 
 
In Attendance            
Mrs Cathie Cowan, Chief Executive  
Mr Andrew Murray, Medical Director 
Mrs Lynda Bennie, Head of Clinical Governance  
Professor Angela Wallace, Nurse Director 
Mr Jonathan Horwood, Infection Control Manager 
Mr Allan Rennie, Non-Executive Member  
Gordon Johnston, Non-Executive Member  
 
Presenting 
Mr Andrew Gibson, Corporate Risk Manager (item 7.1) 
Mrs Elaine Kettings, Head of Patient Centred Care (item 8.1)  
Mrs Olwyn Lamont, Clinical Governance Manager (item 8.1) 
 

 
3. Apologies for Absence  

 
Apologies for absence were received on behalf of Dr Graham Foster and Mr Scott 
Mitchell. Late apologies were received from Eileen Wallace who had not been 
included in the meeting invite. 

 
 
4. Declaration (s) of Interest (s) 

        
 There were no declarations of interest noted.    
 
 
4. Minute of NHS Board Clinical Governance Committee meeting held on 13 

November 2020   
 

 Agenda item 6.1 (page 2) should read Call MIA. 
 
 
4. Matters Arising from the Minute/ Action Log 
 

Mr Murray advised the action plan had not been updated.  
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5. In Our Service, is Care Safe Today?  
 
 5.1.  Governance Paper  

CC presented the paper. She highlighted that, despite considerable progress being 
made within the department, she had received serious concerns in November 2020 
from the RCN.  She had commissioned an external team to undertake a review of 
the issues raised. CC asked that the committee note the extensive scope of the 
external review and requested the report be presented to a future meeting.  
 
The Clinical Governance Committee: 
 

• Thanked CC for the update 
• Requested the report from the external review to be shared with the 

committee when available  
  
5.2 Sharing Intelligence  
 
AM advised there had been a number of challenges in the department over the 
preceding years and this report complements the previous report. He reminded the 
Committee that in that time, the department had had multiple assessments and 
external visits, primarily related to performance but also linked to culture. The last of 
those, a second visit by the CMO Dr Calderwood, following significant staff changes 
and development sessions, had noted the clear contrast with the previous culture, 
and the palpable improvements. 
 
In addition, AM, CC & LB had carried out a leadership walk round at the start of 
Covid and captured positive staff comments about team kindness. 
 
When the concerns were conveyed by Chief Executive to Medical Director, 
Executive Nurse Director and Director of Acute Services there was an urgent need 
to collate safety information, retrospective and high-level, for the Chief Executive to 
take a view as to safety. 
 
This report is that collation. It is not able to assess harm at an individual patient 
level but is designed to give assurance regarding system measures. In addition, 
using standard processes, an SAER has been commissioned to provide further 
assurance.  
 
AW added there was an unannounced HEI inspection last week and initial feedback 
is very positive, in relation to how the team were working safely and effectively.  
 
The Clinical Governance Committee: 
 

• Noted the report and the assurance it had provided 
 
 

6. In our Services, Was Care Safe in the Past? 
 
 6.1  Safety and Assurance Report October to December 2020 
 

AM presented this paper and identified the highlights and exceptions.  HSMR rate is 
below 1, the cardiac arrest rate increased in December and is being examined in 
more detail to be better understood.  AM updated that the same rate was 
particularly low in January and so December may have been a statistical issue. He 
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added that work is progressing to acquire an electronic version of the early warning 
system (EWS) which helps identify deteriorating patients consistently. 
 
JS asked if the Falls with Harm rate should be reviewed, AM advised reviewing on 
an ongoing basis, there has been a downward trend over the last 2 months in both 
acute and community. There will be a deep dive into falls at a future CG Committee 
meeting. 
AW advised continuing to support work on harms, staff have focussed on this area 
which has supported the reduction in the rate in the last 2 months in community 
hospitals.  
 
LB noted it was difficult to display the data in the report, however gave assurance 
that cold debriefing (“swarms”), our agreed process for reviewing Falls With Harm, 
is ongoing, with regular MDT and Falls leadership meetings in place.  
 
The Clinical Governance Committee: 
 

 Requested a Falls with Harm deep dive in August  
 AM to follow up the national online platform for mental health with Dr 

Jim Crabb (question from JM) 
 

 6.2 HAIRT Quarterly Report – October to December 2020  
 

JH reported a significant rise in Covid patients in the hospital in last two months. 
Transmission in patients in January changed significantly due to the new variant. A 
number of wards had an outbreak of COVID and the situation in acute remains 
challenging, although a decline is modelled to happen in the next few weeks.  
 
SAB, DAB etc are stable and within control limits. Although E. coli infections rose in 
the last 2 quarters, AOP standards overall are heading in the right direction.  
 
The unannounced HEI inspection last week was expected to last two days, however 
the visit was reduced to one day as the team were satisfied with their findings and 
the initial de-brief was positive.  
 
AW advised that staff were professional, open and honest during the HEI inspection 
and were pleased with the positive feedback. The inspectors recognised the 
pressures due to COVID. 
  
Outbreaks in Care Homes are improving, with homes seeing the impact of the 
vaccine. Currently two care homes have COVID outbreaks and the full assurance 
system is in place.  
 
AW advised that, with Dr Paul Baughan, were asked to co-chair a group to develop 
a national clinical model of care for care homes in Scotland. The group was created 
to develop a direction of travel paper for the Cabinet Secretary by the end of March. 
This will reflect the new report by Derek Freeley that suggests a nation care service.  

 
The Clinical Governance Committee: 
 

• Noted the effort from staff to support care homes affected by COVID 
and recognised the important collaboration between agencies in the 
management of infection in homes.  

• Await the outcome of the HEI report  



11 
 

• Supported the national group around the model for care homes 
 

 6.3  Standards and Reviews Report – September to October 2020 
 

AM advised how performance management had been introduced within the report 
to evidence standards and reviews are taken forward and actioned appropriately.  

 
 The Clinical Governance Committee: 
 

  Noted the report 
 

  
7. In Our Services, will Care be Safe in the Future? 
   

7.1  Risk Management update   
 
AG provided an update since the last report in November. Individual top-level 
strategic risks have been aligned with the top 3 priorities. This committee will 
receive quarterly reports to provide assurance to the audit committee and the 
Board. Internal and external auditors are happy that controls are in place to ensure 
mitigation is working and triggers are in place to ensure escalation. Funding has 
been approved for 3 risk management officers who will be allocated to support 
Directorates.  
 
The Clinical Governance Committee: 
 

• Noted the report and look forward to regular detailed updates  
 
 
8.  Is our Care Person Centred? 
  

8.1  NHS FV Complaints and Feedback Performance Report - November 2020 
 

EK advised overall complaints performance was 91.4% for the period.  Both stage 1 
and 2 performance was over the 80% standard. Of the 18 cases referred to the 
Ombudsman, 6 have been returned with 3 upheld/3 not upheld. Staff have worked 
hard to continue contact between patients and relatives, finding creative ways to 
communicating differently, staff are adapting to the challenge. Trialling time slots for 
patients to phone into hospital due to the high volume of calls, limited phones in 
wards and limited mobile phone signal.  
 
The Clinical Governance Committee: 
 

• Advised the Care Opinion information was helpful 
• Noted the positive step forward with partnership working  

 
 
9. Are we Learning and Improving? 
  
 9.1  Significant Adverse Event Report  
 

OL presented the report and advised of 2 new SAER’s commenced in the Acute 
Directorate.  
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The Clinical Governance Committee: 
 

• Noted the report  
• Recognised the improvements made to deliver the SAER process 

timeously 
 
 
10. Are our Systems Reliable?  
 
  
 10.1 Clinical Governance Working Group – Annual Report 2019-2020 

AM advised the report provides details on activity over the last year. LB advised 
linking with Falkirk Partnership to align the report, looking to link with Stirling and 
Clacks next.  
 
The Clinical Governance Committee: 
 

• Noted the report  
• Ensure CGWG recognise the links with Partnership 

  
 10.2 Clinical Governance Committee Annual Report  
 

AM advised this paper is based on the same principle as the previous report, and 
links to the Forward Planner, “what information we will receive to be assured”, with 
the Annual Report being “what we actually received and discussed”. LB noted this 
report was prefaced with a statement from AM and will include Clinical and Care 
Governance going forward.  
 
 The Clinical Governance Committee: 
 

• Noted the report  
• Comments on the report to be sent to LB/AM 
• Look at including the forward planner as a reference going forward 

 
 10.3 Terms of Reference   
 

AM requested the approval of the Committee to amend the paper to articulate the 
linkage with Public Health more clearly. 
CC advised there will be a review of corporate governance format when the new 
Board secretary is in place.  
 
 

11. Reports from Associated Clinical Governance Groups  
 
  

11.1  Minute of the Clinical Governance Working group meeting 
 
The last meeting of the CGWG had been held the previous week and the minutes 
were not yet approved. 
 

 11.2  Area Prevention and Control of Infection Committee 
 
 No update since the last meeting  
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 11.3 Organ Donation Committee meeting – 23.09.2020 
 

Mr Murray asked the Committee to note the minutes of the meeting. AR advised 
that the committee is working on the current ‘Opt Out’ national campaign which 
launches in March 2021. More work to be done on communication and the 
committee continue to monitor progress.  
AR also noted that work on the Memorial project is ongoing.  
 

 11.4 Minute of the Child Protection Action Group meeting  
 

AW advised the Committee’s agenda was incorrect and that the Child Protection 
group met in April, July and October 2020 and also in January 2021. The group 
submit quarterly performance managed reports to Pentana and as well as meeting 
locally the group reports nationally. The Child Protection team and the multi-
disciplinary team met regularly throughout the COVID pandemic.  
 
 

12.  Any Other Competent Business  
 

None  
 

 
13.  Date and Time of the Next Clinical Governance Committee meeting   
   
Tuesday 25.05.2021 9am via Teams – re-arranged to Tuesday 01.06.2021 
Tuesday 24.08.2021 9am via Teams  
Tuesday 16.11.2021 9am via Teams  
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AUDIT & RISK COMMITTEE  
 
DRAFT Minute of the NHS Forth Valley Audit & Risk Committee meeting held by 
Microsoft Teams on Thursday 15th July 2021.  
 
Present:   Mr John Ford 

Cllr Susan McGill 
   Mr Robert Clark 
   Mr Stephen McAllister 
 
In Attendance: Mr Scott Urquhart, Director of Finance 
   Mrs Cathie Cowan, Chief Executive 
   Mr Tony Gaskin, Chief Internal Auditor, FTF Audit Services 
   Mrs Jocelyn Lyall, Regional Manager, FTF Audit Services 
   Ms Shona Slayford, Principal Auditor, FTF Audit Services 
   Mr John Cornett, Audit Scotland 
   Ms Louisa Yule, Audit Scotland 
   Mr John Watkins, Dickson Middleton, Chartered Accountants 
   Mr Andrew Gibson, Corporate Risk Manager 
   Mr Simon Dryburgh, Assistant Director of Finance 
   Mr Graeme Bowden, Capital Accountant 
 
 The meeting was Chaired by Mr John Ford. 
 
1/ APOLOGIES  
 

An apology for absence was intimated from Cllr Les Sharp. 
 

 
2/ DECLARATIONS OF INTEREST  
 

There were no declarations of interest intimated. 
 

 
3/ MINUTES OF PREVIOUS MEETING 
 

The Minute of the Audit & Risk Committee meeting held on 12th March 2021 was 
approved as a correct record.  
 
 

4/ MATTERS ARISING – ACTIONS FROM PREVIOUS MEETINGS 
 

There were no matters arising. 
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5/ PATIENT FUNDS ANNUAL ACCOUNTS & MANAGEMENT REPORT 
 

Mr John Watkins from Dickson Middleton Chartered Accountants updated the 
Committee on the 2020/21 audit of Patients Funds Accounts for NHS Forth Valley.  
 
Mr Watkins advised that no significant issues were identified during the audit 
review, and processes in place for the management of Patient Funds were very 
positive and this had been reflected in the management report. Mr Watkins also 
highlighted that due to Covid-19 restrictions, the audit team were however unable 
to perform site visits to carry out the usual testing on ward procedures. The review 
this year incorporated testing receipts and payments on a sample basis to supporting 
bank statements and documentation as well as checking allocations were applied to 
the appropriate patient balance. Mr Watkins indicated that during the review it was 
noted that funds can often be held for extended periods of time following the death 
or discharge of patients. This had been highlighted within the action plan however 
Mr Watkins indicated this was a minor issue. Mr Urquhart advised that this was 
predominantly an issue with Stirling Council residents and his team were working 
with the Council to improve processes. Mr Watkins thanked the Accounting 
Services Manager and her team for their assistance during the review process. 
 
The Committee approved the recommendation to the Board to approve the Patient 
Funds Annual Accounts and Management Report at their meeting on 17th August 
2021. 
 
 

6/ ENDOWMENT FUNDS ANNUAL ACCOUNTS 
 & MANAGEMENT LETTER 
 

Mr Watkins confirmed the auditor’s opinion on the 2020/21 Endowment Funds 
Financial Statements.  The accounts represented a true and fair view of the funds 
affairs as at 31st March 2021 and had been properly prepared in accordance with 
relevant legislation and standards.  
 
Mr Watkins informed the Committee that a clean audit opinion had been issued for 
financial year 2020/21, and also indicated that the increase in income was mainly 
as a result of the donations received from the NHS Charities Together fund. Mr 
Watkins also highlighted that income from on-line donations had increased as 
members of the public sought to reward the NHS for its efforts during the Covid-
19 pandemic.   
 
With regard to the management letter, Mr Watkins informed the Committee that 
there were no significant issues to report. Mrs Cowan asked the Committee to note 
that work had been progressed by the Director of Facilities and Infrastructure to 
raise awareness on Ward Book requirements and Gift Aid opportunities.   
 
Mr Ford expressed his thanks to Mr Watkins. The Committee approved the 
recommendation to the Board to approve the NHS Forth Valley Endowment Funds 
Annual Accounts and Management Report at their meeting on 17th August 2021. 
 
Mr Watkins left the meeting at this point in the Agenda. 
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7/ INTERNAL AUDIT 
 

7.1 Internal Audit Follow-Up Report 
 

Mrs Lyall presented the Internal Audit Progress Report that summarised the audit 
work achieved since the last Committee meeting. Mrs Lyall summarised the audit 
output against the annual plan and indicated that Covid-19 had impacted io the work 
of Internal Audit, most notably on Client staff availability and the timely provision 
of information, as well as audits requiring on-site presence. Key Performance 
indicators were being reported within the Annual Internal Audit Plan for 2020/21. 
   
Mrs Lyall summarised the Audit Findings within Internal Audit reviews concluded 
since the previous meeting and in particular A13/21 Risk Management, A20/21 
Medical Equipment and Devices and A26/21 Ordering, Requisitioning & Receipt. 
Mrs Lyall also asked the Committee to note that recommendation priorities and 
assurance definitions had been revised and these were highlighted within Appendix 
B of the report. 

Mrs Cowan thanked Internal Audit for their work during 2020/21 and also for the 
quality of the reports issued.  

The Committee noted the Internal Audit Progress Report. 
 
7.2 NHS Forth Valley Annual Internal Audit Report 2020/21 
 
Mr Gaskin presented the Internal Audit Annual Report for 2020/21. Internal Audit 
confirmed that the NHS Board has adequate and effective internal controls in place 
and that the Accountable Officer has implemented a governance framework in line 
with required guidance sufficient to discharge the responsibilities of this role. Mr 
Gaskin also indicated that the 2020/21 Internal Audit Plan had been delivered in 
line with Public Sector Internal Audit Standards.  Mr Gaskin also thanked the Chief 
Executive and Director of Finance for assisting in turning the report around in tight 
timescales.  
 
Mr Gaskin summarised the key themes within the report and also highlighted that 
some areas of further improvement had been identified and would be followed up 
in the 2021/22 Internal Control Evaluation (ICE) review and their detailed findings 
would inform planning for 2021/22 audits. Mr Gaskin intimated that the ICE was 
Internal Audit’s most significant piece of assurance work undertaken during 
2020/21 and has also reflected the impact of Covid-19 and the special Governance 
arrangements in place throughout the year. 
 
Mr Gaskin questioned whether the Emergency Department External Review report 
undertaken during the year should be reflected in the Governance Statement and 
Mr Urquhart confirmed that disclosure had indeed been made. Mrs Cowan also 
highlighted that a paper on the topic would be presented to a special Board meeting 
on 6th August 2021that would also incorporate management responses to the action 
plan, after which the Emergency Department report would be made public. Mrs 
Cowan also indicated that the report had already been to three Governance 
Committees.    
 
Mr Gaskin expressed his thanks to the Internal Audit team for their assistance with 
delivering the Annual Internal Audit Report for 2020/21. 



 4 

 
The Committee noted the NHS Forth Valley Annual Internal Audit Report for 
2020/21. 
 
7.3 Internal Audit Annual Plan 2021/22 
 
Mr Gaskin presented the draft Internal Audit Plan for 2021/22 and highlighted that 
as part of the annual planning process Internal Audit had engaged with the Director 
of Finance and then with the wider Systems Leadership Team (SLT) to ensure the 
Annual Internal Audit Plan reflects current risks and any other areas where a review 
would be beneficial and add value for NHS Forth Valley. In addition, Mr Gaskin 
indicated that the Audit & Risk Committee members were given the opportunity to 
provide Internal Audit with suggested areas for inclusion. The Annual Internal 
Audit Plan had been circulated to Audit & Risk Committee members and all 
members have approved the plan virtually. 
 
The Committee noted the Internal Audit Plan for 2021/22. 
   
 

8/ AUDIT FOLLOW-UP 
 
 8.1 Audit Follow-Up Report 
 

Mr Bowden presented the Audit Follow-Up report and highlighted that the report 
indicated five recommendations due to be reviewed remained outstanding, however 
since the report was issued two had now been completed. Mr Bowden asked the 
Committee to note that the three remaining outstanding issues had already had their 
completion dates extended and every effort would be made to ensure they were 
cleared by the next Audit & Risk Committee meeting. Mr Urquhart also highlighted 
that the Follow-Up report had continued to be presented to the Systems Leadership 
Team to raise awareness of the importance of ensuring responsible officer cleared 
audit action points within the agreed timescales. 
 
Cllr McGill requested that if future Follow-Up reports contained incomplete 
actions, that reasons be presented to the Audit & Risk Committee as to why this 
was the case with reports. 
 
The Committee noted the Audit Follow-Up report. 
 
 

9/ GOVERNANCE ISSUES 
 
 9.1 Best Value Update 
 

Mr Urquhart advised the Committee that the Best Value Update would be presented 
at the next full Audit & Risk Committee meeting. 
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10/ RISK MANAGEMENT 
  
 10.1 Risk Management Annual Report 
  

Mr Gibson presented the Risk Management Annual Report and indicated that the 
report set out a summary of the management of risk within NHS Forth Valley for 
2020/21. The information contained in the report was arranged by an analysis of 
the management of the Board’s Strategic risks and an overview of the work of the 
Corporate Risk function during the year. Mr Gibson advised that the report also 
incorporated a summary of Risk Management objectives for 2021/22. 
 
The Committee approved the Risk Management Annual Report 2020/21. 
 
10.2 Quarter 1 Strategic Risk Report 
 
Mr Gibson presented the Quarter 1 Strategic Risk Report and highlighted that since 
the Strategic Risk Register had been approved by the Board in March 2021, there 
were now two proposed amendments for the quarter 1 reporting period. There was 
a new risk relating to a refresh and implementation of the Healthcare Strategy, and 
the Brexit risk already within the register was proposed to be downgraded from a 
level 16 risk rating to 12. The report would be presented to the NHS Board on 27th 
July 2021. 
 
The Committee noted the Quarter 1 Strategic Risk Report. 
 

 
11/ COUNTER FRAUD SERVICES 
 
 11.1 Counter Fraud Services Quarterly Report 
  ~ Quarter ending 31st March 2021  
 

 Ms Slayford presented the Counter Fraud Services (CFS) Quarterly Report for the 
period ending 31st March 2021 and highlighted that there had been four new 
referrals made relating to NHS Forth Valley during the quarter. Ms Slayford 
provided a summary of the new referrals and updated the Committee on the status 
of the live investigations. Mr McAllister asked for confirmation of expected 
timescales for live investigations, and Ms Slayford confirmed delays had been 
experienced because of Covid and other extenuating circumstances. 
 
Regarding Patient Exemption Checking, Ms Slayford indicated that for the period 
1st April 2020 to 31st March 2021 NHS Forth Valley had made patient recoveries 
to the value of £10,826 that represented 4.8% of the Scotland wide total. 
 
The Committee noted the Counter Fraud Services Quarterly Report for period 
ending 31st March 2021. 
 
11.2 Counter Fraud Services Year End Report 2020/21 
 
Ms Slayford presented the Counter Fraud Services Year End Report 2020/21 and 
highlighted that the purpose of the report was to summarise the counter fraud 
activity for the financial year 2020/21 and to set out for the Audit & Risk Committee 
the ongoing and planned counter fraud activity for financial year 2021/22. 
Consideration of this report, and subsequent sharing of the report with CFS, would 



 6 

allow the Board to discharge its duties around engagement with CFS in combating 
financial crime. Ms Slayford summarised Counter Fuad Services activity during the 
financial year. 
The Committee noted the Counter Fraud Services Year End Report 2020/21. 

 
12/ ANY OTHER COMPETENT BUSINESS 
 

12.1 Scottish Executive Correspondence 
- Notification from Sponsored Bodies Audit Committees 

 
Mr Urquhart advised the Committee that correspondence is received annually from 
the Scottish Government Health Finance Directorate requesting notification of any 
significant issues discussed by or presented to Audit Committees that may be of a 
wider interest. Mr Urquhart highlighted that within the response drafted, no 
disclosures had been made in the Boards’ Governance Statement and there had been 
no significant issues arising from fraud requiring notification. Mr Urquhart also 
indicated that the draft response highlighted that there had been a number of 
breaches of the legal requirement on the Treatment Time Guarantee but significant 
efforts are being made towards improving achievement of this guarantee. In 
addition the response also included an extract from the 2020/21 Governance 
Statement regards changes to internal processes as a result of the Covid-19 
pandemic.  
 
Mr Urquhart highlighted that the response to the Scottish Government request had 
already been submitted following agreement with the Chair of the Audit & Risk 
Committee. The Committee therefore endorsed the response in relation to 
Notification from Sponsored Bodies Audit Committees. 
 
12.2 Annual Accounts 2020/21 
 
Mr Urquhart advised that mainly due to an issue with the agreement of accounting 
for Personal Protective Equipment (PPE), there had been a delay in finalising the 
Annual Accounts for 2020/21. It was therefore proposed that a special meeting of 
the Audit & Risk Committee would be convened on Friday 13th August to consider 
the accounts and recommend for approval to the NHS Board at their meeting 
schedules for 17th August 2021. 
 
Mr Cornett asked the Committee to note that the PPE issue was a National one and 
External Auditors were awaiting assurance from the Auditors of National Services 
Scotland prior to finalising accounts and issuing final Annual Reports and 
assurance statements. Mr Cornett also advised that their review of the NHS Forth 
Valley Annual Accounts had raised nothing of concern and that an unqualified 
opinion was anticipated. 

    
13/ DATE OF NEXT MEETING 
 

The next meeting of the Audit & Risk Committee will take place on Friday 13th 
August 2021 via Microsoft Teams commencing at 9.00am. 
 
 
There being no further business, the meeting closed at 12.00pm. 
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FORTH VALLEY NHS BOARD 
TUESDAY 28 SEPTEMBER 2021 
 
Item 8.2.4 Staff Governance Committee Update – 14 May 2021 
For Assurance 
 
Chair: Dr Michele McClung, Non-Executive Board member 
 
 
The following items were approved by the Staff Governance Committee: 
 
• Staff Governance Assurance Plan and Work Plan for 2021 – 22 
 
Key points to note from the meeting: 
 
• Item 5.1 Health & Safety Quarterly Report 

 
The Health & Safety Quarterly Report was noted and the on-going work in support of 
improving Health & Safety across the organisation. 

  
• Item 5.2  Strategic Risk Register 

 
The Strategic risk Register Q1 2021/22 – Update to Staff Governance Risks was noted and a 
‘deep dive’ analysis of the risk controls to assess the quality of the controls and to provide 
assurance to the Staff Governance Committee at the next scheduled meeting. 
 
The Staff Governance Committee discussed the recent changes in relation to access to the 
minor injury unit and the impact that this is having on how long people are having to wait and 
any potential impact on the Emergency Department. 
 
• Item 6.2 Workforce Planning – Interim Workforce Plan 2021-22 

 
The Interim Workforce Plan 201-22 was noted.  The plan was submitted to the Scottish 
Government, the Workforce plan reflected workforce expectations that were identified within 
the Remobilisation Plan. 
 
The Interim Workforce Plans reflected the workforce elements of the remobilisation plan, 
including:- 
 
• Staff support and Wellbeing 
• Impact on workforce of COVID-19 
• Immediate Workforce Needs - Implementation of Test and Protect: Immunisation 

programme 
• Impact of digital service transformation - implementation of Near Me; MS Teams roll out 
• Workforce Implications of restarting Services - impact on Outpatients 
• Implementation of Elective Centres and the implications for workforce 
• Demographics: Ageing Workforce - especially the end of the pension period in April 2022 

with projected accelerated retirement 
• Signposting to potential medium term (12 – 18 months) workforce issues  
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• 6.3  Our People Strategy – 2018 - 2021 – Update 
 
Progress on “Our People Strategy 2018 – 21 was noted, including Our People Priorities next 
steps and future activity planned.  The Strategy will be refreshed and presented to December 
Staff Governance Committee. 
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Minute of the Staff Governance Committee meeting held on Friday 14 May 2021 via 
Microsoft (MS) Teams 
 
 
 
 
Present   Dr Michele McClung, Non-Executive Director (Chair) 

Ms Janie McCusker, Chair, Forth Valley NHS Board 
Mr. Allan Rennie, Non-Executive Director 
Ms Susan McGill, Non-Executive Director 
Mr Gordon Johnston, Non-Executive Director, (Whistleblowing 

Champion) 
Ms Janett Sneddon, RCM 
Mr Robert Clark, Employee Director 

 Ms Karren Morrison, Unison 
 
In Attendance.   Mrs Cathie Cowan, Chief Executive 

Ms Linda Donaldson, Director of HR 
Mrs Elaine Bell, Interim Associate Director of HR 
Professor Angela Wallace, Director of Nursing 
Mrs Linda Robertson, HR Manager 
Mr Jonathan Procter, Director of Facilities & Infrastructure 
Mr Andrew Gibson, Corporate Risk Manager (Item 5.2) 
Mr Cameron Raeburn, Head of Health and Safety 
Ms Marian Smith, Personal Assistant (Minute) 

 
1.  Welcome and Introductions 
 
Dr McClung welcomed everyone to the meeting. 
 
2. Apologies for absence 
 
Apologies for absence were noted on behalf of Margaret Kerr. 
 
3. Minute of Meetings 
 
3.1.   Draft minute of Staff Governance Committee meeting held on Friday 19 March 
2021 
 
The draft minute of the Staff Governance Committee meeting held on Friday 19 March 2021 
was approved as a correct record. 
 
. 
4.  Matters Arising from the Minute 
 
Scheme of Delegation 
Ms Morrison confirmed that the issue around the scheme of delegation had been resolved and 
thanked both Cathie Cowan and Linda Donaldson.  
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5.  RISK MANAGEMENT  
 
5.1 Health & Safety Quarterly Report – (Q4) 
 
The Staff Governance Committee considered a paper ‘Health and Safety Quarterly Report - 
Quarter 4 (January 2021 – March 2021), presented by Mr Jonathan Procter, Director of 
Facilities and Infrastructure and Mr Cameron Raeburn, Head of Health and Safety 
 
Mr Procter advised that indicator levels were returning to near normal levels following the 
pandemic and noted an improvement on the number of unwanted fire alarm activations and 
the decreased compliance for the control book. 
 
Mr Raeburn highlighted the detailed information within in the report on psychoactive 
substances and the musculoskeletal (MSK) absence figures which would provide assurance 
to the Staff Governance Committee on work that was progressing to address any issue. 
 
Mr Raeburn provided a summary of the key issues for consideration, these included:- 
 
• Increase in reporting of adverse events 
• Increase in the number of violence and aggression, slips, trips and falls reporting 
• Fire Alerts 
• RIDDOR Reporting 
• Compliance with adverse events and the control book 
• The continuation of work to address the requirements of the HSE Improvement notice 
 
The Staff Governance Committee discussed Covid-19 RIDDOR reporting of covid positive 
staff who potentially contracted Covid-19 whilst at work, a total of 78 incidents had been 
reported to the HSE, the changing guidance that had been issued, how this was interpreted 
by NHS Boards and the involvement of staff side in developing a process for NHS Forth 
Valley, the increase in the number of violence and aggression incidents, MSK absence rates, 
the top five adverse events and carrying out risk assessments for adverse events in other 
properties.   
 
The Staff Governance Committee requested more information on violence and aggression, 
MSK absences and the reasons for the top five adverse events remaining the same and any 
mitigations that are in place to address these areas for the next meeting in September 2021. 
 
Mr Procter reported on the progress with the development of a Health and Safety Strategy.  
A draft had been issued to for comment to the Chief Executive, Director of HR and the 
Employee Director, following which it will be submitted to the Systems Leadership Team and 
Health and Safety Committee.  It was agreed that the draft strategy would be issued, 
virtually, to the Staff Governance Committee during June and July 2021 prior to being 
submitted, for approval to the Staff Governance Committee at its meeting in September 
2021. 
  
The Staff Governance Committee: - 

 
• NOTED the Report and the on-going work in support of improving Health & Safety across 

the organisation. 
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5.2   Strategic Risk Register (Q1)  
 
The Staff Governance Committee considered a paper ‘Strategic risk Register Q1 2021/22 – 
Update to Staff Governance Risks’, presented by Mr Andrew Gibson, Corporate Risk 
Manager. 
 
Mr Gibson advised that since the previous review of the strategic risk register there were no 
proposed changes to those risks assigned to the Staff Governance Committee and there had 
been no new risks identified.  Therefore, the two risks assigned remained as detailed in the 
paper: 
 
It was noted that there would be a ‘deep dive’ analysis of the risk controls to assess the 
quality of the controls and to provide assurance to the Staff Governance Committee at the 
next scheduled meeting. 
 
The Staff Governance Committee discussed the recent changes in relation to access to the 
minor injury unit and the impact that this is having on how long people are having to wait and 
any potential impact on the emergency department.  Mrs Cowan advised that a national 
publicity campaign would be launched in due course which highlighted the changes and how 
services could be accessed. Work was ongoing to evaluate the impact of these changes.  A 
paper would be submitted to the NHS Board at its meeting on 25 May which would be 
circulated after the meeting. 
 
There was a further discussion on the impact of Brexit and in particular the impact on 
procurement.  It was noted that the Emergency Planning team are monitoring the impact and 
there were no emerging issues to note, and regular updates were provided to the Systems 
Leadership Team. 
 
The Staff Governance Committee:- 
 
• CONSIDERED the assurance provided regarding the effective management and 

escalation of Staff Governance Risks 
• ENDORSED the Staff Governance Strategic Risks for Quarter 4, 2020/21 for onward 

reporting to the NHS Board. 
 
6. HEALTH AND WELLBEING 
 
6.1 Annual Staff Governance Committee Assurance Plan and Work Plan 2021 -22 
 
The Staff Governance Committee considered a paper ‘Staff Governance Assurance Plan and 
Workplan 2021 – 22‘ presented by Ms Linda Donaldson, Director of HR. 
 
Following the Staff Governance Committee in March work had commenced on developing 
activity reports and a work plan that were aligned to the Staff Governance Standard. 
 
The proposed Staff Governance Assurance Plan and Workplan would support committee 
members to fulfil their Board assurance and scrutiny role and following each committee a report 
would be provided to the NHS Board, which would highlight achievements, issues, risks and 
any actions taken, if required. 
 
The Staff Governance Committee discussed the assurance plan and work plan and agreed 
that the assurance plan was a good mechanism for reporting, it provided assurance to the Staff 
Governance Committee and the NHS Board that the role of the Committee and its members 
was being met.  It was highlighted that the template could be used for other Board committees 
to provide an overview of governance for the NHS Board. 
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Ms Donaldson advised that the workplan would be used to set the agenda for the committee 
meetings going forward and would an evolving document and provided the committee with 
assurance on what would be reported and when to the Committee.  Ms Donaldson invited 
comments members on the work plan.  She further advised that work was ongoing to develop 
a template to ensure  a consistent stye of reports. 
 
The Staff Governance Committee:- 
• NOTED the progress made against the development of the Staff Governance Assurance 

Plan and Work Plan for 2021 – 22 
• CONSIDERED AND CONFIRMED that the proposed changes to reporting arrangements, 

including business calendar is sufficient to meet the assurance and scrutiny responsibilities 
of the Staff Governance Committee 

• APPROVED the Staff Governance Assurance Plan and Work Plan for 2021 – 22 
 
6.2 Workforce Planning – Interim Workforce Plan 2021 -22 
 
The Staff Governance Committee considered a paper, ‘ Workforce Planning,’ presented by Ms 
Linda Donaldson, Director of HR. 
 
Ms Donaldson advised that the draft Workforce Plan for 2021 – 22 had been submitted on 
time, to the Scottish Government.  The Workforce plan reflected workforce expectations that 
were identified within the Remobilisation Plan and were being submitted through the Board 
Governance processes. 
 
Revised guidance had been issued by the Scottish Government which supported an approach 
to workforce planning which took into consideration the needs of an integrated health and 
social care workforce, including the impact of third and independent sector care provision as 
part of the overall workforce planning process. 
 
NHS Boards are required to develop and deliver a three yar workforce plan no later than 31 
March 2022.  This will cover the period April 2022 to March 2025. 
 
The Interim Workforce Plans reflected the workforce elements of the remobilisation plan, 
including:- 
 
• Staff support and Wellbeing 
• Impact on workforce of COVID-19 
• Immediate Workforce Needs - Implementation of Test and Protect: Immunisation 

programme 
• Impact of digital service transformation - implementation of Near Me; MS Teams roll out 
• Workforce Implications of restarting Services - impact on Outpatients 
• Implementation of Elective Centres and the implications for workforce 
• Demographics: Ageing Workforce - especially the end of the pension period in April 2022 

with projected accelerated retirement 
• Signposting to potential medium term (12 – 18 months) workforce issues  
 
The Staff Governance Committee discussed the impact of recent pension changes, the 
implementation of Allocate which is an eRostering solution, the impact on capacity within 
Primary Care, Employability and the Youth Framework, the need to understand staff reasons 
for leaving the organisation with the use of exit interviews as detailed in the interim workplan. 
 
Ms Donaldson advised that following the need to understand the reasons for staff 
turnover/leaving had been identified as part of the Boards response to the Sturrock Review.  
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Ms Bell highlighted that a report on the reasons can be obtained through eESS.  She advised 
that she explore with other Boards to ascertain if they were using eESS to capture this data.  
A report on the data would be submitted to the Staff Governance Committee on a quarterly 
basis detailing any hot spot areas and using the RAG status. 
 
The issue of staff attendance and whether there was anything more that can be done to 
achieve an improved status around stress and anxiety, the additional resource required for 
Care Homes, the capacity impact if no additional funding and the need to ensure that 
Governance committees were not receiving duplicate information was also discussed. It was 
noted that the Pentana dashboard would enable reporting of absence by area and reason and 
provide assurance to the committee.  Ms Donaldson advised that there would be a presentation 
on Pentana at the Systems Leadership meeting on 31 May 2021.  
 
It was noted that work was ongoing, to address absence rates through ‘deep dives’ on absence 
withing areas, the health and wellbeing programme board and regular meetings between HR 
and Occupational Health Colleagues looking at both long term and short-term absence.  
 
The launch of the ‘Speak up’ initiative and the difficult days, patient safety project within 
theatres were highlighted.   
 
The Staff Governance Committee:- 
• NOTED that draft workforce plans had been submitted to the Scottish Government on 30 

April 2021 
• CONSIDERED and COMMENTED on the draft plan 
• NOTED that interim workforce plans are nearing completion covering Falkirk, and 

Clackmannanshire and Stirling Health and Social Care Partnerships 
• NOTED that the interim workforce plans will need to be approved through Governance 

processed during Man and June 2021. 
 
6.3 Our People Strategy – 2018 -2021 – Update 
 
The Staff Governance Committee considered a paper. ‘Our People Strategy 2018 – 2012 – A 
Progress Update,’ presented by Ms Linda Donaldson, Director of HR. 
 
Ms Donaldson provided the Staff Governance Committee with an update on progress against 
the workforce strategy against the six key themes as detailed in the paper. 
 
Ms Donaldson advised that work would commence on restarting programmes that had been 
identified to assist with addressing absence rates and working towards attaining the Gold 
Health Lives award by refreshing the membership of the Healthy Lives working group.  
 
Progress with the launch of the ‘Speak up’ Initiative, the refreshed corporate induction 
programme, mediator training, iMatter programme, Turas appraisal, Board development 
programme, reflection and appreciation sessions, Equality and Diversity awareness raising, 
leadership and coaching, refresh of the Acute Services Forum membership, partnership 
working, youth framework, impact of Covid-19 on our workforce and the launch of Phase 2 of 
the ‘Once for Scotland’ workforce policies were highlighted as detailed in the paper. 
 
There was a discussion on the different options available for staff to raising concerns and the 
need for appropriate mechanisms to be in place to ensure the correct policy was used, the 
need to ensure priority areas within the strategy were identified and a timeline for delivery 
developed. 
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The issue of revalidation for Doctors and whether there was  support from the GMC to extend 
the time for revalidation was highlighted.  It was noted that no extension had been granted 
however, there were mechanisms in place to support Doctor’s revalidation. 
 
It was noted that Whistleblowing would be included in this year’s iMatter survey. 
 
The Staff Governance Committee:- 
• NOTED progress made against Our People Strategy 2018 - 2021 
• NOTED Our People Priorities next steps and future activity planned  
• NOTED the impact of the COVID-19 Pandemic on the workplan and the 

requirement to review and reinvigorate a number of our actions 
• NOTED that Our People Strategy 2018 - 2021 is due to be refreshed and with 

work underway this will be completed by December 2021 and thereafter 
presented to the Staff Governance Committee for approval 

• NOTED that a further update on progress against Our People Strategy will be 
brought to the December meeting of the Staff Governance Committee 

 
6.4 HR Director Staff Governance Report 
 
The Staff Governance Committee considered a paper, ‘HR Director Staff Governance Report,’ 
presented by Ms Linda Donaldson, Director of HR and Ms Linda Robertson, Acting Service 
Manager – HR. 
 
Ms Donaldson advised that work was progressing on refocussing reporting activity in line with 
each strand of the Staff Governance Monitoring Standard, the four key improvement areas, 
and associated timeline were highlighted as detailed in the paper. 
 
Miss Robertson reported on the March  2021 position in relation to sickness absence.  The 
report showed an absence rate of 5.60% in March  2021 which was a increase of 0.39% from 
5,21 % in February 2021.  The Directorate absence summary, top reasons for absence by 
Directorate and summary by job family were detailed in the appendix to the paper.   
 
Miss Robertson advised that following the realignment of services, comparison data from 
February 2021 was not available.  Moving forwards this report will compare information on a 
month-by-month basis. 
 
The Staff Governance Committee noted that due to Covid-19 no retrospective monitoring 
exercise for 2019/20 had been undertaken and it was anticipated that the Annual Staff 
Governance Monitoring for 2020/21 would be issued by the end of May 2021 for completion 
and submission by September 2021 and if necessary, conversations with NHS Boards would 
take place during October/November 2021. 
 
Miss Robertson reported on the progress with the ‘Once for Scotland’ policy development 
which had recommenced with a consultation period running from June to July 2021 on the 
Homeworking Policy.  The workforce policies that would be addressed in Phase 2 included:- 
 
• Supporting the work life balance 
• Embracing Equality, Diversity and Human Rights 
• Managing Health at Work 
 
The progress with the youth employment framework including employability placements with 
Falkirk Council,  project search, kickstart and the workforce development fund.  Miss Robertson 
advised that there would be more detail on the workforce development fund for the next 
meeting of the Staff Governance Committee in September 2021. 
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The Staff Governance Committee:- 
• NOTED the content of the paper 
 
6.5   Update on Organisational Development Priorities, Including Learning, 
Education and Training and iMatter 
 
The Staff Governance Committee considered a paper, ‘Update on Organisational 
Development Priorities including Learning, Education, Training and iMatter,’ presented by Ms 
Linda Donaldson, Director HR. 
 
Ms Donaldson advised that the 2021 iMatter plan would ‘go live’ on 23 August 2021 and work 
was underway to ensure teams were confirmed on the system prior to the ‘go live’ date. 
 
The Organisational Development team have been working to identify a sustainable approach 
to providing accurate and up to date data on mandatory training.  It is anticipated that many of 
the national mandatory training modules would be hosted on Turas Learn.  In order to support 
staff to complete the agreed corporate mandatory training, it had been recommended that two 
days protected time would be made available for staff to complete their training. 
 
Talent Management, Succession Planning Framework and the Bursary Allocation process for 
2021 were highlighted as detailed in the paper. 
 
The Staff Governance Committee:- 
• NOTED the contents of the paper and that further updates would be provided. 
 
6.6 Update on Implementation of the National Whistleblowing Standards 
 
The Staff Governance Committee received a verbal update from Professor Angela Wallace, 
Director of Nursing and Mr Gordon Johnson ,Non- Executive  Director and NHS Forth Valley 
Whistleblowing Champion. 
 
Professor Wallace advised that the NHS Board had approved the proposed governance 
structure and implementation model, including the required element of the standards requiring 
confidential contacts at their meeting held on 30 March 2021.  
 
It was noted that, to date,  there had been no issues raised under the Whistleblowing standards. 
 
The Whistleblowing Oversight Core Group continued to meet, and the Task and Finish Group 
continued to check processes and it was anticipated that these detailed reporting would be in 
place by end of June 2021. 

 
An implementation structure had been established to ensure governance and reporting 
arrangements are robust and will support the implementation of the Whistleblowing Standards 
locally. 
 
Information sharing with other NHS Boards was taking place and discussions between NHS 
Board Whistleblowing Champions were also taking place to ensure consistent good practice 
against the national standards were in place to provide assurance to NHS Boards. 
 
The links to the ‘Speak Up’ initiative were highlighted in relation to the confidential contacts. 
 
Ms Donaldson advised that the Area Partnership Forum and Area Clinical Forum had received a 
presentation on the ‘Speak Up’ initiative and work was ongoing to develop the proposal.  A short 
life working group had been established to develop a process, job descriptions and a recruitment 
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process for the role of Ambassador and Advocate, including a communication plan and timeline 
for recruitment to the posts. 
 
Professor Wallace gave an assurance to the committee that a dedicated phone line and email 
address were in place and checked on a regular basis and temporary named contacts were 
also in place to be compliant with the standards. 
 
The Staff Governance Committee:- 
 
• NOTED the update 
 
7.  REPORTS FROM COMMITTEES 
 
7.1  Area Partnership Forum – 9 April 2021 
 
The Staff Governance Committee noted the minute of the Area Partnership Forum held on 9 
April 2021. 
 
Mr Clark advised that work was underway to review the agenda. 
 
7.2  Acute Services Forum – 29 March 2021 
 
The Staff Governance Committee noted the minute of the Acute Services Partnership Forum 
held on 29 Mach 2021. 
 
Ms Sneddon advised that the membership of the Acute Services Forum would be reviewed in 
terms of management side attendance due to recent staff moves. 
 
7.3  Health and Safety Committee – 25 February 2021 
 
The Staff Governance Committee noted the minutes of the Health and Safety Committee 
meeting held on 25 February 2021. 
  
8. ANY OTHER COMPETENT BUSINESS  
 
ED Review 
In response to a question from Ms Susan McGill regarding feedback being provided to 
the Staff Governance Committee following the ED Review, Mrs Cowan advised that the  
final report was awaited, and a timeline would be agreed for reporting the outcome to 
Governance Committees. 
 
The Committee thanked Dr Michele McClung for support as Chair of the Committee and 
wished her well as she moves to Chair the Clinical Governance Committee.  Mr Allan 
Rennie will assume the Chair of the Staff Governance Committee from the next 
scheduled meeting on 18 September 2021. 
 
 
9. Date of Next Meeting 
 Friday 17 September 2021 
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FORTH VALLEY NHS BOARD 
TUESDAY 28 SEPTEMBER 2021 

8.2.5 Area Clinical Forum – 2 February 2021 
For Assurance 

Chair: Mrs Kirstin Cassells, Non-Executive Board member 

Minute of the Area Clinical Forum meeting held on Tuesday 2 February 2021 at 6.15pm via MS 
Teams 

Present: James King, GP (Chair)  
Elizabeth Kilgour, (Healthcare Science Forum) 
Alison McMullan (Psychological Area Committee) 
Glenn Carter (Allied Health Professionals) 
Kirstin McIntosh (Area Pharmaceutical Committee) 

In Attendance: Cathie Cowan (Chief Executive) 
Andrew Murray (Medical Director) 
Sarah Smith (Minute Taker) 

1. Welcome and Apologies

Dr King welcomed everyone to the Committee.  No apologies were recorded.

Item 4 was taken at this point on the agenda. 

4. Workshop Reflections

Dr King outlined the purpose of the Workshop held in December 2020.  It was noted this was
the first Committee meeting following this.

Mrs Cowan provided a brief background to the workshop noting origins were feedback
received from the Cabinet Secretary in relation to the ACF.  Recognition was made of Dr
King’s contribution and Chairmanship to the ACF.

A general discussion took place around the Workshop and information to be taken forward to
respective Committees.  The following points were highlighted:

• Potential for cohesive feedback to all Committees
• The need for succession planning; attendance of Vice Chair at ACF
• Similar challenges noted within other Committees
• Cathie confirming commitment of admin support for Committees
• Board keen to sponsor ACF in same way as APF
• Investment in independent practitioners
• Board Planner – providing agenda topics for discussion
• Important role of the ACF acknowledged
• Key advisory Committee to the Board
• Opportunity for ACF to bring items to the Board representative of professions
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• Potential for ACF consultation to be included in papers to ensure awareness of key 
documents. 

 
5. New Terms of Reference 
 

It was agreed that the attendees would take the Terms of Reference to their Groups for 
review. 
 
Dr King also proposed Committees review their own Terms of Reference, noting the role of 
the ACF as reporting Committee. 

 
6. Appointment of ACF Chair 
 

Dr King noted several extensions have been granted to his Chairmanship of the Area Clinical 
Forum, with the latest to end March 2021.   Mrs Cowan confirmed Dr King had undertaken 
this role with great integrity. 
 
The process for appointment to Chair was outlined, noting the potential for a powerful voice 
at the NHS Board.  Mrs Cowan advised there was a significant section within the ACF Terms 
of Reference on ‘Appointment of Chairman and Vice Chairman’.  It was proposed that this 
could be discussed in forums with self-referral for consideration of appointment made 
thereafter. 
 
Dr King advised of an ACF Chairs meeting that he had never been able to attend due to 
work commitments.  The Cabinet Secretary attended the meetings, and it was noted as a 
motivated and beneficial forum.  Mrs Cowan reiterated her willingness to institute payment to 
independent contractors to compensate for time commitment. 
 

2. Minutes of Area Clinical Forum 16 January 2019 
 
The note of the meeting held on 16 January 2019 was approved as an accurate record. 

 
3. Minutes of Reporting Groups/Feedback from Chairs  

    
 3.1 Area Nursing & Midwifery Committee 22 January 2020  
 3.2 Area Pharmacy Committee 5 August 2020 

3.3 Area Pharmacy Committee 2 December 2020 
3.4 Psychology Advisory Committee 19 January 2020 

 
The Area Clinical Forum noted these minutes as presented. 

 
Linkages between key areas and the Area Clinical forum were discussed, with potential 
benefit to ACF and other reporting Committees. 

 
Dr King highlighted links between the BMA and Chief Officers, with several joint meetings 
taking place on various fora.  Mrs Cowan advised this had been driven from the National 
GMS Contract Group and confirmed she sat on this Group.  A forthcoming meeting was 
proposed around Mental Health with a building of relationships. 

 
Mrs Cowan also noted the Chief Officer Group focussed on Adult Support and Child 
Protection, with an aim of raising awareness.  New Code of Practice Guidance was being 
disseminated for consultation.  Relevance to Primary Care colleagues was noted. 
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Feedback of Committee Chairs 
 

Healthcare Science Forum 
 

Ms Kilgour provided some feedback around the Healthcare Science Forum.  Challenge was 
noted around attendance, with conflict of other commitments noted.  Information had still 
been disseminated to members and attendance at National Healthcare Science meetings 
when possible. 
The significant change in landscape was acknowledged. Work has continued with 
Management Clinical Network and NSS around Covid testing delivery.  A Business Case 
went to the System Leadership Team around satellite lab and point of care testing. 

 
The diversity of Healthcare Science was noted, with almost 50 specialities.  This has resulted 
in some challenges in attendance at meetings due to other time constraints. 

 
Nationally, workforce planning had been a key area highlighted through Covid with the 
workforce all being graduates with training requirements.  This has been escalated through 
appropriate channels. 

 
Point of Care had also become a key area nationally, with work escalating within Forth 
Valley.   

 
Note was made of the ongoing work around National Laboratories Programme Initiatives with 
Network for LIMS being a key area.  This has highlighted potentiality around greater IT 
support, with current system between 25 years old and ongoing requests for data. 

 
Healthcare Science National Delivery Plan 2015-2020 was highlighted with reflection on 
delivery and areas that should be taken forward.  This included Demand Optimisation, 
Sustainable Services and Clinical Physiology Services. 

 
Ms Kilgour confirmed polls have been undertaken around availability to try and take forward 
the meeting of the Healthcare Science Forum. 

  
Area Psychology Committee 

 
Ms McMullan advised potential to look at the good innovations through the Pandemic.   

 
Isolation of staff was noted with staff working in high pressure roles and having no-one to talk 
to outwith their role.  A focus on getting to know people better had also been highlighted as a 
key potential topic. 

 
Engagement remained a challenge, with Alison confirming she concluded her term as Chair 
during the Pandemic. The Vice Chair of the Committee had also left, and a replacement has 
not been found.  The need for identification of topics to take to Committees was discussed. 

 
Fatigue of staff was prevalent within the media, however potential positive approach to staff 
wellbeing was noted. 

 
Allied Health Professionals 

 
Mr Carter confirmed revitalisation of the Committee and a revisit of Terms of Reference.  The 
diversity of the Group was outlined, with the last meeting having 9 people attending 
representing 7 different professions. 
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A driver diagram to determine priorities was undertaken prior to Covid which included areas 
such as  

 
• Collective voice around AHPs  
• Improving outcomes in Forth Valley.   
• Sense of identity 
• Contribution 
• Quality and Innovation 

 
The diagram had been revisited at a meeting in October 2020, with Wellbeing remaining a 
key area of concern. 

 
As Chair, Mr Carter had asked attendees of feedback they would like to give to the Board, 
both positive and negative.  Contributions had been focussed on positive work being 
undertaken; innovation; changes in models, policies and procedures.  AHP also identified 
need to help staff recover and harness the changes. 

 
Families being on 6-month review and work to identify purpose and identify what is important 
to them.  Challenge in identifying vulnerable families and ascertaining if service was fit for 
practice.  Focus on outcomes rather input/output. 

 
Area Pharmaceutical Committee 

 
Mrs McIntosh confirmed the last meeting was held December 2020, with bi-monthly schedule 
resumed for 2021. 

 
Comfort with technology had been a key area of focus with meetings occurring in MS Teams.  
Slides from the ACF Workshop had been shared at the last meeting along with Scott 
Mitchell’s Pharmacy Vision and Strategy. Discussion would take place on these items at the 
next meeting tomorrow night (03/02/21). 

 
Different experiences were noted in Pharmacy, with Community Pharmacy being on the front 
line.  In the first wave, reduction in hours was required due to volume of work and utilisation 
of new technology such as ‘Near Me’ was undertaken.  Changes in models had been 
required to ensure safety for staff and patients. 

 
Area of challenge included discharge information from HePMA and Trakcare.  Also, 
Pharmacy First Scotland roll out has been undertaken.   

 
A circular for a new delivery service had been received, with funding now in place to end of 
March 2021.  Challenges were being experienced around capacity. 

 
Area Medical Committee 

 
Dr King confirmed that the Committee has met once just prior to Christmas.  This had been a 
helpful session on Teams with a good turnout.  Again, focus had been on reinvigoration. 

 
GP Sub Committee 

 
Has met consistently through the Pandemic on Zoom initially and later MS Teams.   Focus of 
meetings have been PCIP; Workforce; Wellbeing.   
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7. Vaccination & Remobilisation      
 

Dr King advised this had been raised as a late addition to the agenda to provide an 
opportunity for discussion.  Concerns highlighted from the medical committees were 
noted around vaccine gaps being extended from 3-4 weeks to 12 weeks. 

 
Remobilisation – GP Practices were open in a different way, but patient contact wise, 
were busier than the same time last year.   

 
Mrs Cowan advised attendees that there had been a need to fast forward vaccination 
plans.  An update had been submitted to Cabinet Secretary/First Minister to advise of 
groups 3/4/5 being pulled forward and plans were being made for group 6.  
Submission of daily plans were required. Vigilance around vaccine availability was 
also ongoing with proactivity around how to distribute stock. Dr King highlighted 
challenge within Practices around uncertainty around whether vaccines would be 
delivered.   

 
Resistance from mass vaccination was noted with aim of avoidance people having to 
travel.  Potential consideration of a broader method of vaccination may be required 
however when approaching under 65s. 

 
Mrs Cowan highlighted the challenge for the Team to factor in second vaccine from 
Week 8 and ensure patients received the same one. 

 
Mr Carter provided positive feedback around vaccines, noting all areas worked well 
together.  Mrs Cowan confirmed she would feed this back to the Team. 

 
8. AOCB 
 

• 2021 meeting dates  
These were noted by the Committee.       

 
• Non-submission of Annual Report to Board 2020/21   

It was confirmed that due to the ACF being in abeyance, an Annual Report was not 
submitted to the NHS Board in 2020. 
 

9. Date of next meeting 
 The next meeting of the Area Clinical Forum will be held on Thursday 18 March 2021  
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