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DUMFRIES AND GALLOWAY NHS BOARD 
 
 
Minute of the meeting Dumfries and Galloway NHS Board held 
on 9 May 2011 
 
 
 
Minute Nos:  27 - 46 
 
 

 
Present 

 
Mr M Keggans Chairman 
Mr J Burns Chief Executive 
Mr R Allan Non Executive Member 
Mrs H Borland Nurse Director 
Dr A Cameron Medical Director 
Mr A Campbell Non Executive Member 
Dr D Cox Director of Public Health 
Mrs L Garbutt Non Executive Member 
Mrs P Halliday Non Executive Member 
Mr A Hannay Non Executive Member 
Professor D Hannay Non Executive Member 
Mr I Hyslop Non Executive Member 
Mr A Johnston Non Executive Member 
Mrs A Kelly Non Executive Member 
Mr C Marriott Director of Finance 
Dr J Moore Non Executive Member 
Mr T Sloan Non Executive Member 
Mr G Willacy Non Executive Member 

 

 
Apologies 

 
Mrs H Dykes Chair of Area Clinical Forum 
Mr D Lockhart Employee Director 
Mr A Walls Non Executive Member 

 

 
Attending 

 
Mr J Ace Chief Operating Officer 
Mr J Glover Head of Communications 
Mrs J Proctor Director of Planning 
Ms C Sharp Workforce Director 
Mrs J Wilson Board Administrator 
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Chairman’s Opening Remarks 
 
The Chairman welcomed everyone to the May meeting of the NHS Board extending 
a very warm welcome to Robert Allan who joined the Board on 18 April.   As part of 
his induction Robert has had an opportunity to meet with the Chairman and Chief 
Executive and also a number of the directors.  Robert’s induction will continue over 
the next few weeks and Members were invited to take the opportunity to introduce 
themselves if they had not already done so. 
 
Also joining the Board today are Robert Black and Scott Heald, two colleagues from 
National Services Scotland who are here to observe the meeting. 
 
The Chairman advised Members that they will hear today from the Nurse Director 
that both HEAT (health improvement, efficiency, access and treatment) targets for 
healthcare associated infection had been achieved and formally recorded thanks to 
all staff for their very hard work and commitment.   The achievement contributes to 
the improved care provided to our patients. 
 
The Community Health and Social Care Partnership Board, which was established in 
June 2008 in order to further develop and implement a joint vision and joint working 
for health and social care services, has continued to evolve and will now move to a 
delegated decision making board.   This is a fundamental shift which makes the 
partnership board more visible and more dynamic. 
 
The Chairman advised that he chaired a Scrutiny Committee on 27 April where 
committee discussed, amongst other things, the year end capital plan and the post 
investment appraisal for the Education Centre at Dumfries and Galloway Royal 
Infirmary.    The Chairman also attended the Council’s Social Work Services 
Committee on 28 April. 
 
The ‘Celebrating Excellence Awards’ will be held at the end of the month and the 
Chairman advised that he had recently chaired the judging panel;  there was a high 
number of good quality nominations and the results will, of course, be disclosed on 
the night. 
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27 
 
Apologies 

Apologies as noted above. 
 

28 
 
Declarations of Interest 

There were no declarations of interest. 
 

29 
 
Minute of the Meeting held on 4 April 2011 

The minute of the meeting held on 4 April 2011 was approved as an accurate 
record. 
 

30 
 
Matters Arising 

 

Development of a Dumfries and Galloway Council / NHS Joint Health and 
Wellbeing Unit 

Mr Hannay referred to a letter written by the Employee Director in respect of the 
public health post which had been approved at the Board meeting in May and 
advised he had also been approached by a number of staff regarding this. 
 
The Chairman advised that the Employee Director had written to him and Mr 
Hannay had covered the points made.   The Employee Director made reference 
to being approached by a number of people and wished to clarify his position 
that he had not supported the appointment but that he was fully aware of his 
corporate responsibility and stood by the Board’s decision. 
 
The Board 

• noted the comments made. 
 

31 
 
Improving Safety, Reducing Harm   

The Nurse Director presented the monthly report which focused on 
improvements and patient safety work in cottage hospitals.   Patient safety is 
discussed in detail at the Healthcare Governance Committee. 
 
Mr Hyslop noted the reported reduction in falls and pressure ulcers but noted 
there were no figures included. 
 
The Nurse Director advised that the issues around, for example, falls reduction, 
food, fluid and nutrition and the prevention of pressure ulcers is ongoing across 
cottage hospitals and the number of falls had reduced.   Pressure ulcer 
prevention is at the early stages in Galloway Community Hospital and has just 
started in Newton Stewart Hospital. 
 
Mrs Halliday noted the report referred to evidence elsewhere and enquired 
where this was. 
 
The Nurse Director advised that the active patient work is based on articles and 
evidence from elsewhere as part of the patient safety and quality improvement 
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work the Board is involved in across the UK and elsewhere.   The Nurse 
Director suggested that she would be happy to discuss this further outwith the 
meeting. 
 
The Chief Executive commented that measurement is key in terms of looking at 
data.   To provide assurance Members were advised that data is being gathered 
and there are quality improvement boards in every ward and cottage hospital.   
On a recent visit to Langholm the improvement board included information on 
falls which is one of their key measures in terms of their client group.   The 
quality improvement boards are showing some real and very visible 
improvements for patients, visitors and staff. 
 
The Board 

• noted the report. 
 

32 
 
Patient Experience Report 

The Nurse Director presented the monthly report which focused on 
improvement work in paediatrics, provided assurance with regard to the Scottish 
Public Service Ombudsman’s recommendations, patient and carer feedback 
and complaints data. 
 
Discussion highlighted the reduction in the number of complaints during March, 
‘Looked after Children’ noted as being more at risk than other children from 
adverse health and the sustained improvement in the number of letters being 
acknowledged within three days. 
 
The Medical Director advised that ‘Looked after Children’ included children in 
foster care, institutional care and care orders, statistics showing that, as a group 
in Scotland, these children have poor health outcomes.   This may be simple 
things such as dental health and with older children may include problems 
around psychological health or educational attainment.  If this is not addressed 
when the child is young, it may result in difficulties with job attainment or 
teenage pregnancy for example.   It is about finding their health needs and 
ensuring they are addressed, including help with educational attainment and the 
transition from adolescent to adult.   There are a range of issues and this is not 
specific to Dumfries and Galloway but Scotland as a whole. 
 
Mr Johnston suggested that although a month was too short a period to look at 
fluctuations in the number of complaints it may be interesting to undertake an 
annual comparison and also to look at figures from other Health Boards. 
 
The Chief Executive noted the discussion around data which was more complex 
than just numbers and suggested a more detailed analysis of complaints by 
issues, looking at some of the interventions and exploring if these are having an 
impact, should be taken to the Healthcare Governance Committee.    
 
The Board 

• noted the report. 
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33 
 
Prevention and Control of Infection 

The Nurse Director presented the monthly report and advised that the un-
validated data suggested that both HEAT (health improvement, efficiency, 
access and treatment) targets in reducing SABs (Staphylococcus aureus 
bacteraemia) and C. diff (Clostridium difficile) had been achieved.   The 
validated figures will not be published until the end of June or the beginning of 
July.   There have been no MRSA (Meticillin Resistant Staphylococcus aureus) 
SABs since June 2010 and the Galloway Community Hospital has had no cases 
of C. diff since November.   This achievement is due to the hard work of staff. 
 
Mrs Kelly noted the comment on prescribing practice in primary care and that of 
the five samples taken in March four patients had not received antibiotics, 
enquiring if these were included in the statistics. 
 
The Nurse Director confirmed that the figures included all patients across the 
Board, including primary and community care. 
 
The Chief Executive advised Members that achievement of the HEAT targets 
had been discussed in APF (Area Partnership Forum) and it was felt important 
to write to staff to acknowledge their performance.   That is not to say the 
service can be complacent as the next set of targets are more challenging. 
 
Mr Hyslop noted the success with MRSA but highlighted MSSA, enquiring if 
there was any additional work to bring this down to similar levels. 
 
The Nurse Director confirmed that the challenge throughout the year had been 
reducing MSSA which is still a significant challenge across Scotland.   The team 
is focusing on particular pieces of work working with colleagues from Health 
Protection Scotland and others  
 
The Board 

• noted the report. 
 

34 
 
Strategic Engagement Session Report 

The Nurse Director presented this brief report on the session held in Annan on 
13 April, detailing the number attending and the feedback received.   The next 
session is in Newton Stewart on 18 May. 
 
Mr Willacy highlighted higher attendance at this event and suggested this was 
due to a short item in the local newspaper.   A number of Members suggested 
that advertising should be considered for future sessions. 
 
Mr Hyslop enquired if any issues had been raised at this event and, if so, where 
these would be reported.   
 
The Nurse Director advised that she understood no members of the public 
raised specific issues with the Patient Services Manager.   Once the current 
programme of events is completed a paper will come to the October Board that 
sets out attendance, issues raised, lessons learned and other detail.   The 
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discussions at Board will be part of the evaluation. 
 
The Chief Executive commented that the events are doing two things, informing 
and listening.   It is not about giving lectures on what the health service is about.   
The events provide local information on services, how to use health services 
and provides the opportunity for individuals to raise specific issues with the 
Patient Services Manager for private discussion.   As a small test of change the 
next session will be advertised to see what difference arises from that. 
 
The Board  

• noted the report. 
 

35 

 

Draft Minute of the Community Health and Social Care Partnership Board held 
on 3 March 2011 

The Director of Planning presented the draft minute and highlighted the single 
item agenda looking at the work being done under the day services framework 
for older people. 
 
Mr Sloan commented that there seemed to be a perception that the decisions 
taken by this board would result in the demise of the day care centres for the 
elderly.   Mr Sloan advised that he knew this was not the case, nor the intention 
of members. 
 
The Director of Planning advised that the lead officer had been speaking with all 
the day centres, with very positive engagement sessions.   There are regular 
communications as there is a degree of anxiety about the way day centres are 
currently funded and will be funded in the future. 
 
The Board 

• noted the draft minute of the Community Health and Social Care 
Partnership Board held on 3 March 2011. 

 
36 

 
Minute of the Area Clinical Forum held on 16 March 2011 

The Board 
• noted the minute of the Area Clinical Forum held on 16 March 2011. 
 

37 

 

Draft Minute of the Community Health Partnership Committee held on 17 March 
2011 

Mr Hyslop presented the draft minute and highlighted the last item, reshaping 
unscheduled care and the agreement that NHS Dumfries and Galloway would 
be a rural test site for pre-hospital pathways. 
 
The Board 

• noted the draft minute of the Community Health Partnership Committee 
held on 17 March 2011. 

 
 

10



7 
 

38 
 
Financial Performance:  12 Months to 31 March 2011 

The Director of Finance presented this item which noted the positive 
performance for the Board at year end, recognising the hard work that had 
supported delivery.   A carry forward of £4.2m was also reported.    The CRES 
(cash releasing efficiency savings) target was just under £6.9m and this was 
achieved in year.   There were overspends of £1.242k across directorate areas 
and these had been highlighted over the year.   Issues around prescribing 
continue to be a risk along with acute services and strategic services;  these 
areas are discussed in detail at Scrutiny Committee.   In summary the year end 
position is positive but there are significant challenges moving forward in to the 
year ahead. 
 
Mr Campbell commented that this was an excellent year’s work and enquired 
where the big financial challenges were for the year ahead. 
 
The Director of Finance highlighted two key risks, prescribing and the delivery of 
efficient high quality services while CRES has to be delivered. 
 
Mr Willacy enquired what savings were expected in the coming year and how 
the Board could continue to deliver savings year on year. 
 
The Director of Finance advised that there were plans in place to deliver £7.8m 
CRES in 2011 / 2012 against a target of £7.5m.   Each scheme has been 
identified as have the inherent risks.   Detailed papers will be taken through 
Scrutiny Committee and reported to Board. 
 
The Chief Operating Officer commented that the service continues to change 
and that is discussed in terms of cost pressures.   That change can bring 
significant cost reduction opportunities;  for example, twelve years ago the 
Board’s day case rate was 60%, it is now 83% and that has brought significant 
savings.   It is possible in this constantly dynamic changing system to seize 
opportunities.   The NHS has been slow in identifying where cash is being 
released and in times of plenty the service re-invested.   The Board now has to 
be much more formal in taking that money out.   The Chief Operating Officer 
advised that he was feeling as confident as he was challenged regarding 
savings.   The improvement around SABs, for example, had achieved massive 
savings.   It is important to get the right balance, this is hugely challenging but 
there are opportunities.   If the focus remains on quality and efficiency the Board 
can deliver year after year. 
 
The Board 

• noted the report. 
 

39 
 
2010 / 2011 Capital Plan Update 

The Director of Finance presented this item which covered three areas;  the 
year end position, slippage agreed with SGHD and the capital plan moving into 
2011/12.    
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The Board noted 
• the draft outturn capital expenditure position for 2010 / 2011; 
• the slippage agreed with the Scottish Government Health Directorate;  

and 
• the revised opening position for 2011 / 2012. 
 

40 
 
Performance Report 

The Chief Operating Officer presented this report advising Members that it had 
been a busy year in terms of acute activity.   The first internal review on winter 
has taken place as the service starts planning for next winter.   Lengths of stay 
have been at a low level with the resulting decline in bed days continuing year 
on year.   That allowed the system to cope with the high level of admissions 
over a number of weeks when the severe weather continued.   The flow of 
patients remained constant, steady and appropriate, with credit due to the 
clinical teams, social services and the STAR (Short Term Augmented 
Response) team.    
 
The service achieved an almost clean suite of waiting times targets.   There was 
a period of sickness at the end of March for one of the specialist surgeons;  
technically these six patients could have been disqualified but this is not a 
preferred route for the Board.   There has been a very good performance across 
the system, particularly in outpatients and diagnostics. 
 
In terms of efficiency, day case rates have achieved the highest rate recorded 
and this is a result of structured bookings to minimise waits and work to ensure 
those patients who are suitable for day surgery are appropriately streamed.   
Also streaming patients for 23-hour surgery;  that is those who require to be 
monitored overnight but can be discharged early the next morning. 
 
Dumfries and Galloway benchmarks extremely highly in Scotland for day case 
rates and this is particularly remarkable given that this is a rural Board with a 
dispersed population.   There is also work ongoing to reduce the pre-operative 
stay minimising the number of patients who come in to hospital the night before 
surgery.   The patient experience can be improved by not having a night in a 
busy general ward where this is clinically appropriate. 
 
Discussion included the necessity to cancel a small number of admissions and 
the Chief Operating Officer confirmed that these decisions were taken in 
discussion with the patients concerned.    
 
Return appointments in Ophthalmology was also highlighted due to staffing 
changes and the Chief Operating Officer advised Members that the capacity 
work was sound and once the staffing structure was in place the situation would 
be resolved. 
 
The Chief Operating Officer was asked to inform Board of the reasons for 
elective operations being cancelled.   The Chief Operating Officer advised that 
the bulk of cancellations are medical, that is patients being admitted for elective 
surgery and being found not to be fit for surgery due to other conditions.   
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During December and January, when the service was experiencing H1N1, ITU 
(Intensive Therapy Unit) and HDU (High Dependency Unit) were operating at 
their expanded level ventilating ten patients.   That removes HDU from post-
operative use.   This is not a significant factor in cancellations and Members 
may find it useful to have a month by month reason for cancellations so they 
can be reassured that this is not a fundamental problem.   One of the changes 
for the future Dumfries and Galloway Royal Infirmary is to bring together the 
three discrete units (ITU, HDU and the Medical High Dependency Unit) in to a 
single critical care area allowing the service to better manage surges in activity 
without the impact on elective activity and supporting staff flexibility. 
 
The Board 

• noted the report. 
 

41 
 
Review of HEAT Targets for 2010 / 2011 

The Chief Operating Officer presented this paper which will form the basis of the 
Board’s accountability review later in the year when the Cabinet Secretary will 
assess the Board’s performance as a system.   The Chief Operating Officer 
highlighted the four fields. 
 
Health improvement has presented some significant challenges in the past and 
the teams have done an enormous amount of work in a very short space of 
time, resulting in positive results.   The breastfeeding target has not been 
achieved, in common with the rest of Scotland, and the Board will need to 
explain its processes and where it goes from here.   Although breastfeeding is 
being dropped as a target Dumfries and Galloway has a strong commitment to 
increase breastfeeding rates as the impact on the health of the mother and child 
is well known. 
 
The Director of Public Health advised Members that the introduction of the 
Breastfeeding Peer Support Programme appears to be showing a step change 
in the breastfeeding rate. 
 
The Chief Operating Officer advised of a good broad performance on efficiency 
indicators and highlighted carbon emissions and energy consumption where 
there has been a significant change, the biomass boiler having delivered 
considerable savings.   The e-KSF target has also been achieved. 
 
Access targets have been highlighted through the performance report and the 
March figures show Dumfries and Galloway as the best performing Board in 
Scotland in respect of cancer waits.   This has resulted from good redesign and 
commitment from the clinical teams.   In terms of the eighteen week target, 
performance is broadly where it was expected to be and there is one further 
technological step to be taken. 
 
The Chief Operating Officer highlighted three Treatment targets;  T6 
(admissions for long term conditions) target has not been achieved and this is 
being explored to understand the reasons why.   The 5% reduction in bed days 
has been achieved.   The service is within a fraction of achieving the 5% 
reduction required for the T10 (accident and emergency attendances) target.  
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The T11 (infection control) target has been achieved and this has been the most 
outstanding performance of all the HEAT targets with a very measurable impact 
on people’s lives. 
 
Dumfries and Galloway has always been a high performing Health Board and in 
terms of the HEAT targets staff should take a lot of pride in our services and the 
work going on. 
 
The Chairman commended the very strong performance. 
 
Mr Johnston asked a general question regarding the health improvement 
targets in terms of their efficacy. 
 
The Director of Public Health commented that with some targets the benefits 
were largely qualitative and somewhat anecdotal but can be very significant.   
Alcohol brief interventions are based on research so by following the research 
protocols there should be benefit. 
 
The Chief Operating Officer commented that some indicators had very direct 
impacts, for example smoking quits can demonstrate a correlation amongst that 
population in reduced myocardial infarctions. 
 
The waiting time for referral to treatment for CAMHS (child and adolescent 
mental health services) was highlighted and the Chief Operating Officer advised 
that this was the first time there had been a waiting time target as it was 
previously considered too difficult to measure.   There is a complexity in that the 
target is not referral to first appointment but referral to second appointment.  
This is a different pathway that has overwhelmed the counting systems.   The 
target will reduce to eighteen weeks for coming years and may reduce further. 
 
Mrs Halliday congratulated the teams for the improvement in referral to 
assessment and referral to treatment times for those suffering from drug 
misuse. 
 
The Chief Operating Officer was asked if there was theatre capacity to manage 
colorectal screening and advised that there was higher than anticipated 
referrals.   As expected screening is finding conditions earlier but ultimately will 
not increase the colorectal workload.   Additional theatre sessions have been 
identified to manage this increase. 
 
The Board 

• noted the report. 
 

42 
 
Telepresence Implementation 

The Medical Director presented this paper seeking Board support of the 
purchase of a bespoke Portakabin to house new Telepresence equipment 
allowing staff and patients to communicate more effectively with consultant led 
oncology doctors based in Edinburgh.   
 
Following discussion and clarity on the use of Endowment Funds, Members 
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supported the paper. 
 
The Board 

• approved the purchase of a bespoke Portakabin to house new 
Telepresence equipment. 

 
43 

 
Board Briefing 

The Chief Executive presented the Board Briefing and highlighted:- 
• the Effective Practitioner Launch on 7 June; 
• the introduction of two electric vehicles now available in the car pool, 

working with the Council’s Fleet Management Services Team; and 
• the FAST campaign launch. 

 
The Board 

• noted the Briefing. 
 

44 
 
Any Other Competent Business 

There was no other competent business. 
 

45 
 
Date of Next Meeting 

The next formal meeting of the NHS Board will be held on Monday 6 June 2011.  
 

46 
 
Note of the Workshop held on 4 April 2011 

The Board  
• noted the note of the workshop held on 4 April 2011. 
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DUMFRIES and GALLOWAY NHS BOARD 
 
 
6 June 2011 
 
 
 
INVOLVING PEOPLE, IMPROVING QUALITY 
 
Improving safety, reducing harm: Never Events    
    
 
Author:                               
Maureen Stevenson 
Patient Safety & improvement Manager 
 
Michael Pratt 
Lead Pharmacist 
 

Sponsoring Director:  
Hazel Borland 
Nurse Director 

Date:  19 May  2011  
 
RECOMMENDATION 
 
The Board is asked to note this paper which outlines our approach to review policies 
and practice against Never Events. 
 
 
SUMMARY 
 
This paper provides a review of Never Events Framework published by the 
Department of Health in England in February 2011. 

Never Events are serious, largely preventable patient safety incidents that should not 
occur if the available preventative measures have been implemented. 

The Never Events Framework contains a list of 25 ‘never events’ (Appendix 1) and 
was designed to provide further impetus to improving patient safety through greater 
transparency and accountability when serious patient safety incidents occur.  

This paper provides an assurance that systems and process to reduce the likelihood 
of such events occurring have been reviewed and that preventative measures have 
or are being put in place. Healthcare Governance Committee has reviewed a more 
detailed paper when it met in May. 

It also provides assurance with regard to our processes for addressing serious 
medication incidents and demonstrates how reporting and learning systems can act 
as a lever to direct improvements in patient safety. 

 

     Agenda Item  56 
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GLOSSARY OF TERMS 
 
Air embolism 
HCGC 
HLA  
ICP 
Opioid-naïve patient 
 
MGPS 
MHRA 
NPSA 
WHO 

 
 
An air bubble trapped in a blood vessel 
Healthcare Governance Committee 
Human Leukocyte Antigen 
Integrated Care Pathway 
Patient who is not chronically receiving opioid analgesics 
on a daily basis 
Medical Gas Pipeline Systems 
Medicines and Healthcare products Regulatory Agency 
National Patient Safety Agency 
World Health Organisation 
 

 
 
1. Introduction 
A policy on Never Events was introduced in the NHS in England from April 2009 and 
revised in 2010 and 2011. There is currently no such policy in NHS Scotland. The 
policy is designed to promote transparency and accountability when serious patient 
safety incidents occur.  
 
To be a “never event”, an incident must fulfill the following criteria;  
 The incident has clear potential for or has caused severe harm/death; 
 There is evidence of occurrence in the past (i.e. it is a known source of risk); 
 There is existing national guidance and/or national safety recommendations 

on how the event can be prevented and support for implementation; 
 The event is largely preventable if appropriate guidance from regulatory 

bodies (e.g.NPSA, MHRA) is implemented; 
 Occurrence can be easily defined, identified and continually measured.  
 
Their occurrence is an indication that an organisation may have not put in place the 
right systems and processes to prevent the incidents from happening and thereby 
prevent harmful outcomes or that people haven’t followed the correct process. It can 
also be considered as an indicator of how safe the organisation is and the patient 
safety culture within that setting. 
 
2.  Review of local policies and procedures to prevent ‘never events’ 
A review of local policy, procedures and practice was undertaken by the Medical 
Director, Acute Services; Chief Pharmacist, Associate Nurse Director and Patient 
Safety and Improvement Manager.  The table in Appendix 1 provides details of 
‘never events’ as detailed by the Department of Health in England. 
 
The Healthcare Governance Committee has received a detailed report on ‘Never 
Events’ in May 2011 and has considered details of the review and actions to be 
taken. 
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3. Serious medication incidents 
14 medium to high severity medication incidents were reported from April 2010 to 
March 2011. All were subject to investigation by the clinical team who put in place 
immediate actions to reduce the risk of harm to patients. 
 
In addition, all incidents have been reviewed by the Chief Pharmacist to identify 
themes or issues requiring an organisational response. 
 
Although reported as medication incidents a number of those reported would be 
classed as incidents which could not have been prevented or predicted. All of these 
incidents were subject to rigorous clinical review. 
 
Organisational or system issues derived from these incidents fall into three 
categories: 

• Dispensing Errors from Community Pharmacies 
• Prescribing knowledge and competence of junior medical staff 
• Errors arising from incomplete medicines reconciliation 

 
All of these topics have an educational programme and discreet improvement work 
designed to address the issues identified. Medicines reconciliation is also addressed 
through the patient safety programme which is now an integral component of 
admission and discharge process within DGRI. 
 
4.  Conclusion 
NHS Dumfries & Galloway has reviewed the never events framework and can be 
assured that our existing incident management systems are detecting, investigating 
and acting appropriately to reduce the likelihood and impact of a ‘never event’. 
 
An annual review of ‘never events’ will be undertaken and will include a review of all 
underpinning guidance with assurance provided to Healthcare Governance 
Committee. 
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Never Events Framework  (Department of Health in England)                Appendix 1 
 
Never Event Detail 
1. Wrong site surgery  A surgical intervention performed on the wrong site (for example wrong knee, wrong 

eye, wrong patient, wrong limb, or wrong organ)  

2. Wrong implant/prosthesis  Surgical placement of the wrong implant or prosthesis where the implant/prosthesis 
placed in the patient is other than that specified in the operating plan  

3. Retained foreign object post-operation  Unintended retention of a foreign object in a patient after surgical intervention, 
including interventional radiology, cardiology and vaginal birth.  

4. Wrongly prepared high-risk injectable medication  Death or severe harm as a result of a wrongly prepared high-risk injectable 
medication.  

5. Maladministration of potassium-containing solutions  Death or severe harm as a result of maladministration of a potassium-containing 
solution. 

6. Wrong route administration of chemotherapy  Intravenous or other chemotherapy (for example, vincristine) that is correctly 
prescribed but administered via the wrong route (usually into the intrathecal space). 

7. Wrong route administration of oral/enteral treatment  Death or severe harm as a result of oral/enteral medication, feed or flush 
administered by any parenteral route. 
 

8. Intravenous administration of epidural medication  Death or severe harm as a result of intravenous administration of epidural 
medication.  

9. Maladministration of Insulin  Death or severe harm as a result of maladministration of insulin by a health 
professional.  

10. Overdose of midazolam during conscious sedation  Death or severe harm as a result of overdose of midazolam injection following use of 
high strength midazolam (5mg/ml or 2mg/ml) for conscious sedation.  
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Never Event Detail 
11. Opioid overdose of an opioid-naïve patient  Death or severe harm as a result of an overdose of an opioid given to a patient who 

was opioid naïve.  

12. Inappropriate administration of daily oral methotrexate  Prescription, supply or administration of daily oral methotrexate to a patient for non-
cancer treatment including supply to the patient with the instruction to take daily.  

13. Suicide using non-collapsible rails  Death or severe harm to a mental health inpatient as a result of a suicide attempt 
using non-collapsible curtain or shower rails.  

14. Escape of a transferred prisoner  A patient who is a transferred prisoner escaping from medium or high secure mental 
health services where they have been placed for treatment  

15. Falls from unrestricted windows  Death or severe harm as a result of a patient falling from an unrestricted window.  

16. Entrapment in bedrails  Death or severe harm as a result of entrapment of an adult in bedrails that do not 
comply with Medicines and Healthcare products Regulatory Agency (MHRA) 
dimensional guidance.  

17. Transfusion of ABO-incompatible blood components  Death or severe harm as a result of the inadvertent transfusion of ABO-incompatible 
blood components.  

18. Transplantation of ABO or HLA-incompatible organs  Death or severe harm as a result of inadvertent HLA (Human Leukocyte Antigen) or 
ABO antibody-incompatible solid organ transplantation, where the antibodies are of 
clinical significance.  
 

19. Misplaced naso- or oro-gastric tubes  Death or severe harm as a result of a naso- or oro-gastric tube being misplaced in 
the respiratory tract.  

20. Wrong gas administered  Death or severe harm as a result of the administration of the wrong gas, or failure to 
administer any gas, through a line designated for Medical Gas Pipeline Systems 
(MGPS) or through a line connected directly to a portable gas cylinder. 
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Never Event Detail 
21. Failure to monitor and respond to oxygen saturation  Death or severe harm as a result of failure to monitor or respond to oxygen saturation 

levels in a patient undergoing general or regional anaesthesia, or conscious sedation 
for a healthcare procedure (e.g. endoscopy).  

22. Air embolism  Death or severe harm as a result of intravascular air embolism introduced during 
intravascular infusion/bolus administration or through a haemodialysis circuit.  

23. Misidentification of patients  Death or severe harm as a result of administration of the wrong treatment following 
inpatient misidentification due to a failure to use standard wristband (or identity band) 
identification processes.  

24. Severe scalding of patients  Death or severe harm as a result of a patient being scalded by water used for 
washing/bathing.  

25. Maternal death due to post partum haemorrhage after 
elective caesarean section  

In-hospital death of a mother as a result of haemorrhage following elective caesarean 
section.  
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MONITORING FORM 
 

Policy / Strategy Implications Delivering SGHD SPSP 
Staffing Implications Encouraging staff across NHS Dumfries and 

Galloway to take forward learning from patient 
safety activities. 

Financial Implications None at this time 
 

Consultation No consultation 
 

Consultation with Professional 
Committees 

Patient safety discussed at Area Clinical Forum 
 

Risk Assessment Patient safety and risk management are connected 
activities. Improving patient safety reduces the risk 
to patients, staff and the organisation. 
 

Best Value Commitment and leadership 
Sound governance at strategic and operational 
level 
Contribution to sustainable development 
 

Compliance with Corporate 
Objectives 

Corporate Objective 2 
 

Impact Assessment 
 
No Equality Impact Assessment required. 
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DUMFRIES and GALLOWAY NHS BOARD 
 
 
6 June 2011 
 
INVOLVING PEOPLE, IMPROVING QUALITY 
 
Patient Experience Report 
 
Author:                               
Sally Holmes 
Patient Services Manager                    
 

Sponsoring Director:  
Hazel Borland 
Nurse Director 

Date:   18 May 2011  
 
 
RECOMMENDATION 
 
The Board is asked to consider this Patient Experience report.  
 
 
SUMMARY 
The paper provides Board with information on: 
 Recent improvement work undertaken in Accident and Emergency 

Department 
 Examples of simple complaint learning outcomes 
 Patient and carer feedback 
 Complaints data at Appendix 1 

 
The Healthcare Governance Committee receives a detailed paper on our patient 
experience improvement work at each meeting. 
 
 
GLOSSARY OF TERMS 
 
AHP (Allied Health Professional) 
CHP (Community Health Partnership) 
DGRI (Dumfries and Galloway Royal Infirmary) 
FFNC (Food, Fluid and Nutritional Care) 
GCH (Galloway Community Hospital) 
HEAT (Health Improvement; Efficiency; Access; Treatment) 
ISD (Information Services Division) 
MEWS (Modified Early Warning Score) 
NES (NHS Education for Scotland) 
OOH (Out of Hours) 
PPF (Public Partnership Forum) 
SBAR (Situation Background Assessment Recommendation) 
SCN (Senior Charge Nurse) 
SPSO (Scottish Public Services Ombudsman) 

Agenda Item  57 
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1.  ACCIDENT AND EMERGENCY DEPARTMENT: RECENT IMPROVEMENTS 
The Emergency Department of Dumfries and Galloway Royal Infirmary attends to 
approximately 40,000 new patients each year. The Galloway Community Hospital 
sees a further 14,000 cases. The Unscheduled Care Collaborative identified key 
quality targets and suggested new ways of working which help achieve them. A 
number of hospital wide measures were identified which need to be addressed in 
order to develop a safe and efficient emergency service. 

1. The availability of Senior Decision makers early in the patient journey. 
2. The development of streaming within the Emergency department. 
3. Access to diagnostics 
4. The direct admission of Medical and Surgical patients who have been 

seen by their GP. 
5. Proactive bed management. 

1.2 The availability of Senior Decision makers early in the patient journey 
NHS Dumfries and Galloway have invested in the emergency service with the 
appointment of two Consultants in Emergency Medicine. Making a total of four 
consultants this makes 24 hour cover a viable option. In parallel with this, 
‘Unscheduled care Practitioner’ posts have been developed in collaboration with the 
Out of Hours GP service. With these two measures in place the department can be 
supervised by a trained doctor at all times. 
 
1.3 The development of streaming within the Emergency Department 
Following a recent refurbishment, the Emergency Department environment has been 
significantly improved. This also allowed an area to be developed to allow streaming 
of patients according to their reason for attending. In this way, patients with minor 
injuries such as wounds and wrist fractures can be looked after in a separate area 
from patients with more serious problems such as strokes and heart attacks. This 
allows more minor problems to be dealt with quickly and also frees up staff time such 
that they can concentrate on more complex cases. This system of working is 
targeted to times of peak demand. 
 
1.4 Access to diagnostics 
A dedicated Emergency Department X-ray facility was developed at the cost of 
£150,000. This allows patients to be x-rayed without leaving the clinical environment 
as well as significantly improving the efficient working of the Emergency Department. 
In order to ensure most effective use of this facility it is now planned to site the 
vascular ultrasound laboratory in this room within A&E which will prevent the use of 
this room as initially envisaged. 
 
1.5 The direct admission of Medical patients who have been seen by their GP 
A&E staff have worked closely with the medical consultant team in the development 
of a medical admission ward. Direct admission to an assessment area within this 
ward has been recently piloted. This means that between the hours of 9am to 5pm 
patients are now transferred directly to this area by the ambulance service. In this 
way patients are seen more promptly by the team of doctors and nurses who are the 
most appropriate to look after them. By removing steps in the patient journey which 
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do not add value, nursing time in A&E is released improving the safety and efficiency 
of the emergency department. It may be beneficial to consider a similar way of 
working for surgical patients as this remains an area where there is evidence of poor 
patient experience. 
 
1.6 Proactive bed management 
DGRI has previously invested in a team of ‘capacity managers’. The role of this team 
is to organise the admission and discharge of patients within DGRI. Proactive 
discharge planning has been shown to reduce length of stay and improve outcomes 
for patients. 
 
1.7 Other small improvements 
The Emergency Department is working hard towards changes which deliver a safe 
and efficient emergency service in order to further enhance patient experience. 
Feedback from patients often falls into one of three categories; staff attitudes and 
communication, poor nursing care and medical errors.  
 
The department is participating in the development of a national workforce planning 
tool for the nursing team. This will involve analysing the workload and activity 
undertaken by nursing staff and will enable an examination of activity and workforce 
needs that has not previously been available. 
 
Efforts have also been focussed on efficiency in order to release nursing staff time to 
care for patients. Simple improvements have been made also helping staff to work 
more efficiently.  Examples of this include: 

• Redesign and refit of the stock area - if staff spend less time restocking 
shelves they have more time to spend with patients  

• The introduction of call handing software - audit shows that the equivalent of a 
whole time nurse's time is spent answering the phone. Often these calls are 
best handled by other members of staff.  

• Improvements in the lay out and environment in the Emergency Department. 

Focussing on the measures described above the Accident and Emergency team aim 
to release nursing and medical time to care for patients, make progress in these 
important areas and thus improve the patient experience. 
 
 
2.  LEARNING OUTCOMES FROM COMPLAINTS 
For each complaint, lead staff are asked to provide detail to Patient Services of how 
they intend to reduce the likelihood of the same issue occurring again.  Some simple 
examples of learning reported following recent complaints are given below: 
 

Complaint Action 
Doctor failed to 
introduce himself, did 
not have ID 
displayed. 

All staff are expected to adhere to our Respect Policy.  
Letter has been brought to the attention of the member of 
staff involved and to all other Emergency Department staff.  
The requirement to wear ID badges in a visible place has 
been re-enforced with all staff. 
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Length of wait and 
conditions in ward 
while waiting for 
infusion treatment 

Currently in the process of identifying a suitable location that 
is dedicated solely for the purpose of infusion treatment for 
rheumatology patients. This complaint has also been 
discussed with the Ward 10 team who have been reminded 
of the importance of communicating the reason for any 
treatment delays with our patients, as well as providing 
regular updates.  They have also been reminded of the 
appropriate pathways for dealing with complaints. 
 

Attitude of staff in 
ward during 
admission for 
termination of 
pregnancy 

The Senior Charge Nurse from Ward 4 has arranged for her 
staff to attend education sessions in relation to Sexual 
Health, where similar issues to those raised in this complaint 
will be discussed. 
 

Attitude of staff 
member in relation to 
incontinence 

Staff reminded of the requirement to work within the 
Respect Policy and to employ and encourage effective 
methods of communication with patients, especially those 
who are confused, to check their understanding of 
situations, treatments and interventions.  Where possible,  
check with the relatives of confused patient to confirm their 
understanding and document their perception of the care 
delivered. 
 

Issues in relation to 
basic patient care  

Discussion with staff regarding the need for clearer 
communication with patients and, if appropriate, to relatives, 
to give assurance that staff are caring for patients personal 
hygiene. Senior Charge Nurse has raised these concerns 
with her colleagues at staff meetings. 
 

Length of time 
awaiting maxillofacial 
appointment  
 

Treatment could not be started until psychiatric report was 
available to confirm next step in patient's care.  Staff 
reminded of the importance of effective communication with 
patients in order that they understand any delays in their 
treatment. 
 

 
3. SCOTTISH PUBLIC SERVICES OMBUDSMAN COMMENTARY 
There has not been a further commentary published since the May Board report was 
produced. 
 
 
4. PATIENT FEEDBACK 
4.1 Compliments received by Patient Services in April 2011 include: 
 
“ I am writing to compliment Miss Ashkanani and her team for the treatment my 
husband received before and after having …. surgery.  Ward 5 staff were great and 
he is now recovering well … well done NHS for providing a great service”. 
 
“I am writing to express my appreciation of the care and courtesy afforded to me 
(Ward 10, DGRI)” 
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“I would like to express my thanks and appreciation to all in various departments for 
the help and encouragement they gave me.  I was mainly in ward 7 but everyone 
was very helpful in the hospital”. 
 
“I would like to convey my thanks to Dr Tait for the delicate operation of giving me a 
pacemaker and to his team.  I would also like to thank the nurses and staff who 
kindly attended me in my short stay”. 
 
“I am writing this letter in appreciation of the treatment I have received over the last 
…. From the community hospital in Stranraer and Dumfries Infirmary….. I would like 
to thank Dr Garret and team, district nurses for their excellent attention and Mr 
Salanki and his operating team for a job well done.  Post operative I was in ward 3 … 
the nursing and ancillary staff there were excellent”. 
 
“I am writing to inform you of the excellent care that I received at Dumfries and 
Galloway Royal Infirmary.  I was admitted to ward 7.  From arriving at A & E I found 
all staff pleasant, courteous, caring and able to calm and reassure me.  The medical 
care and communication which I received from nursing  staff and Dr Bannarje and 
his team was both reassuring and excellent”. 
 
Five compliments were also received by Thomas Hope Hospital. 
 
4.2 Examples of Patient Feedback received in April 2011 from Releasing Time 
to Care Questionnaires  
Ward 5 : 
 I have always stated and always will that care at this hospital is second to 

none and I have been in some places believe me! 
 My stay made me feel comfortable and very reassured at all times. Nurse 

were lovely 
 Everyone makes an effort to help 
 Shown great care and attention 
 Food excellent 
 Staff brilliant 
 Very good 

 
Ward 18: 
 The staff were extremely helpful and courteous 
 The staff were very caring 
 

Kirkcudbright Hospital: 
 Very friendly-staff and hospital care first class 
 Well looked after, staff excellent 
 Couldn't wish for better care and attention 
 Happy with everything 

 
Moffat Hospital: 
 It could not be better 
 I commend the retention of Moffat Cottage Hosp  
 Food well prepared 
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5. REPORTS TO THE PROCURATOR FISCAL 
 
There have been no complaints reported to the Procurator Fiscal in April 2011. 
 
6. SCOTTISH PUBLIC SERVICES OMBUDSMAN 
 
We are currently in correspondence with the Scottish Public Services Ombudsman 
with regard to two complaints.  We have provided the Ombudsman with copies of 
patient notes and complaints correspondence.   
 
7. CONCLUSION 
 
Listening to patients and using their feedback in order to improve practice and the 
services we deliver is important. This report describes for Board some examples of 
how this is being taken forward at the point of care. 
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Formal Complaints Data       Appendix 1 
 
1.1   March Complaints – update 
 
 March 2011 
Complaints received 16 
Complaints acknowledged in 3 working days 16 (100%) 
Complaints completed in 20 working days  9 (56%)  
Complaints not completed in 20 working days 6 (38%) 
Complaints still ongoing 1 (6%) 
Complaints withdrawn 2 (13%) 
Upheld 5 (31%) 
Upheld in Part 4 (25%) 
Not Upheld 4 (25%) 
 
1.1   April Complaints – to date 
 
 April 2011 
Complaints received 13 
Complaints acknowledged in 3 working days 13 (100%) 
Complaints completed in 20 working days  5 (38%)  
Complaints not completed in 20 working days 2 (15%) 
Complaints still ongoing 6 (46%) 
Complaints withdrawn 0 
Upheld 1 (8%) 
Upheld in Part 1 (8%) 
Not Upheld 5 (38%) 
 
1.3  Compliance with national Timescales 
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Responded in 20 working days
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1.4 Number of Complaint Issues raised by Subject: Nov 2010 - April 2011: 

Complaint Issues by Subject (Top 8)

0
2
4
6
8

10
12
14
16
18

Cl
in

ic
al

Tr
ea

tm
en

t

St
af

f
co

m
m

un
ic

at
io

n
(o

ra
l)

St
af

f a
tti

tu
de

an
d 

be
ha

vi
ou

r

St
af

f
co

m
m

un
ic

at
io

n
(w

rit
te

n)

Pr
em

is
es

W
ai

tin
g 

tim
e 

fo
r

da
te

 fo
r

ap
po

in
tm

en
t

Pe
rs

on
al

re
co

rd
s

De
la

y 
in

ou
tp

at
ie

nt
 a

nd
ot

he
r c

lin
ic

s

Nov
Dec
Jan
Feb
Mar
Apr

 
NB:  Figures based on closed complaints to date  
 
1.5 Number of Complaint Issues raised by Location: Nov 2010 - April 2011 
 

Complaint Issues by Location (top 11)
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NB:  Figures based on closed complaints to date  
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1.6 Acute Services Management Team issues by Location: Nov 2010 – April 
2011 
 
“Acute Services management” refers to complaints specific to care and or treatment 
received from a doctor/department.  The Acute Services Management Team are 
responsible for actioning any learning and improvements in relation to the issues 
raised. 
 

Acute Services Management Team (Top 8)
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NB:  Figures based on closed complaints to date  
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MONITORING FORM 

 
Policy / Strategy Implications Complaints Policy. 

 
Staffing Implications Ensuring staff learn from complaints in relation to 

issues raised. 
 

Financial Implications None 
 

Consultation None 
 

Consultation with Professional 
Committees 

None 
 

Risk Assessment Actions from complaints followed through and 
reported to General Manages and Clinical Nurse 
Managers who have a responsibility to take 
account of any associated risk.  
 

Best Value Commitment and leadership 
Accountability 
Responsiveness and consultation 
Joint Working  

Compliance with Corporate 
Objectives 

To promote and embed continuous improvement by 
connecting a range of quality and safety activities to 
deliver the highest quality of service across NHS 
Dumfries and Galloway 
 

Impact Assessment 
 
Not undertaken as learning from patient feedback applies to all users. 
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DUMFRIES AND GALLOWAY NHS BOARD 
 
 
6 June 2011 
        
 
 
INVOLVING PEOPLE, IMPROVING QUALITY 

Healthcare Associated Infection Report 
 
 

Author: 
Elaine Ross     

 Sponsoring Director 
Hazel Borland 
Nurse Director Infection Control Manager 

 
Date:   17 May 2011     
 
 
RECOMMENDATION 
 
The Board is asked to consider this healthcare associated infection report. 
 
 
SUMMARY  
 
This report provides information and data to Board on: 

• Clostridium difficile infections 
• Staphylococcus aureus bacteraemias (SAB) 
• Hand Hygiene 
• Cleanliness  
• Outbreaks 

 
This important topic was discussed in detail at the Healthcare Governance 
Committee at the meeting in May.. 
 
Key messages to highlight:  
• Both HAI related HEAT targets for NHS Dumfries & Galloway for 2010/11 have 

been met and progress against the new HEAT target for SAB for 2011/12 is 
excellent to date. 

• There have been no cases of  MRSA SAB since June 2010. 
• There were three SAB cases in April 
• There were 12 CDifficile cases in April 
 
 
 
 
 
 
 

Agenda Item 58 
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GLOSSARY 
Clostridium difficile Infection (CDI) 
Staphylococcus aureus bacteraemia (SAB) 
Meticillin Sensitive Staphylococcus Aureus (MSSA) 
Meticillin Resistant Staphylococcus Aureus (MRSA) 
Root Cause Analysis (RCA) 
Peripheral Vascular Cannula (PVC) 
Health Protection Scotland (HPS)  
Scottish Government Health Department (SGHD)  
Surgical Site Infection (SSI) 
Health Efficiency Action Target (HEAT) 
Scottish Patient Safety Programme (SPSP) 
Infection Control Team (ICT) 
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DUMFRIES and GALLOWAY NHS BOARD 
 
 
6 June 2011  
 
 
INVOLVING PEOPLE, IMPROVING QUALITY 
 
Healthcare Associated Infection Report 
 
 
Author:                               
Elaine Ross 
Infection Control Manager 
 

Sponsoring Director:  
Hazel Borland  
Nurse Director 

Date:   17 May 2011  
 

Section 1 – Board Wide Issues 
 
This section of the HAIRT covers Board wide infection prevention and control activity and 
actions.  For reports on individual hospitals, please refer to the ‘Healthcare Associated Infection 
Report Cards’ in Section 2. 
A report card summarising Board wide statistics can be found at the end of Section 1. 
 
Key Healthcare Associated Infection Headlines for April 2011 
 
• There were 3 SABs during April. All were MSSA. 
• There have been no cases of MRSA SAB since June 2010. 
• There 12 cases of CDI during April which may be a seasonal variation but no factors have been 

identified to link any cases or change in practice. 
 
Staphylococcus aureus (including MRSA) 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Staphylococcus aureus is an organism which is responsible for a large number of healthcare 
associated infections, although it can also cause infections in people who have not had any recent 
contact with the healthcare system.  The most common form of this is Meticillin Sensitive 
Staphylococcus Aureus (MSSA), but the more well known is MRSA (Meticillin Resistant 
Staphylococcus Aureus), which is a specific type of the organism which is resistant to certain 
antibiotics and is therefore more difficult to treat.  More information on these organisms can be found 
at: 

Staphylococcus aureus : http://www.nhs24.com/content/default.asp?page=s5_4&articleID=346 

MRSA: http://www.nhs24.com/content/default.asp?page=s5_4&articleID=252 

NHS Boards carry out surveillance of Staphylococcus aureus blood stream infections, known as 
bacteraemias.  These are a serious form of infection and there is a national target to reduce them.  
The number of patients with MSSA and MRSA bacteraemias for the Board can be found at the end of 
section 1 and for each hospital in section 2.  Information on the national surveillance programme for 
Staphylococcus aureus bacteraemias can be found at: 
http://www.hps.scot.nhs.uk/haiic/sshaip/publicationsdetail.aspx?id=30248 
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NHS Dumfries and Galloway Staphylococcus Aureus Bacteraemia (SAB) Performance Chart 
The graph below illustrates the SAB figures as a rate per 1000 Acute Occupied Bed Days (AOBDs) 
This is a change to previous reporting where the HEAT target was set as a number of cases. The 
expression of the target as a rate is intended to be more representative especially where numbers 
are small and potentially allows for comparison between Boards. 
 
Staphylococcus Aureus Bacteraemia (SAB) cases per 1000 AOBDs  2010-11 
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There were 3 SABs in April  

• 1 Surgical Site Infection 
• 1 Contaminated sample 
• 1 still to be validated  

 
The horizontal line indicates the HEAT target trajectory as a rate. If this rate is maintained then NHS 
Dumfries and Galloway is making excellent progress against the rate of  0.26 cases per 1000 
AOBDs  to be achieved by  2013. However, there is no room for compliancy as each infection can 
have potentially devastating consequences  for our patients. 
 
The adoption of a ‘best in class’ approach by SGHD means that whilst this is our current HEAT 
target if other Boards achieve even lower rates then the HEAT target may be stretched to 
encourage greater reductions in infection.  
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Clostridium difficile 
 
Clostridium difficile is an organism which is responsible for a large number of healthcare 
associated infections, although it can also cause infections in people who have not had any 
recent contact with the healthcare system.  More information can be found at: 
http://www.nhs.uk/conditions/Clostridium-difficile/Pages/Introduction.aspx 
NHS Boards carry out surveillance of Clostridium difficile infections (CDI), and there is a 
national target to reduce these.  The number of patients with CDI for the Board can be found 
at the end of section 1 and for each hospital in section 2.  Information on the national 
surveillance programme for Clostridium difficile infections can be found at: 
http://www.hps.scot.nhs.uk/haiic/sshaip/ssdetail.aspx?id=277   
 
 
The graph below uses locally validated data to illustrate the downward trend with regard to 
Clostridium difficile infection in patients aged over 65 years of age. Surveillance and reporting of CDI 
was made mandatory by SGHD in 2008 prior to this reporting was voluntary and criteria for 
diagnosis of infection varied across NHS Boards. This information is expressed as a rate per 1000 
total occupied bed days. 
 
Diagnosis and sample techniques are now standardised and NHS Dumfries and Galloway apply 
HPS definitions. The dotted line is the HEAT target which was set in 2008 and reduced further in 
April 2010.  The peak in July –September 2010 quarter includes a cluster of cases at the Galloway 
Hospital previously reported to Board. 
 
 
 

NHS Dumfries and Galloway
CDI HEAT Performance by Quarter
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The following graph displays the number of cases of CDI in patients over 65 and is presented in 
order to demonstrate that whilst the trend is downward there may be large variations from month to 
month and as such one month must not be taken out of context. 
 
Seasonal variation is common and months where there have been an increase in respiratory 
infections and prescription of antibiotics often see a subsequent rise in  Clostridium difficile infection. 
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During April there were 12 cases of CDI across the Board with 8 of these in DGRI. The Infection 
Control Team met and can assure Board there were no obvious links or changes in practice to 
account for these. 
 
Origin of CDI cases March 2011 
HAI-occurring during hospital admission or 
within 4 weeks of discharge from hospital  

8 

CAI-occurring within 48 hours of admission or 
more than 12 weeks after discharge from 
hospital  

4 

Unknown- occurring between 4 and 12 
weeks post hospital discharge 

0 

 
Key actions taken to reduce Clostridium difficile. 
 

• Continued root cause analysis of each case and improvements to feedback mechanisms 
• Audits of  antimicrobial prescribing across acute and primary care with a new focus on 

Quinolone use following a reduction in cephalosporin prescribing 
• Unannounced weekly audits of commodes and raised toilet seats being conducted by 

Infection Control Nurses. 
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• Continued monitoring  of environmental issues including cleanliness by a multidisciplinary 
team including infection control nurses, ward nurses, management, domestic and estates 
staff. 

 
Hand Hygiene 

 
 
 
 
 
 
 
 
 
 
 
 
 

 
As the graph above shows, NHS Dumfries and Galloway achieved 97% against a Scottish average 
of 95% hand hygiene compliance in February  2010.  This is the most recent data available at a 
national level. Local data submitted as part of the national programme indicates a compliance of 
97% across staff groups in March. 
 
In addition to the national hand hygiene audits, wards audit their own hand hygiene compliance as 
part of the Scottish Patient Safety Programme (SPSP). In April these scores ranged from 84% -
100%.  
 
 
 

Good hand hygiene by staff, patients and visitors is a key way to prevent the spread of 
infections.  More information on the importance of good hand hygiene can be found at: 
http://www.washyourhandsofthem.com/ 
NHS Boards monitor hand hygiene and ensure a zero tolerance approach to non 
compliance.  The hand hygiene compliance score for the Board can be found at the end of 
section 1 and for each hospital in section 2.  Information on national hand hygiene 
monitoring can be found at: 
http://www.hps.scot.nhs.uk/haiic/ic/nationalhandhygienecampaign.aspx 
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Surgical Site Infection  (SSI) Surveillance 
The Board will be aware that there has been an apparent increase in SSI rates over previous 
quarters. This is issue was discussed in detail at the Healthcare Governance Committee in May. 
The ICT has worked with Clinical Teams to understand the reasons for this and address any issues 
identified. This has included: 
 

• Meeting with Theatre Services Nurse Manager and a review of the process for 
commencement of a SSI form by theatre staff; 

• Agreement of a standard operating procedure for the completion of SSI forms to ensure that 
an increased number of forms are received for timely data input into the national SSIs 
database; 

• Information to allow risk stratification is to be included as a mandatory element; 
• A review of Caesarean section infections has revealed a possible over diagnosis of infection 

and education is being provided to support SSI surveillance by midwives; 
• The ICT continue to support Theatre staff in the use of the SSI care bundle to reduce SSI; 
• The ICT continues to liaise with the surgical teams to ensure that SSI prevention is current 

including skin preparation, skin closure methods and dressing choice. 
• The assessment of SSI surveillance form requirement  will be included in safety brief pre op 

and theatre Integrated  Care Pathway (ICP) 
• A full report has been submitted to the Healthcare Governance Committee. 

 
 
 
Cleaning and the Healthcare Environment 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

Recent cleaning results by locality are listed overleaf.  These are aggregated cleaning audit scores 
based on compliance with the national cleaning specification. This graph was included in the 
previous report  to Board last month.  
 
There has been a problem identified with the Domestic Monitoring disks at a national level for 
2011/12 and as a result it has not been possible to process any results through the system and  
produce any percentage scores. Monitoring is continuing  as normal and the monitoring results will 
be put through the system as soon as the disks are available from Health Facilities Scotland. 
 

Keeping the healthcare environment clean is essential to prevent the spread of infections.  
NHS Boards monitor the cleanliness of hospitals and there is a national target to maintain 
compliance with standards above 90%.  The cleaning compliance score for the Board can 
be found at the end of section 1 and for each hospital in section 2.  Information on national 
cleanliness compliance monitoring can be found at: 
http://www.hfs.scot.nhs.uk/online-services/publications/hai/ 
Healthcare environment standards are also independently inspected by the Healthcare 
Environment Inspectorate.  More details can be found at:  
http://www.nhshealthquality.org/nhsqis/6710.140.1366.html 
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Outbreaks

 
This  graph illustrates the impact of Norovirus across NHSScotland during 2010-11 and the minimal 
number of ward closures across NHS Dumfries and Galloway.  
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Dumfries and Galloway NHS Board 
The data presented on this and the following page is the collated HAI data for all 
NHS Dumfries and Galloway. 

A further breakdown is presented on subsequent pages and covers acute 
hospitals, community hospitals and out of hospital infections. 

Figures presented for Clostridium difficile Infection (CDI) on this page include all 
cases over 15 years of age. 

Figures presented for CDI on the following pages and also in the template in Annex 
c, exclude cases less than 65 years of age as required for the HEAT target 
measurement. 
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Healthcare Associated Infection Reporting Template (HAIRT) 

Section 2 – Healthcare Associated Infection Report Cards 
The following section is a series of ‘Report Cards’ that provide information, for each acute hospital in the Board, on the 
number of cases of Staphylococcus aureus blood stream infections (also broken down into MSSA and  MRSA) and 
Clostridium difficile infections, as well as hand hygiene and cleaning compliance.  In addition, there is a single report 
card which covers all community hospitals [which do not have individual cards], and a report which covers infections 
identified as having been contracted from outwith hospital.  The information in the report cards is provisional local data, 
and may differ from the national surveillance reports carried out by Health Protection Scotland and Health Facilities 
Scotland.  The national reports are official statistics which undergo rigorous validation, which means final national 
figures may differ from those reported here.  However, these reports aim to provide more detailed and up to date 
information on HAI activities at local level than is possible to provide through the national statistics. 

Understanding the Report Cards – Infection Case Numbers 

Clostridium difficile infections (CDI) and Staphylococcus aureus bacteraemia (SAB) cases are presented for each 
hospital, broken down by month. Staphylococcus aureus bacteraemia (SAB) cases are further broken down into 
Meticillin Sensitive Staphylococcus aureus (MSSA) and Meticillin Resistant Staphylococcus aureus (MRSA).  Data are 
presented as both a graph and a table giving case numbers.  More information on these organisms can be found on the 
NHS24 website: 

Clostridium difficile : http://www.nhs24.com/content/default.asp?page=s5_4&articleID=2139&sectionID=1 

Staphylococcus aureus : http://www.nhs24.com/content/default.asp?page=s5_4&articleID=346 

MRSA: http://www.nhs24.com/content/default.asp?page=s5_4&articleID=252&sectionID=1 

For each hospital the total number of cases for each month are those which have been reported as positive from a 
laboratory report on samples taken more than 48 hours after admission.  For the purposes of these reports, positive 
samples taken from patients within 48 hours of admission will be considered to be confirmation that the infection was 
contracted prior to hospital admission and will be shown in the “out of hospital” report card. 

Understanding the Report Cards – Hand Hygiene Compliance 

Good hand hygiene is crucial for infection prevention and control.  More information can be found from the Health 
Protection Scotland’s national hand hygiene campaign website: 
http://www.washyourhandsofthem.com/ 
Hospitals carry out regular audits of how well their staff are complying with hand hygiene.  The first page of each 
hospital report card presents the percentage of hand hygiene compliance for all staff in both graph and table form. 

Understanding the Report Cards – Cleaning Compliance 

Hospitals strive to keep the care environment as clean as possible.  This is monitored through cleaning compliance 
audits.  More information on how hospitals carry out these audits can be found on the Health Facilities Scotland website: 
http://www.hfs.scot.nhs.uk/online-services/publications/hai/ 
The first page of each hospital Report Card gives the hospitals cleaning compliance percentage in both graph and table 
form. 

Understanding the Report Cards – ‘Out of Hospital Infections’ 

Clostridium difficile infections and Staphylococcus aureus (including MRSA) bacteraemia cases are all associated with 
being treated in hospitals.  However, this is not the only place a patient may contract an infection.  This total will also 
include infection from community sources such as GP surgeries and care homes and.  The final Report Card report in 
this section covers ‘Out of Hospital Infections’ and reports on SAB and CDI cases reported to a Health Board which are 
not attributable to a hospital.  Given the complex variety of sources for these infections it is not possible to break this 
data down in any more detail. 
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Dumfries and Galloway Royal Infirmary  
Dumfries and Galloway Royal Infirmary is the District 
General Hospital  serving the region of Dumfries and 
Galloway. 

It contains 392 staffed beds, and has a full range of 
specialties. 
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Galloway Community Hospital 
The Galloway Community Hospital opened in September 2006,  

The following services are provided in the Hospital: 

• Day Surgery - 12-trolley area.  
• Assessment and Rehabilitation -Dalrymple Ward -24 beds.  
• Palliative care -Dalrymple Ward, St Johns Unit -2 beds.  
• Acute Medicine Services - Garrick Ward- 20 beds.  
• Maternity services are provided from Clenoch Birthing 

Centre which 2 beds for low risk pregnancy.  
• Renal services are provided from a 4 station haemodialysis  

unit  
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There have been no MRSA or MSSA bacteraemia in Community 
hospitals. 
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Community Hospitals 
There are eight Community hospitals across Dumfries and 
Galloway. These provide assessment of adults, rehabilitation and 
palliative care. 
There are 134 beds in total. 
Hospital               Beds 
Annan                   24 
Castle Douglas     21 
Kirkcudbright       14 
Lochmaben          16 
Moffat                   12 
Newton Stewart    22 
Thomas Hope       12 
Thornhill                13 
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Clostridium difficile Infection - Out of Hospital Cases aged over 15
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Out of Hospital Infections 
The population of Dumfries and Galloway is in the region of 
150,000. 
 There are 35 GP practices located across the region. 
Whilst SABs occurring out of hospital is rare, Clostridium difficile 
infection is not. This is being addressed by root cause analysis of 
each case and work with GP’s and community pharmacists to 
ensure findings are acted upon.   

47



NOT PROTECTIVELY MARKED 
Page 16 of 18 

Monthly Number of Clostridium difficile Infection (CDI) cases in patients aged under 65 years. 
 Jan-11 Feb-11 Mar-11 Apr-11 May-11 Jun-11 Jul-11 Aug-11 Sep-11 Oct-11 Nov-11 Dec-11 
DGRI 1 0 0 1         
              
Community Hospitals* 0 0 0 0         
              
Out of Hospital Infections** 1 0 0 1         
              

Board Total 2 0 0 2         
 
 
             

           
ANNEX 

C  

Monthly Healthcare Associated Infection Case Numbers for NHS Dumfries and Galloway_______________________________ 

Monthly Number of Clostridium difficile Infection (CDI) cases in patients aged 65 and over. 
 Jan-11 Feb-11 Mar-11 Apr-11 May-11 Jun-11 Jul-11 Aug-11 Sep-11 Oct-11 Nov-11 Dec-11 
DGRI 1 2 2 7         
              
Community Hospitals* 0 0 0 0         
              
Out of Hospital Infections** 5 4 5 3         
              

Board Total 6 6 7 10         
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Monthly Number of MRSA Bacteraemia cases 
 Jan-11 Feb-11 Mar-11 Apr-11 May-11 Jun-11 Jul-11 Aug-11 Sep-11 Oct-11 Nov-11 Dec-11 
DGRI 0 0 0 0         
              

Community Hospitals* 0 0 0 0         
              
Out of Hospital Infections** 0 0 0 0         
             

Board Total 0 0 0 0         

             
Monthly Number of MSSA Bacteraemia cases 
 Jan-11 Feb-11 Mar-11 Apr-11 May-11 Jun-11 Jul-11 Aug-11 Sep-11 Oct-11 Nov-11 Dec-11 

DGRI 0 3 1 3         
             
Community Hospitals* 0 0 0 0         
             

Out of Hospital Infections** 0 0 0 0         
             

Board Total 0 3 1 3         
              
* Community hospitals should be reported as a single total 

** For the purposes of this report, patients identified within 48 hours of admission with a SAB or Clostridium difficile infection (CDI) will be included as part of the 
'Out of Hospital Infections' total.  This total will also include infections from community sources, such as GPs and Care Homes. 
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MONITORING FORM 
 

Policy / Strategy Implications HEAT targets 
 

Staffing Implications Not required 
 

Financial Implications Not required 
 

Consultation Not required 
 

Consultation with Professional 
Committees 

Not required 
 

Risk Assessment Addressed through Corporate and Infection Control 
Team risk register 
 

Best Value Best Value 
Public Involvement 
Partnership working 
 

Compliance with Corporate 
Objectives 

2,3,7 
 

Impact Assessment 
 
 
Effective prevention and control of infection benefits all patient groups. 
 
 

50



NOT PROTECTIVELY MARKED 
Page 1 of 3 

DUMFRIES AND GALLOWAY NHS BOARD 
 
 
6 June 2011 
        
 
INVOLVING PEOPLE, IMPROVING QUALITY 
 
Strategic Engagement Sessions Report 
 
 

Author: 
Hazel Borland  
Nurse Director     

 Sponsoring Director 
Hazel Borland 
Nurse Director 

 
Date:   20 May 2011     
 
 
RECOMMENDATION 
 
The Board is asked to note this report which contains information and statistics from 
the most recent strategic engagement session, and confirms dates for future 
sessions. 
 
 
 
SUMMARY  
 
The session took place on 18 May 2011, 6-8pm in the McMillan Hall Newton Stewart 
 
The following paper gives an overview of attendance, advertising and feedback for 
the event. 
 
 
 
 
1. Introduction 
 
In December 2010 the Board approved a programme of strategic engagement 
sessions to be held across the region on a monthly basis.  The fifth of these events 
was held in Newton Stewart on 18 May 2011. 
 
 
 

Agenda Item 59 
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2. Session information 
 
Venue McMillan Hall, Newton Stewart  
Time 6 pm to 8 pm  
Numbers 
attended 

6 members of the public (one of whom had attended due to 
the advert) 

Staff in 
attendance 

Board Members 
Alf Hannay        Penny Halliday      David Hannay 
Hazel Borland   Lesley Garbutt 
 
Other Staff 
John Glover           Sally Holmes          Alison Burns                 
Lydia Burnett         Mhairi Hastings       Kate Wallace 
John McNaught     Julie Currie 
  

Poster 
Distribution 

• Posters to all local GP's, Dentists, Pharmacies, 
Opticians and Health Premises 

• Local supermarkets  
Flyer Distribution Flyers to all of the above 

 
Other Advertising 
 

• Flyers sent to all local Community Council Secretaries 
• Posters and Flyers to Council Communications Dept for 

distribution to Libraries and Customer Service Centres 
Email Distribution 
Lists 

• Emailed to approx 75 organisations across the region  

Press • Advertised in the Galloway Gazette 
Evaluation 
Feedback 
Comments 

• 2 members of the public took the opportunity to raise 
personal issues with staff 

• “better than a public meeting – more informal and 
allowed people to speak to each other” 

• Felt listened to 
 

 
3.  Future session timetable:  
 

Date Time Venue Executive 
Director 

Non Executive Directors 

Wednesday 
15 June 

5-7pm Dalbeattie 
Town Hall 
  

John Burns 
Jeff Ace 

Alf Hannay, David Hannay, John 
Moore, Anna Kelly, George 
Willacy   

Wednesday 
13 July 
 

5-7pm Sanquhar 
 

Hazel Borland 
John Burns 

Alf Hannay, Hazel Dykes, David 
Hannay, George Willacy,  

Wednesday 
14 September  
 

5-7pm Lockerbie 
(TBC)  

Craig Marriott Alf Hannay, John Moore, 
George Willacy, Hazel Dykes 
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MONITORING FORM 
 
Policy/Strategy Implications 
 
 

This programme supports delivery of our 
local Involving People, Improving Quality 
Framework and the national PFPI policy 
agenda 
 

Staffing Implications None at this time 
 

Financial Implications None at this time – venue hire and other 
expenses may feature in the future 
 

Consultation 
 

These sessions have been previously 
consulted on with Board members 
 

Consultation with Professional Committees Not required 
 

Risk Assessment The Board is at reputational risk if we do not 
engage with our communities 
 

Best Value This document supports delivery of all the 
principles of best value. 
 

Compliance with Corporate Objectives This document supports delivery of all our 
corporate objectives. 
 

DIVERSITY ASSESSMENT  
 
All sessions will be planned with equality and diversity as part of the process 
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DUMFRIES and GALLOWAY NHS BOARD 
 
 
6 June 2011 
 
Register of Members’ Interests 
2011 / 2012  – Paper 1 
 
 
Author:                               
Jennifer Wilson, Board Administrator 
 

Sponsoring Director:  
John Burns, Chief Executive 

Date:  23 May 2011  
 
 
RECOMMENDATION 
 
The Board is asked to note the revised Register of Members’ Interests. 
 
 
 
SUMMARY 
 
Board Members of devolved public bodies are required to give notice of their 
interests and the NHS Board is required to maintain a Register of Members’ 
Interests.   The register is updated on a regular basis to reflect changes in Members’ 
entries. 
 
Whilst it is the responsibility of each Member to advise the Board Administrator of 
any changes within one month of the change arising, the register will be reviewed 
twice a year and presented to Board for their interest and note. 
 
The Board Administrator will keep the register of interests available for public 
inspection at the Board’s offices during normal working hours without charge. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Agenda Item 60 
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MONITORING FORM 
 

Policy / Strategy Implications No policy / strategy implications. 
 

Staffing Implications No staffing implications. 
 

Financial Implications No financial implications. 
 

Consultation Complies with regulations, no consultation required. 
 

Consultation with Professional 
Committees 
 

Complies with regulations, no consultation required. 
 

Risk Assessment Ensure compliance with regulations. 
 

Best Value Sound governance. 
 

Compliance with Corporate 
Objectives 
 

Corporate Objective 7. 
 

Impact Assessment 
 
Not required. 
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DUMFRIES AND GALLOWAY NHS BOARD 
 
 
REGISTER OF MEMBERS INTERESTS                                 
 
May 2011                                                                  
 
Registration of Interests 
 
Board members of devolved public bodies are required by the Regulations to give the ‘Standards Officer’ notice of their interests The Register 
must state: 
 

the name of the board member; 
 
their interests which fall within the categories listed below and as set out in the member’s code of conduct; and  
 
if they have nothing to register they must record that fact under each applicable category.  

 
It is the responsibility of each board member to ensure that their entry in the register is kept up to date.  Any changes to the 
information first registered, must be given in writing to the standards officer, in the prescribed format, within one month of the 
change arising. 
 
The ‘Standards Officer’ (Board Administrator) will keep the register of interests available for public inspection at the Board’s offices during 
normal working hours and without charge. 
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Column 1 
Registerable interest category 

Column 2 
Description of interest 

Column 3 
Members Registering an Interest in this Category  

(and Description of interest) 
MEMBER REGISTERED INTEREST 

Gifts and hospitality A description of any gifts or hospitality 
received 
. 

 
 

No Member registered an Interest in this 
Category  

Category 1 - Remuneration 
 

NOTE: You do not need to register 
the amount of remuneration 
 
 

 A description of 
  
(a) remuneration received by virtue of 
being:– 
 
(i) employed or self-employed; 
 
(ii)the holder of an office; 
 
(iii) a director of an undertaking; 
 
(iv) a partner in a firm; and 
 
(v) involved in undertaking a trade, 
profession, vocation or any other work; 
 
(b) any allowance received in relation to 
membership of any organisation; 
 
(c) the name, and registered name if 
different, and nature of any applicable 
employer, self-employment, business, 
undertaking or organisation;  
 
(d) the nature and regularity of the work 
that is remunerated; and 
 
(e) the name of the directorship and the 
nature of the applicable business. 

Mr D Lockhart 
 
 
Mrs H Dykes 
 
Dr A Cameron 
 
Mr I Hyslop 
 
 
Mr A Johnston 
 
 
Mr A Campbell 
 
 
 
 
Mr T Sloan 
 
 
Mrs A Kelly 
 
 
Mrs L Garbutt 
 
 

Senior Charge Nurse, Dumfries and 
Galloway Health  Board 
 
AHP Professional Head of Service 
 
Partner, Bygate Hall Farming Partnership 
 
Local Councillor and Leader, Dumfries and 
Galloway Council 
 
Service Development Manager, Multiple 
Sclerosis Society 
 
Area Co-ordinator and Board Member of  
Scottish Natural Heritage 
Partner, Messrs Andrew R Campbell 
Farming 
 
Manager for S&A Homes 
Manager for Lochview Properties 
 
Practice Nurse, North Surgery, Greencroft 
Medical Centre, Annan 
 
Senior Library Assistant, Dumfries and 
Galloway Council 
Partner – W&J Garbutt Agricultural Services 
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Category 1 – Remuneration 
(continued) 

 

 Mr A Hannay 
 
 
 
 
 
 
Mrs P Halliday 

Nursing Auxiliary, Dumfries and Galloway 
Health Board 
Assistant Branch Secretary, UNISON 
Scottish Council, UNISON 
Labour Link, UNISON 
Travel Allowance with Trade Union 
 
Freelance Facilitator, Building Healthy 
Communities 
 

Category 2 - Related undertakings A description of a directorship that is not 
itself remunerated, but is of a company 
or undertaking which is a parent or 
subsidiary of a company or undertaking 
which pays remuneration.  
 

  

Column 1 
Registerable interest category 

Column 2 
Description of interest 

  

Category 3 - Contracts A description of the nature and duration, 
but not the price of, of a contract which is 
not fully implemented where:– 
(a)  goods and services are to be 
provided, or works are to be executed for 
the NHS; and 
(b)  any responsible person has a direct 
interest, or an indirect interest as a 
partner, owner or shareholder, director or 
officer of a business or undertaking, in 
such goods and services. 

Mr A Hannay 
 
Professor D Hannay 
 

Shareholder, Irving Housing 
 
Honorary Consultant to Research and 
Development Support, Unit, Dumfries and 
Galloway Health Board 

 

Category 4 - Houses, land and 
buildings 

A description of any rights of ownership 
or other interests that may be significant 
to, of relevance to, or bear upon, the 
work or operation of the NHS Board 

  
No Member Recorded an interest in this 

category 
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Category 5 - Shares and securities A description, but not the value, of 
shares or securities in a company, 
undertaking or organisation that may be 
significant to, of relevance to, or bear 
upon, the work or operation of the NHS 
Board 
 

Mr A Hannay £1 Share Irving Housing 
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Category 6 - Non-financial interests 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 

 

A description of such interests as may be 
significant to, of relevance to, or bear 
upon, the work or operation of the NHS 
Board, including without prejudice to that 
generality membership of or office in:– 
(a) other public bodies; 
(b) clubs, societies and organisations; 
(c) trades unions; and 
(d) voluntary organisations. 
 
 
 
 
 
 
 
 
 
 
 

Mr D  Lockhart 
 
 
Mr M Keggans 
 
 
Mr A Campbell 

 

 
Mr I Hyslop 
 
 
Mr C Marriott 

 

 
Mr A Walls 
 
 
 
 
 
Mr T Sloan 
 
 
Mrs A Kelly 
 
 
 

Member, Scottish Terms and Conditions 
Group 
 
Board Member, Nith District Salmon Fishery 
Board 
 
Member, Scottish National Heritage Board 
Member, Castle Douglas Rotary 
Crichton Development Company 
 
Director, Solway Heritage 
Director, Crichton Trust 
 
Chair of Chartered Institute of Public 
Finance and Accountancy(CIPFA) Scotland 
Branch 
 
Trustee, Crichton Foundation 
Member, Rotary Club of Dumfries 
Member, British Medical Association 
Fellow of Royal College of Surgeons of 
Edinburgh and England 
 
Member, TGWU 
Member, Scottish Labour Party 
 
Member or Royal College of Nursing,  
Nursing, Midwifery Council 
Annan Nursing, Medical and Ambulance 
Committee 
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Category 6 - Non-financial interests 
(continued) 

 

 Mr A Hannay 
 
 
 
 
Mrs L Garbutt 
 
 
 
 
 
 
 
 
Professor D Hannay 
 
 
 
 
 
 
Mr G Willacy 
 
 
 
 
Mrs P Halliday 
 
 
 
 
Mr R Allan 

Jon Paul Jones Trust 
Burns Trust 
Southerness Golf Club 
UNISON 
 
Chairman, Royal Burgh of Kirkcudbright 
Community Council 
Chairman,  Kirkcudbright Swimming Pool 
Ltd 
Member, Stewartry Safety Forum 
Treasurer, Kirkcudbright Scout Group 
Member, Kirkcudbright Chamber of 
Commerce 
 
Member of Probus (Newton Stewart) 
Member of British Medical Association 
Fellow of Royal College of General 
Practitioners 
Fellow of Faculty of Public Health 
Trustee, Crichton Foundation 
 
Chairman of Annan Hospital League of 
Friends 
Member of Dumfries and Galloway 
Valuation Appeals Panel 
 
Chair, Wigtownshire Food Forum 
Treasurer, Wigtownshire Fibromyalgia and 
ME Support Group 
Member, South Rhins Community Group 
 
Director, DG Voice 
Vice Chair, Dumfriesshire, Clydesdale and 
Tweeddale Conservatives 
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Election expenses A description of, and statement of, any 
assistance towards election expenses 
relating to election to the devolved public 
body. 
 

Mr T Sloan Labour Party paid for newspaper 
advertisement 
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DUMFRIES AND GALLOWAY NHS BOARD 
 
 
6 June 2011 
        
 
 
Revised Corporate Aims and Objectives 
 
 

Author: 
Hazel Borland  
Nurse Director     

 Sponsoring Director 
John Burns 
Chief Executive 

 
Date:   20 May 2011     
 
 
RECOMMENDATION 
 
The Board is asked to approve the revised corporate aims and objectives. 
 
 
SUMMARY  
 
In accordance with the Corporate Code of Governance; the corporate aims and 
objectives have been reviewed to ensure alignment with key national policies, such 
as the Healthcare Quality Strategy, and local documents, such as the Single 
Outcome Agreement. 
 
 
1. Introduction 
The Board corporate aims and objectives were last reviewed in June 2010. 
 
With the publication of the national Healthcare Quality Strategy for NHSScotland 
during 2010 and recent agreement of the local Single outcome Agreement it is 
necessary for the board to review the corporate aims and objectives in order to 
ensure fitness for purpose. 
 
The reviewed aims and objectives presented here clearly state the Board’s vision to 
achieve safe, effective and person-centred care and treatment in the context of the 
Healthcare Quality Strategy three ambitions. It is also crucial to ensure that our 
responsibilities with regard to improving the health of the population are recognised 
in order to deliver the priorities identified in the Single Outcome Agreement. 
 
2. Conclusion 
The Board is asked to consider and approve the revised aims and objectives. 

Agenda Item  61 
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CORPORATE AIMS 

 
Our Purpose:   

• to deliver excellent care that is person-centred, safe, effective, efficient and reliable. 
• to reduce health inequalities across Dumfries and Galloway. 

 
Our Outcomes: 

• Improved outcomes for patients that reflect learning from patient experience in order 
to ensure a person-centred focus is maintained 

• Improved staff experience; and health and wellbeing of staff. 
• The  delivery of continuous quality improvement and sustainability through services 

that are effective and efficient. 
• All children have the best possible start in life through a variety of interventions, 

sometimes targeted at vulnerable groups. 
• A population in Dumfries and Galloway who are enabled and assisted to have more 

control over all aspects of their life, health and wellbeing. 
 
CORPORATE OBJECTIVES 
 
1. To reduce health inequalities across NHS Dumfries and Galloway.  
 
2.  To promote and embed continuous quality improvement by connecting the range of 

quality and safety activities which underpin delivery of the three ambitions of the 
Healthcare Quality Strategy, to deliver a high quality service across NHS Dumfries and 
Galloway.  

 
3. To review the model of service delivery across Dumfries and Galloway to deliver 

person-centred services as close to home as clinically appropriate.   
 

4.  To ensure that NHS Dumfries and Galloway has an engaged and motivated workforce 
that is supported and valued in order to deliver high quality service and achieve 
excellence for the population of Dumfries and Galloway.   

 
5. To maximise the benefit of the financial allocation by delivering clinically and cost 

effective services efficiently.   
  
6. Continue to support and develop partnership working to improve outcomes for the 

people of Dumfries and Galloway. 
 
7 To meet and where possible, exceed goals and targets set by the Scottish 

Government Health Directorate for NHSScotland, whilst delivering the measurable 
targets in the Single Outcome Agreement. 
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MONITORING FORM 
 
Policy/Strategy Implications 
 
 

Our revised aims and objectives will set the 
tone for future organisational policy and 
strategy. 

Staffing Implications None at this time 
 

Financial Implications None at this time  
 

Consultation 
 

The revised aims and objectives have been 
developed with senior managers and 
clinicians. 
 

Consultation with Professional Committees Not required – see above 
 

Risk Assessment The Board is at reputational risk if we do not 
have fit for purpose aims and objectives 
 

Best Value This document supports delivery of all the 
principles of best value. 
 

Compliance with Corporate Objectives This document reviews our corporate 
objectives. 
 

DIVERSITY ASSESSMENT  
 
Objective 1 states our commitment with regard to health inequalities 
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DUMFRIES and GALLOWAY NHS BOARD 
 
 
6 June 2011 
 
Transfer of Provision of Prisoner Healthcare to the 
NHS 
 
 
Author:                               
Dr Angus Cameron 
 

Sponsoring Director:  
Dr Angus Cameron 
 

Date:   26 May 2011  
 
 
RECOMMENDATION 
 
The Board is asked to –  
 

1. Note the work of the Local Implementation Group and the satisfactory 
progress towards taking over prisoner healthcare responsibility on 1st 
November 2011. 

2. Scrutinise the memorandum of understanding drawn up between the Scottish 
Prison Service (SPS) and NHS Dumfries & Galloway and confirm its 
suitability. 

 
 
 
SUMMARY 
This paper provides the Board with - 
 

1. An outline of the progress being made in preparation for taking over the 
responsibility for prisoner healthcare in Her Majesty’s Prison (HMP) 
Dumfries. 

2. Describes the strategic level risks associated with the transfer 
3. Presents a draft memorandum of agreement which outlines the division of 

responsibilities between NHS Dumfries & Galloway and the Scottish Prison 
Service. 

 
 
GLOSSARY OF TERMS 
 
HMP -  Her Majesty’s Prison 
SPS – Scottish Prison Service 
SGHD – Scottish Government Health Department 
HR – Human Resources 
IT – Information Technology 
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Introduction 
 
By Ministerial Direction the NHS will take over the responsibility for the provision of 
health services for prisoners from the Scottish Prison Service on 1st November 2011. 
This is a Scotland-wide change that affects 9 Health Boards that have prisons within 
their region. 
 
At the time of the transfer NHS Dumfries & Galloway will become responsible for the 
provision of health services to the 196 prisoners in HMP Dumfries with the transfer of 
5.5 whole time equivalent staff who are currently employed to work within the prison 
health centre, and responsibility for all visiting health services. 
 
The longer term aim of the move is to improve the medical care of prisoners as 
research has repeatedly shown that this group has poor health and that 
improvements in health that often occur during a stay in prison are not sustained. It 
is felt that better integration with the NHS will result in better models of care for 
prisoners and more integrated provision of ongoing care following discharge. There 
is also some weaker evidence that improving the health of prisoners is associated 
with a reduction in subsequent criminal behaviour and the frequently seen cycle of 
repeated jail sentences may be reduced. 
 
 
Background 
 
HMP Dumfries is a 100 year-old prison that has two main groups of (all male) 
inmates; there are approximately 95 short term prisoners at any one time consisting 
of prisoners remanded in custody for trial, prisoners who have been convicted but 
remanded for reports, and short term convicted prisoners.  The prisoners may come 
from all areas of Scotland but the majority are from South West Scotland. 
 
HMP Dumfries also provides a national mainstream facility for holding up to 100 long 
term and short term prisoners who require to be separated from mainstream 
prisoners because of the nature of their offence (this group is referred to as “offence 
related protection prisoners”). This group is very different from the first group with 
many serving very extensive sentences and being of a much older age-group. 
 
Health services are provided by 5.5 whole time equivalent registered nurses who 
work from a small health centre within the prison, and by a variety of outside 
contractors.  The Clinical Lead of the health services is the Scottish Prison Service’s 
Healthcare Manager and as such currently reports directly to the Prison Governor. 
 
The health centre has recently been upgraded and an enclosed dental suite has 
been significantly re-equipped. 
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The nurses employed have a wide range of previous experiences including general 
nursing, psychiatric nursing, addiction care and learning difficulty experience. 
 
While the range of health issues found amongst prisoners is the same as for the 
general population it should be noted that there is a very highly increased rate of 
poor literacy, borderline learning difficulty, dental decay, malnourishment, tobacco 
alcohol and substance addiction, bloodborne virus infections and psychological and 
psychiatric illnesses. 
 
Prison working regimes are tightly controlled and there is a requirement that no part 
of the service significantly changes their arrangements without consultation with the 
Governor.  The current service provided by the health services includes admission 
medicals, nurse-led clinics, a visiting GP surgery Monday to Saturday (9am to 10.30 
am), and prison-delivered sessions covering dentistry, psychology, psychiatry, 
bloodborne viruses, long term substance abuse support, etc.  The full range of 
services has been mapped out for the Local Implementation Group.  
 
It should be noted that there are no nursing staff on overnight when there is a state 
of “lock-down” with prisoners being confined to their sleeping quarters. This presents 
some problems in the administration of medications and the provision of care to any 
out-of-hours emergencies. 
 
The general medical input to the prison is currently provided by Lochthorn Medical 
Practice via a contract with Medacs. The service provided by the practice includes 
the provision of 24-hour cover 7 days per week. 
 
 
Objectives of Transfer of Healthcare 
 

1. In the short term the objective is to ensure that prisoner patients receive all 
healthcare services that are currently delivered and that they are delivered 
to a level that as far as possible is equivalent to services provided for non-
prisoner populations. 

2. To ensure that operational stability is maintained in the prison. 
3. To address healthcare inequalities for prisoners. 
4. To ensure that the transfer should be as seamless as possible for both 

staff and prisoner / patient groups. 
 
 
Project Structure 
 
The transfer of prisoner healthcare is being led by the Medical Director with the 
Associate Nurse Director taking on responsibility for direct management. 
 
A Local Implementation Group has been meeting for the last 8 months. This is 
chaired jointly by the Medical Director and the Prison Governor and includes 
representatives from Finance, Information Technology (IT), Primary Care, Out of 
Hours, Psychology and Mental Health, Human Resources (HR), Pharmacy, a Senior 
Social Worker, Criminal Justice Authority and from the Scottish Prison Services the 
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Human Resources Manager, the Head of Offender Outcomes and the Healthcare 
Manager. 
 
The Local Implementation Group is required to provide regular reports to the central 
SGHD / SPS Team who have provided detailed guidance on a range of services.  
The main budget headings describing the services currently provided by SPS 
includes : 
 

1. General Practice Medical Contract 
2. Pharmaceutical Services and the supply of medication 
3. Dental Services (provided under contract by NHS D&G) 
4. Psychiatry (provided under contract by NHS D&G) 
5. Psychology 
6. Ophthalmology 
7. Addiction Services 
8. SPS nursing staff 
9. Agency nursing 
10. Maintenance and equipment  

 
It should be noted that secondary care services are available to prisoners who are 
referred by the General Practitioner medical service in the usual way. 
 
 
Key Issues 
 
The Board should be reassured that the Local Implementation Group maintains a 
very detailed risks and issues log which is shared with other Health Boards involved 
in the transfer so that we can be assured that all aspects of the transfer are 
addressed and planned for in advance.  The Local Implementation Group is satisfied 
that we are making satisfactory progress in addressing the risks and issues 
identified.  There are however key aspects of the transfer which Board members 
should be aware of. 
 

1. HR Issues – The 5.5 staff currently employed by the SPS are employed on 
terms and conditions that are quite different from the Agenda for Change 
terms and conditions used within the Health Service.  In particular there 
are significant differences with regard to the payment of overtime and 
retirement dates and pension arrangements.  Nationally work is being 
taken forward to agree with union representatives the arrangements for 
transfer to Health Service terms and conditions. This is a complex 
negotiation and the current national timetable has been amended with the 
transfer of prisoner healthcare staff on to NHS terms and conditions 
unlikely to be completed before April 2012. 

2. General Medical Services – The Medacs contract with the local GP 
practice ends on 31 October 2011.  A tendering exercise is being launched 
whereby local practices will be invited to tender for the provision of general 
medical services to HMP Dumfries.  It is understood that at least two 
practices are interested in the provision of this care.  Practices will also be 
invited at the same time to tender for the provision of healthcare services 
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to persons in custody in the Police Station. (This will be a separate 
contract between the practice and the Police Service). 

3. Information Technology – It has been recognised that there is a need to 
have an effective IT service within prison healthcare.  As a result of 
national work a single system is being installed across all Scottish prisons 
which will allow for the consistent transfer of information when prisoners 
are transferred across prisons.  While the capital element of the IT 
installation has been provided by the SPS there are significant recurrent 
costs and the need to further develop the system to take account of the 
special circumstances within prison healthcare (eg. the General 
Practitioners providing input do not provide prescriptions but instead 
produce medication charts similar to those used in hospital). 

4. Pharmacy and Supply of Medications – Currently this service is provided 
nationally via a contract with Lloyds Pharmaceuticals.  After review of the 
costs and the service provided the Health Boards involved have agreed to 
extend this contract until 2013. 

5. Addiction Services – Again following discussion amongst Health Boards 
and the Prison Service it has been agreed that the current addiction 
services (provided by Phoenix Healthcare) will continue until summer 
2012. This allows for a review of the service provided and provides time 
for potential reprovision plans to be developed. 

6. Finance – Nationally the total annual budget for prisoner healthcare will be 
£20 Million.  For the 5 months from November to April 2012 the SGHD will 
distribute £10 Million to Boards shared out on a historical cost basis. It has 
been agreed however that subsequently the division of the £20 Million 
global budget will be modified; a central reserve will be held for a central 
function within Edinburgh and the allocation to Boards will be based on a 
needs assessment. The needs assessment formula has not yet been 
finalised, leading to a concern that the revenue provided will not meet the 
costs of healthcare provision. While exact details of the initial allocation 
have not been finalised Board members should be aware that the total 
resource expenditure will be in the region of £580,000 and there are 
significant financial risks for the Board as a result of several unknowns. 

7. Health and Safety – There are significant health and safety issues for NHS 
staff working within prisons.  Locally we are taking advice from our Health 
and Safety Adviser on the implementation of safe working procedures for 
all staff, ensuring that advice is taken from prison staff on appropriate 
arrangements to put in place. 

8. Prison Rules and Inspection Regimes – There are a wide number of prison 
rules that apply within prisons, ensuring that the prison is both secure and 
also provides security for prisoners detained.  Nationally work is ongoing 
reviewing all of the prison rules to ensure that where appropriate they are 
amended to reflect standard practices within the NHS. Further advice on 
this will be provided by the central function in the autumn. 
 
Prisons are subject to a range of inspections to ensure that the rights of 
prisoners are respected and upheld. These inspections currently consist of 
inspections performed by the Prison Service themselves, by Government 
Inspectors and potentially international inspections to ensure preservation 
of human rights for prisoners.  As Board members will be aware 
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healthcare within prisons is scrutinised carefully and the death of any 
prisoner while in prison custody automatically triggers a Fatal Accident 
Inquiry. 
 
In addition to this there is a culture within the NHS of peer review of 
services, environmental inspection and professional regulation. 
 
Because of the complexity of the multiple layers of inspection, monitoring 
and accreditation across both services national work is ongoing to develop 
a more appropriate and streamlined inspection process with regard to the 
healthcare function within prisons. 
 

 
The above key aspects of the transfer outline for the Board the main risks and issues 
that require to be addressed prior to 1st November 2011.  In addition work is ongoing 
to ensure that appropriate models of care are developed with a key emphasis being 
on smooth throughcare, ensuring that the benefits delivered to prisoners in improving 
their health while in prison are followed by a smooth transfer into mainstream 
healthcare on discharge.  This aspect of throughcare will be further developed over 
time in collaboration with Social Work, Criminal Justice Authority, Housing, 
Education, Employment and Benefits Agencies, to ensure that prisoners are 
effectively supported on release and re-offending rates reduced. 
 
 
Memorandum of Understanding 
 
Following national guidelines a draft memorandum of understanding has been 
developed between the Prison Governor and the Medical Director. This is provided 
at Appendix 1 for comment by Board members.  While it is proposed that this is a 
final draft that can be agreed in principle at this stage we are aware that there is a 
national group that is overseeing agreements and may direct Health Boards to 
amend the memorandum of understanding. However, it is important for Board 
members to be aware of the division of responsibilities that are proposed. 
 
 
Conclusion 
 
NHS Dumfries & Galloway will take over the healthcare of prisoners with effect from 
1st November 2011. 
 
This is a complex development that requires considerable attention to detail which is 
being taken forward by a Local Joint Implementation Group which has established a 
good working relationship across the two organisations. 
 
The Local Implementation Group is guided by several national groups that are 
providing advice on HR issues, pharmacy and prescribing issues, IT issues, finance, 
governance and accountability and inspection regimes. 
 
Currently the Local Implementation Group believes it is well placed for a smooth 
transfer of care on 1st November 2011. 
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Board members are asked to note progress and to scrutinise the draft memorandum 
of understanding. 
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MONITORING FORM 
 

Policy / Strategy Implications Not applicable 
Staffing Implications Transfer of staff from SPS to NHS 
Financial Implications Uncertain 

Possible risk of recurrent pressures 
Consultation No consultation -  directed by Ministers. 
Consultation with Professional 
Committees 

No 

Risk Assessment Overseen and reviewed monthly by Local 
Implementation Group 

Best Value Not applicable 
Compliance with Corporate 
Objectives 

Reducing inequalities 

Impact Assessment 
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MEMORANDUM OF UNDERSTANDING 

 

BETWEEN 

 

HM PRISON DUMFRIES 
 

AND 

 

NHS DUMFRIES & GALLOWAY 

 

 

 

 

 

 
Healthcare for Prisoners: November 2011 
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1. Introduction 

 

1.1 In July 2008, Ministers approved the transfer of responsibility for the health 

care of prisoners from the SPS to the NHS.  The health care of prisoners held in HM 

Prison Dumfries was subsequently transferred to HND Dumfries & Galloway in 

October 2011. 

 

1.2 The transfer is intended to ensure that prisoners receive equal opportunities to 

benefit from NHS care as that offered to the general population.  In so doing the 

transfer upholds European and International standards for the health care of 

prisoners. 

 

1.3 This document provides a framework of guidance on the responsibilities of HM 

Prison Dumfries and NHS Dumfries & Galloway in the provision of health services for 

prisoners, acknowledging that social care agencies, both statutory and third sector, 

play a key role in maintaining support to prisoners, families and communities, both 

prior and subsequent to release from prison 

 

2. Definition of Terms 

 

 Health care services: all services associated with the direct delivery of health 

care to prisoners by health care staff, administrative and information technology 

support, and contracted health care services. 

 

 Operations: activities undertaken to ensure the safety, security and wellbeing of 

staff and prisoners, and facilities management. 

 

 See Annex A for a definition of Scope of Service. 

 

3. The Responsibilities of Both Parties to the Understanding 

  

3.1 This MOU outlines what will be wholly the responsibility of each party to it in 
addition to key areas of joint responsibility. 

 

3.2 NHS Dumfries & Galloway is responsible for: 

 

 The management, training and support of directly employed health care 

staff, including support functions. 
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 Staff teams to include appropriate skill mix such as nursing assistants 

and administrators. 

 

 Contracts and contracted services associated with the delivery and 

support of health care to prisoners/patients. 

 

 On-site Health Care Manager to support clinical functions. 

 

 Ancillary services, such as decontamination of clinical instruments and 

disposal of health care clinical waste. 

 

 Information management and technology that support the clinical 

function. 

 

 The maintenance and replacement of all clinical fixed and non-fixed assets 

within health care premises. 

 
 The maintenance and replacement of office equipment and furniture. 

 

 Maintenance and repair to the internal décor of the health centre and 

satellite surgery. 

 

 The provision of stationery. 

 
 National health management and clinical leadership for prison health. 

 

 Training and development of staff for clinical and supporting purposes. 

 

 All health care related complaints. 

 

 NHS standards and targets for primary care services, NHS staff 

governance and complaints procedures will apply to prison health care. 

 

3.3 HM Prison Dumfries is responsible for: 

 

 Security and good order within their health centre and satellite surgery. 

 

 Escorting functions for security purposes, both within and outwith the 

establishment. 
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 Facilities management and cleaning services within the health centre and 

satellite surgery. 

 

 Structural maintenance of the health centre and satellite surgery. 

 

 All non-health care related complaints. 

 

 Training NHS employees for purposes of working effectively and safely 

within the prison setting. 

 

 Offender strategy, outcomes development and NHS liaison. 

 

3.4 The parties to this MOU are jointly responsible for: 

 

 Effective communications across SPS, NHS, lead clinicians and other 

statutory agencies such as local authorities and non-statutory agencies. 

 

 Good governance and consistent approach to health and Prison Service 

strategy. 

 

 Development of a prison health delivery plan. 

 

 Reporting and investigation of adverse incidents. 

 

 Business continuity planning. 

 

 Effective and appropriate sharing of the management and necessary 

clinically-related information. 

 

4. Relations with External Bodies 

 

4.1 HM Prison Dumfries and NHS Dumfries & Galloway will ensure effective 

working relationships with the following regulatory and stakeholder interests: 

 

HM Prison Dumfries to Lead 

 

 HM Inspector of Prisons, and other Inspectorates; 

 

 Visiting Committees; 
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 Scottish Public Services Ombudsman - non clinical complaints; and 

 
 Media relations on prison issues (non-healthcare). 

 

NHS Dumfries & Galloway to Lead 

 

 NHS Quality Improvement Scotland/Health Improvement Scotland/Health 

Environment Inspectorate; 

 

 Scottish Public Services Ombudsman - clinical complaints; 

 

 Mental Welfare Commission and other statutory bodies; 

 

 Council of Health Care Regulatory Excellence and regulatory bodies 

(e.g. GMC, NMC - excludes regulation of forensic psychologists); and 

 

 Media relations (healthcare issues). 

 

Leadership Would Depend on the Topic 

 

 International organisations - UN and its agencies (including WHO), 

Council of Europe, its Agencies and Committees. 

 

5. Management Links, and Resolution of Disputes 

 

5.1 The Medical Director, NHS Dumfries & Galloway, and the HM Prison Governor-

in-Charge will meet on a regular basis to ensure good governance, joint planning and 

the range of joint responsibilities.   

 

5.2 The principles of management and dispute resolution are: 

 

 fair and transparent processes; 

 

 agreed procedures; 

 

 for complex issues, to discuss and agree the nature of dispute, and the 

best avenue for resolution; 
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 to assign portions of any complex matter to relevant parties, and to 

nominate by agreement a single co-ordinator; 

 

 matters kept to a level as local as possible; and 

 

 matters moved to a higher level if there is failure of resolution, or if there 

is a risk of dispute that persists and is significant across several prisons 

or NHS Boards. 

 

5.3 When a dispute cannot be resolved locally, the parties will seek resolution with 

the Director of Prisons and NHS Scotland Director of Primary Care.  If the dispute 

remains unresolved, the joint Supervisory Group on Prison Health will facilitate the 

resolution. 

 

6. Review 

 

6.1 The parties to this agreement will review the MOU annually.  Any changes or 

updates will be endorsed by both organisations locally.  Local plans that are based on 

this Memorandum should also be reviewed annually. 

 

7. Funding 

 

7.1 Financing of services will align with the apportionment of responsibilities. 

 

7.2 Partners will jointly and regularly consider matters of accountability, resources, 

and value for money. 

 

8. Key Success Factors 

 

8.1 The following factors are key to the success of this MOU: 

 

 effective communication between both partners; 

 

 partnership in the planning of access to and delivery of health care to 

prisoners; 

 

 recognition of inter-dependency between prison operations and health 

care, and the importance of the maintenance of good order and the role 

that health care plays in it; and 
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 local and national plans are agreed, implemented and monitored by all 

relevant parties. 

 

9. Contacts 

 

9.1 If you require any information or advice about the contents of this document or 

have any comments, please contact either of the individuals named below. 

 

 

 

 

 

 

 

 

Signatories 

 

 

Signed on behalf of NHS Dumfries & Galloway 

 

 ……………………………………….. Date ……………… 

 

 

Signed on behalf of HM Prison Dumfries 

 
 ………...…………………………..… Date ……………… 

 

 
HM Prison Dumfries Contact: 
 
Ian Cushen, Head of Offender 
Outcomes 

 
NHS Dumfries & Galloway 
Contact: 
 
Margo Christie, NHS Assistant 
Director of Nursing 
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ANNEX A 

 

SCOPE OF PRISON HEALTH SERVICE 

THE NATIONAL PROGRAMME BOARD FOR PRISONER HEALTH CARE: APRIL 2010 

 

The intention to transfer responsibility for the management and delivery of enhanced 

primary health care services to convicted and unconvicted prisoners held within 

establishments that the Scottish Prison Service is responsible for 

 

1. Introduction 

 

1.1 Scottish Ministers have approved the transfer of the responsibility for the 

provision of health care for prisoners from SPS to the NHS in Scotland.  The transfer 

will ensure that: 

 

 prisoners receive the range and standard of health care no less than that 

which they currently receive; and 

 

 in transferring the responsibility for this provision to the NHS, prisoners 

will receive a range of NHS services equivalent to similar high needs 

groups in the community. 

 

2. Staff Groups Involved 

 

What is the Scope of the NHS Transfer? 

 

NHS Transition 

 

Cabinet Secretaries for Justice and Health have taken the decision to transfer responsibility 

for prison health services to the NHS.  The transfer is scheduled to take place by 

autumn 2011.  We are now in a position to confirm the SPS staff groups who are included 

in the transfer.  They are as follows: 

 

 all staff groups who work in health care roles in prison - nurses, clinical 

managers, healthcare assistants, administrators; 

 

 all staff in services provided by suppliers of health care services and contracts 

locally and nationally - to include privately run prison health care, doctors, 
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pharmacists and their staff, addictions support staff, dental staff, allied health 

professionals (opticians, therapists); and 

 

 HQ-based lead health and clinical care management staff. 

 

The Transfer also includes: 

 

All clinical information management and technology services, and ancillary services - 

to include G-PASS and its successor, clinical waste, decontamination of dental and 

surgical instruments etc. 

 

Staff in these posts are subject to, and protected by, employment law which is commonly 

known as TUPE and COSOP.  The COSOP process usually involves people transferring from 

one public sector organisation to another. 

 

3. Services Within, and Out with, Scope of the Transfer 

 

3.1 Services within the scope of the transfer will be: 

 

3.1.1 health services directly supplied or supplied under contract to SPS; 

 

3.1.2 directly employed nursing services and support staff (health care 

assistants and ancillary staff); 

 

3.1.3 all contracted health services, including Forensic Psychiatry specialist 

services, not covered by 3.1.1 above; 

 

3.1.4 administrative services to support the clinical function of the health 

centre; 

 

3.1.5 managerial services primarily responsible for the management of the 

clinical function and the delivery of health care to prisoners; 

 

3.1.6 national functions which support the delivery of health care within 

prisons; 

 

3.1.7 arrangements and responsibility for the disposal of clinical waste, and 

decontamination of surgical instruments; and 

 

82



Local MOU Appendix C 
 

Agenda Item 62 - Transfer of Provision of Prisoner Healthcare to the NHS Appendix 

  10 

3.1.8 information management and technology support to the clinical function. 

 

3.2 Services outwith the scope of the transfer will be: 

 

3.2.1 HR-based health care administration and liaison; 

 

3.2.2 security services within the health centre; 

 

3.2.3 escorting and hospital bed watch functions both within and outwith the 

establishment, for security purposes (on occasion, a health professional may 

accompany a sick patient); and 

 

3.2.4 health centre facilities management, including cleaning and sanitary 

services. 

 

. 
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ANNEX B 

 

GOVERNANCE AND ACCOUNTABILITY FOR PRISON HEALTH SERVICES 
 
 
This Annex sets out a framework of governance and accountability for prison health 

services.  It includes responsibilities apportioned to the NHS, to SPS and contractors, and 

that, which is shared.  The shared portion of governance and accountability will be the 

focus of joint governance arrangements, delivered through a joint Steering Group on 

Prisoners' Healthcare in each prison/for each NHS Board which hosts a prison; and a 

Supervisory Group on Prison Health at national level.  The detail of proposed 

responsibilities is set out below in tables.  Draft membership and remits of the Steering 

Group and Supervisory Group appear later.  A diagram outlining the relationships between 

these Groups follows. 
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TABLE 1A 
 
 

SERVICE STRATEGIC PLANNING 
 

NHS Shared SPS and Contractors 

   
Health Service Strategic Planning 
 
Standards: 

• Audit and Assurance 
• Public Health 
• Needs Assessment 
 

Health Care: 
• Individual 
• Team 
• Service 
• HR: Pay and Conditions 
• Finance 
• Ancillary/Support 

Services 
• Personal Health 

Information 
• CPA and Similar 

Processes 
• Cross-Sectoral and Multi 

Disciplinary Joined-Up 
Performance 

• 24/7 Cover 
• Associated Infection (HAI) 

 
Blood Borne Viruses Strategy 
 
Health Promotion Advice, 
including Lifestyle 
 
Health Protection 
 
Information, Statistics and 
Analysis 
 
Clinical Research and Evidence 
 
Litigation and Complaints 
 
Health Service Employed Staff 
Health 
 
Continuing Health Professional 
Training and Development 

Corporate 
• Strategy/ Continuous 

Improvement 
• Governance Framework 
• Priorities and Performance 

Management 
• Service Agreement 
• 'Equivalence Audit' 
• Monitoring 
• Critical Incident Review 
• Prison Rules Compliance 
• Regulatory Compliance 
• Audit and Assurance 

Standards 
• Suicide Risk Management 

 
Adhoc Project Management 
 
Monitoring and Liaison: 

• Operating Standards 
• Information and Care 

Planning Processes 
• Health Promotion 
• Harm Reduction - 

Demand Side 
 

Values: 
• Human Rights and 

Entitlements 
• Equality and Diversity 
• Medico-Legal Diligence 
• 'Overriding Professional 

Duty' 
 

Contribution to Criminal Justice, 
Social and Health Policy Delivery 
 
Service Planning Liaison 
 
Implementation of Government 
Guidance/Clinical Matters, Legal 
Actions, Audit and Lessons 
Learned 

Corporate: 
• Health Service Delivery and 

Relationship 
 

Health: 
• 'Regime' 
• Env Cleanliness 
• Personal Hygiene 
• Education 
• Basic Protection and First 

Response Capability 
• Food 
• Physical Activity 

 
Planning Process: 

• ICM 
• Justice Sector Information 

Sharing 
 

Care: 
• Non-Health Delivery of Care 

Plans 
• Chaplaincy 
• Social Work (LAs) 

 
Custody and Order 
 
Any Relevant 'Host' Matters 
 
Litigation and Complaints 
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TABLE 1B 
 

PRIMARY CARE SERVICES 
 

NHS Shared SPS and Contractors 

   
Medical and Nursing 
• Admin 
• Dentistry 
• Therapies 
• Minor Capital and Specialist 

Equipment Fixtures and 
Fittings 

• Medical/Health Care 
Equipment (Moveable) and 
Disposables 

• Specialist Clinical Waste 
• Statutory Regulation 
• Radiation Protection 
• Instrument Cleaning and 

Decontamination 

• Relevant Legislation 
• Statutory Regulation 
• Health and Safety 
• Voluntary Sector Input 
• Complementary Therapy 

Providers 
• Patient Attendance and Flow 

• Custody and Order 
• Major Capital (Bolted to the 

Floor/Walls) - Threshold to be 
Agreed 

• Operational Staff Health-Related 
• Operational Staff Training and Staff 

Development 
• Facilities and Estate Management 
• General Clinical and Sanitary Waste 

Management 
• Statutory Regulation 
• Environmental Health etc 
 
 

   
 
 

 
TABLE 1C 

 
MENTAL HEALTH 
 

NHS Shared SPS and Contractors 

   
Tier 41

 
 (Specialist) 

Tiers 3 and 22

Mental Health Professional 
 

Care Delivery and Supervision 
 
Tier 13

 
 Health Professional 

Tier 04

 
 

Mental Health Promotion Advice 
Mental Illness Prevention Advice 
Contribution - Education and 
Training 

Post Assessment 
Awaiting Transfer for Secure 
Forensic NHS Assessment and 
Care 
 
Shared 
Multi-Disciplinary Mental Health 
Case Conferencing and Overall 
Care Planning/Management 
Multi-Disciplinary 
ACT2Care/Suicide Risk 
Management 

SPS or Reliance 
- Transport to Forensic 

NHS facility 
 

In Prison 
− Safety and Security 
− Accommodation and Facilities 

 
Tier 0 

- Ethos 
- Care Strategy and Overall 

Delivery 
- Education and Training 

Opportunities for Staff and 
Management 

   
 
 

                                                 
1Tier 4: Specialist Care 
2Tiers 2 and 3: Mental Health 1:1 or Group Health Care 
3 Tier 1: Health Professional General Training 
4 Tier 0: Whole Prison and Day-to-Day Management 
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TABLE 1D 
 

ADDICTIONS 
 

NHS Shared SPS and Contractors 

   
Tier 4 (Specialist) 

- Lacking at Present 
 

Tier 3 
- Medical 
- Nursing 

 
Enhanced Casework Support 
 
Including Pharmacy 
 
Tier 1 
 
Tier 0 

- Harm Reduction 
- Health Promotion Policy 

Advice 
- Education and Training 

Input 

Multi-Disciplinary Case 
Conferencing, Overall Care 
Planning and Management 
 
Multi-Disciplinary Staff Training 
and Development 
Education, Promotion 
Overall Strategy and 
Governance: 

- Addictions 
- Harm Reduction 

 
 
 
 
 
 
 
 
 

 

Addictions/Security 
Supply Side 
 
Addictions 

- Health Protection 
- Communications and Media 

Relations 
 

Regimes Management including: 
- Secure Delivery, Facilities for 

Storage and Dispensing 
- Surveillance/Supervision 
- Routine Dispensing Ops 
- Non-Routine Ops 
- Facilities for Care Delivery 
- Education 
- Alcohol, Smoking, Controlled 

Drugs Availability Policy 
- Ops Staff Education 

   
 

 
TABLE 1E 

 
SECONDARY CARE 
 

NHS Shared SPS and Contractors 

   
Care Delivery 
Decisions to Refer: 

- Transfer Out 
- Transfer Back 

 
Assessment and 
 Communication 
including Prognosis 
(Compassionate Leave) 
In Reach: 

- Policy and Delivery 
- Technical/Capital 

Investment 
- Emergency/Ambulance 

Transport 

Monitoring and Strategy 
 
Compassionate Release 
 
Hospital Referral Arrangements, 
Trends and Concerns 

Custody and Order (with Reliance) 
Licensing 
Transport - Planned 
 
Facilities 
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TABLE 1F 
 

LITIGATION 
 

NHS Shared SPS and Contractors 

   
Staff Conduct and Competence 
 
Clinical Team Conduct and 
Competence 
 
Medical Negligence Claims 

Joint and Complex Actions General Duty of Care/Facilities and 
Access 

   
 

 
TABLE 1G 

 
IS and IT 
 

NHS Shared SPS and Contractors 

   
Clinical Information Systems 
Personal Health Information 
Governance 

Joint and Complex Actions 
Multi-Disciplinary Care 
Information Sharing 

Connectivity with PR2 and Successor, 
Justice Systems 

   
 

 
TABLE 1H 

 
TRANSPORT, ESCORTING AND PRISONER LOCATION 
 

NHS Shared SPS and Contractors 

   
Ambulance Service: 

- Major Incidents 
- Emergency Hospital 

Attendance 
 

Monitoring and Liaison 

Location and Movement Strategy 
- Within Prisons 
- Between Prisons 

Patient Escort/Transport to Secure 
Mental Health Care (RCS) 
Overriding Security Considerations 
Patient Escort 

- Within Prison 
- To Hospital 
- Emergency Acute 
- Non-Psychiatric 

Reliance CS 
- Planned Hospital Attendance 
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TABLE 1I 
 

HR 
 

NHS Shared SPS and Contractors 

   
All HR Policies and Procedures 
Covering Pre, During and Post 
Employment 
 
Induction and prison specific 
training. 
 
Disclosure Scotland / PCG 
compliance 
e-KSF review 

Prison Specific Training  
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ANNEX C 

 

JOINT STEERING GROUP ON PRISONERS' HEALTH CARE (to be agreed with SG) 

 

Each prison/NHS Board will convene and sustain a permanent group to oversee prisoners' 

health care.  It will meet regularly and the local NHS Board will provide a secretariat. 

 

Joint Chair: Governor-in-Charge HMP Dumfries Medical Director, NHS Dumfries & 

Galloway 

 

Core Members: Health Centre Manager, Head of Offender Outcomes, HMP Dumfries & 

Other NHS Members 

 

Draft Core Remit 

 

 Ensure delivery of health care to prisoners. 

 

 Ensure continuous improvement in throughcare for offenders. 

 

 Monitor operation of prison-NHS Service Agreement, focussing on areas of joint 

governance. 

 

 Develop and monitor the prison health delivery plan. 

 

 Assure quality of clinical and management information to inform the plan, and 

decision making. 

 

 Maintain active management of risks and issues, that encompass quality in health 

care, health protection and health promotion; matters of reputation, finance and staff 

governance. 

 

 Oversee resolution of disputes, and the proper investigation of critical incidents and 

complex problems, and decide on referral of outstanding matters to the national 

Supervisory Group. 

 

 Prepare and agree an annual statement of joint governance/assurance, including 

recognition of best practice and key achievements. 

 

 Ensure prompt reporting of critical incidents and events. 
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ANNEX D 

 

SUPERVISORY GROUP ON PRISON HEALTH (Needs to reflect local arrangement) 

 

The Supervisory Group will be jointly commissioned by SPS Board and Directorate of 

Primary Care, Scottish Government Health Directorates.  It will be chaired by an agreed 

nominee/ratified by Cabinet Secretaries. 

 

Core Membership 

 

Membership to be discussed and agreed. 

 

Its draft core remit is to: 

 

 ensure a system a effective health care to prisoners; 

 

 monitor the performance of health care, and integration with prison 

rehabilitation and offender throughcare services; 

 

 monitor, and review annually, the operation of the National Memorandum of 

Understanding, focussing on areas of joint governance, key risks and issues, 

and dispute resolution; 

 

 ensure systems that support and deliver management and clinical information 

to support governance and decision-making, demonstrating progress in areas of 

Government justice and health policy; 

 

 ensure proper functioning of critical processes to include suicide risk 

management, mental health and addictions assessment and care planning, 

health protection and health promotion; 

 

 ensure effective systems of critical events management, including disputes, 

legal, staff and clinical matters; 

 

 report annually to the SPS Board and NHS Management Board on progress 

towards agreed aims, and contribution of prison services to Government health 

and justice policy; and 
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 support a programme of research and evaluation that meets the aims of the 

Supervisory Group. 
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ANNEX E 

 
GOVERNANCE AND ACCOUNTABILITY FOR PRISON HEALTH SERVICES (Needs to 
reflect Local arrangement) 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
SGHD 

 
 
 
 
 
 
 
 

Director of Primary Care 

 
SGJD 

 
SPS 

Director of Prisons 

 
Supervisory Group on 

Prison Health 

 
NHS Boards 

 
Prisons 

 
Joint Steering Group 

on Prisoners' 
Healthcare 
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ANNEX F 

 

PERFORMANCE MANAGEMENT OF PRISON HEALTH SERVICES 

 

Several frameworks of policy, guidance and implementation of strategy apply to prison 

health services: 

 

 Prison Service Agreements and Performance Standards; 

 

 Prison Service advice and guidance; 

 

 NHS advice and guidance; 

 

 NHS standards and HEAT Targets; and 

 

 performance monitoring. 

 

Work will develop to assimilate, map and match relevant documents and health care 

performance systems to ensure maximum synergy. 

 

Management and Leadership 

NHS Assistant Director of Nursing, Margo Christie, will be the responsible manager for 

Healthcare within HMP Dumfries. 

 

Health Care 

NHS Assistant Director of Nursing, Margo Christie, will be the responsible manager for 

Healthcare within HMP Dumfries. 

 

Staff 

Still to be agreed by NHS. 

 

Financial 

Still to be agreed by NHS. 

 

Service Evaluation 

Still to be considered by SPS & NHS. 
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ANNEX G 

 

RELATIONS WITH EXTERNAL BODIES 

 

Still to be considered by SPS and NHS. 
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DUMFRIES AND GALLOWAY NHS BOARD 
 
 
6 June 2011 
        
 
INVOLVING PEOPLE, IMPROVING QUALITY 
 
Healthcare Governance Committee Annual Report 2010-2011 
 

 
Author  
Hazel Borland 
Nurse Director   

  
Sponsoring Director 
Hazel Borland 
Nurse Director 

 
Date:       20 May 2011 
 
 
RECOMMENDATION 
 
The Board is asked to consider and note this annual report. 
 
 
 
 
SUMMARY 
 
This paper presents the Healthcare Governance Committee Annual Report for 2010-
2011. 
 
Detail in this report  includes: 

- terms of reference 
- membership 
- meeting dates 
- committee business carried out through the year. 

 
 
 
 
GLOSSARY 
DGRI         Dumfries and Galloway Royal Infirmary 
GCH          Galloway Community Hospital 
HEAT        Health, Efficiency, Access, Treatment targets 
NHS QIS   NHS Quality Improvement Scotland 
QIWG        Quality Improvement Working Group 
SAB          Staphylococcus aureus bacteraemia 
 

Agenda Item 63 

96



NOT PROTECTIVELY MARKED 
Page 2 of 9 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
NHS Dumfries and Galloway 

Healthcare Governance Committee 
Annual Report 

2010-2011 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Approved on:  18 May 2011 
Approved by:  Healthcare Governance Committee 
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1. Healthcare Governance Committee terms of reference 
 
1.1  Membership 
The Healthcare Governance Committee of the Board consists of: 

• seven non-executive members of the Board, one of whom shall be appointed as 
the Chair; 

• Chair of the Area Clinical Forum; 
• a senior clinician (but not the Medical Director or Director of Public Health), to 

be appointed after consultation with the Area Clinical Forum; 
• Infection Control Doctor; 
• two lay persons appointed by the Board;  and 
• Chair of the Quality Improvement Working Group. 
 

The Chief Executive, Medical Director, Nurse Director and the Director of Public Health 
will attend. The Infection Control Manager will also attend. Any other Directors also 
have a right to attend. 
 
1.2  Reporting Arrangements 
Meetings of the Committee will be closed meetings in accordance with the Board’s 
Standing Orders but minutes of meetings will be reported directly to the Board’s open 
session after approval in draft by the Chair. 
 
The Chair of the Committee will provide a verbal report following each meeting to the 
first available Board meeting. 
 
1.3  Role and Function 
The Healthcare Governance Committee shall provide assurance to the Board that 
appropriate systems and structures are in place to effectively manage: 

• clinical governance; 
• non-financial risk management; 
• external audit performance review; 
• healthcare associated infection; 
• patient feedback (including complaints);   
• adverse incidents; 
• patient safety;  
• quality improvements; 
• health protection;  
• public protection; and 
• health improvement. 

 
The Healthcare Governance Committee will not consider operational matters relating to 
these activities but will receive regular reports highlighting areas of risk and actions 
being taken to address these. 
 
The Healthcare Governance Committee will also review major reports into NHS system 
failings to identify the implications for locally provided services and to endorse action 
plans for correcting any perceived deficiencies. The Committee will then monitor 
progress. 
 
The following groups/committees will report to the Healthcare Governance Committee: 

• Infection Control Committee 
• Blood Transfusion Committee 
• Quality Improvement Working Group (QIWG) 
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• Healthcare Scientist Forum 
• Health Child Protection Committee 
• Health Adult Support and Protection Committee  
• Organ Donation Committee 
• Resuscitation Committee 

 
1.4  Objectives 
Effective healthcare governance will provide assurance to the Board, patients, public, 
clinical staff and managers that: 

• quality of clinical care drives decision-making about the provision, organisation 
and management of services within NHS Dumfries and Galloway; 

• the planning and delivery of services takes full account of the perspective of 
patients, carers and families; 

• care delivered within NHS Dumfries and Galloway meets relevant standards; 
• the quality and safety of care provided to patients is monitored effectively; 
• the NHS locally learns, and applies the lessons learned, from patient feedback 

(including complaints) and adverse incidents;  and 
• the lessons learned from investigations in other NHS organisations are 

examined and applied appropriately. 
 

1.5  Agendas and Papers 
Agenda and papers will be circulated two weeks prior to the meeting.  
 
1.6  Quorum 
The Committee will be quorate with six members, including the Chair, present, four of 
whom shall be non executive members and one a lay member. 
 
1.7  Frequency of Meetings 
The Committee will meet every two months. 
 
1.8  Support 
To enable the Healthcare Governance Committee to properly fulfil its role 
administrative support will be provided from the Nurse Director’s Office.      
 
 
2. Healthcare Governance Committee membership 

Membership of the committee is as described above and a full list of members is at 
Appendix 1. 

 
 

3. Meeting dates 
The committee met on the following dates as required by the terms of reference: 

- May 2010 
- September 2010 
- November 2010 
- January 2011 
- March 2011 

 
The committee did not meet in July 2010 due to the election to Board of ten new Non-
executive Board members in June 2010 and the requirement for a period of induction. 
 
Mr Andrew Johnston, Non-Executive member took over as Chair of the committee in July 
2010. 
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4. Committee business 

The following agenda items are placed before the committee at each meeting in order to 
ensure that the committee fulfils the objectives laid out in the terms of reference, on 
behalf of the board. 
 
4.1 Standing items for consideration 

o Adverse Incident Report 
o Patient Experience Report 
o Quality Improvement Working Group Briefing Paper/minutes 
o Scottish Patient Safety Programme  
o Healthcare Governance Committee Briefing Paper  

 
From January 2011 the adverse incident and patient safety reports became a single 
paper called Improving Safety, Reducing Harm. 
 
During this year it was agreed by the committee that Healthcare Associated Infection 
(HAI) should also become a standing agenda item and this commenced in January 2011. 

 
4.2 Themes 
During 2010-2011 the Committee has received assurance on the following themes:  

o May 2010: Patient Safety and risk 
o September 2010: Patient Experience and quality 
o November 2010: Healthcare Associated Infection 
o January 2011: Patient Experience and quality 
o March 2011: Patient Safety and risk 

 
4.3 Minutes to note 
The committee receives minutes from the following groups in order to be assured of their 
effectiveness on behalf of the Board: 

o Quality Improvement Working Group  
o Infection Control Committee  
o Hospital Transfusion Committee  
o Healthcare scientists forum 
o Health Child Protection Committee  
o Health Adult Support and Protection Committee 
o Organ Donation Committee 
o Resuscitation Committee 

 
4.4  Papers for discussion or approval 
A range of papers outwith the key themes also come to the committee for consideration 
and/or approval, During 2010-2011 these have included: 

o Mid Staffordshire Foundation Trust Inquiry Report 
o SAB HEAT target performance 
o Involving People, Improving Quality Framework 
o NHS Board Strategic Engagement Programme 
o Healthcare Quality Strategy updates 
o Risk Register Policy for approval 
o Scottish Health Council Participation Standard self-assessment for approval 

 
4.5 Internal reports 
The committee receives internal reports on a range of significant issues at each meeting. 
These can be over and above the reports associated with the theme presented at each 
meeting. 
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